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SUMMARY: Attention deficit hyperactivity disorder (ADHD) is one of the most common psychiatric dis-
orders among school age children. This syndrome is a combination of different symptoms, manifested in the
form of attention deficit and the psychomotor hyperactivity. Families' knowledge about ADHD and attitude
towards it varies. This study explored the manner in which Iranian families dealt with ADHD. The sample
study comprised of 284 children aged 6 to 14 years old, with DSM-IV diagnosis of ADHD, treated in a univer-
sity clinic during the first semester of 2002. Data were analyzed using SPSS and running descriptive tests com-
bined with focus group interview method. An overwhelming majority of children (80%) did not receive
psychiatric help except two years after symptom formation. Most families (90%) considered these symptos as
"mischievous acts" or natural behavioural stage of childhood development. The variations observed in fami-
lies' attitude toward ADHD have been explained in the context of socio-economic and cultural differences
existing among the families. In view of these observations, it is imperative to familiarize families with symp-
toms of ADHD so a timely utilization of mental health services can be attained.  
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INTRODUCTION

Attention deficit hyperactivity disorder (ADHD) is the

most common psychiatric disorder of school age chil-

dren. In its comprehensive form, ADHD is comprised of

wide range of symptoms in DSM-IV and its prevalence is

considered  higher compared to ICD-10 (1). Occurrence

of ADHD in male is 3 times higher than female. ADHD is

one of the most common psychiatric disorders of child-

hood and adolescence and it counts for as much as 50%

of child psychiatric diagnoses (1-3). Etiologically, neuro-

chemical, genetic and learned factors play key role in the

occurrence of ADHD. Disorders of dopamine neurotrans-

mitters, positive family history, complications of preg-

nancy and delivery, low birth weight, brain trauma,

consumption of alcohol and nicotine by mothers during

pregnanancy are some of the risk factors of ADHD (1). 
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behaviour can result in intensification of the behavioural

disorder and may cause depression making the situation

more complicated (2,6). In view of prevailing circum-

stances, this study was designed to explore the attitude

of Iranian families towards ADHD and their help-seeking

behaviour.

MATERIALS AND METHODS
This cross sectional study was conducted between Janu-

ary to April 2002 in Isfahan-Iran. The sample study comprised

of 284 children aged 6 to 10 years with DSM-IV diagnosis of

ADHD, treated in Isfahan Child Guidance Clinic (ICGC). Chil-

dren were clinically examined by two senior psychiatrists.

Demographic data, the information about prenatal, antenatal,

and postnatal care as well as infancy, and childhood history

were recorded by means of an open ended questionnaire. We

used focus group interview method to explore family's reaction

to the child and the coping strategies adopted to deal with the

situation. Families were encouraged to share their feelings and

experiences of living with ADHD children and the paths they fol-

lowed in seeking treatment. Data were analyzed using SPSS

program and running descriptive tests. 

RESULTS

Children's age ranged between 6 to 14 years and

(51.5%) were between 6 to 10 years, and 32.7% were

below 6 years. The rest (16.2%) were 10 to 14 years.

The majority of them were females and only 27.5 per

cent were males. Positive family history of ADHD was

reported by 7.4 per cent. About 2.4 per cent of mothers

with affected children had complications and difficulties

during pregnancy, whereas 4% experienced prenatal

and postnatal problems. More than 9 per cent of the chil-

dren with ADHD were underweight at the time of birth.

More than 3% of children were born into families with

physical trauma or psychological trauma. More than 37

per cent of children were sent to ICGC because of their

defiant and aggressive behaviours. More than 31 per

cent of the children were facing severe educational diffi-

culties with poor school performance. However, no child

received immediate attention for psychiatric evaluation.

Only 5 per cent of the children with ADHD received psy-

chiatric help within the first year of the symptoms onset,

while 17 per cent sought the help between year one and

ADHD is a persistent problem that manifests its

core symptoms throughout the life cycle from preschool

years through adult life. It interferes with a child's family

life, academic performance, social adjustment and its

impairment can be seen extending into adulthood. Undi-

agnosed and untreated, ADHD predisposes a child to

psychiatric and social pathology in later life. By far,

ADHD is the most highly studied child psychiatric disor-

der. The DSM-IV estimates the prevalence of ADHD in

school-age children to be 3% to 5% (3). Reported preva-

lence rate varies in different studies and range from as

low as 2% and as high as 6.3%, with most falling in the

range of 4.2% to 6.3% (4). 

Peers often quickly reject children with ADHD

because of their aggression, impulsivity, and non compli-

ance with roles (5). Children with ADHD may be unpop-

ular with their peers and may have difficulties with

parents, siblings and teachers. These children may have

few best friends and few enduring friendship relations

and this unpopularity and inability to establish and main-

tain friendships may be replaced in life by social isolation

(6). In the school, these children are characterized by

underachievement (7), low self-esteem and low impulse

control (6-7). 

ADHD is characterized by two major features: inat-

tention and hyperactivity-impulsivity. Inattention can

manifest itself in various forms including: failure in

paying attention, repeated mistakes in homework, easy-

distractibility, and forgetfulness. Hyperactivity-impulsivity

relates to situations like leaving seat when expected to

sit, restlessness, over talkativeness, lack of patience,

low impulse-control and defiant behaviour. ADHD is

divided into  three types: inattentive type, hyperactivity-

impulsivity and combined type. The latter one is the most

common (1-2). Average age for hyperactivity- impulsivity

is 7 to 9 years, however, defiant and aggressive behav-

iour can be seen earlier (2,8). Unfortunately, inattention

can result, or be accompanied by poor academic per-

formance which sometimes is mistaken with mental

retardation and school drop-out (8). It is also observed

that clinical symptoms such as aggression result in

future psychiatric disorders and antisocial behaviours,

especially drug abuse (5). Family reaction to child's



two after the onset or with exacerbation of symptoms.

Interestingly, for the majority (77.5%), psychiatric treat-

ment was delayed for two years or more. 

We explored the reasons for overlooking the symp-

toms and the delaying the treatment and found that the

fear of embarrassment with the stigma of mental illness

was the reason in more than 23 per cent of the families.

More than 10 per cent of parents did not have any faith

in psychiatric treatment and more than 5 per cent of the

grand parents objected to the children's' psychiatric

treatment and interestingly, more than half of the parents

(52 per cent) considered the child's behaviour as mis-

chievous acts and attributed it to normal growth and

development.

DISCUSSION

Findings of this study revealed that at only two third

of the ADHD children received a psychiatric evaluation

that was delayed two years after the onset of the illness

or with its exacerbation. Poor educational performance

and school maladjustment turned out to be the major

trigger for the referral to psychiatric clinics. Families

came out with various reasons for delaying the treatment

process. As reported earlier an overwhelming majority of

them considered these behaviours as mischievous acts

that is part of natural  childhood, specially in boys. This

shows that in Iranian culture, families are unlikely to con-

sider behaviour associated with ADHD in boys patho-

logic. Families tend to consider these behaviours natural

unless and until the child's aggressive behaviour comes

in the way of their school achievements. It is also possi-

ble that as noted by Hoza and associates, children have

exceeded their parent's expectations and misled their

families (9) In this context, Gadow and associates  argue

that mothers and teachers interpret symptoms in  terms

of behaviours that are most relevant for their daily con-

cerns (10). Additionally, fear of stigma among families

continued to play a role significant obstacle in seeking

psychiatric help. Irrespective of educational status, most

of the families in this study held negative attitude

towards psychiatrists. As a general attitude, Karnik has

specifically studied fostering families' attitude and the

way they challenged the medical and child-welfare

authorities dealing with ADHD children (6).

Implications and consequences of untimely treat-

ment of ADHD is well documented. Faraone and asso-

ciates believe that untreated or undiagnosed ADHD in

childhood results in severe complications in adulthood

(11). Thome-Souza et al., have reinforced the impor-

tance of early treatment in epileptic children with

ADHD and depression (12). A study by Kelly and asso-

ciates has shown that children with ADHD are at a

higher risk of committing suicide compared with

normal children (13). It is feared that ADHD is a never

ending disorder in life process. According to Hermens

et. al., at least one half of the ADHD children continue

to manifest these symptoms in adulthood (14). Some

studies have estimated ADHD in adults between 0.3-5

per cent (15). 

Under utilization of psychiatric services by families

of children with ADHD may also be attributed to the

family atmosphere. Scholars have shown that these

families are characterized by high expressed emotion

(EE) and poor functioning (16-17). Corelius et al. have

specifically shown that parental psychopathology includ-

ing  the presence of conduct disorder and substance

abuse as well as increased number of siblings act as

barriers to having adequate mental health among ado-

lescents (18). In this context, Sawyer and associates

have argued that clinical and public health interventions

must take into account the co-morbid problems experi-

enced by children with ADHD (19). Dilsaver and Akiskal

have observed a strong association between familial

affective disorders and ADHD in offspring (20). Dunn

and Austin have reinforced this view by relating ADHD to

family pathology (21). Earlier, Faraone et al. studied the

mechanisms of familial transmission of ADHD (22).

Later, thier findings did not support the idea that parents

of ADHD children are biased to report ADHD symptoms

(23). In a similar study these authors once again showed

that parental ADHD do not affect maternal reports of off-

spring ADHD (24).

Drop out and poor attendance in treatment of

ADHD has been noted (25-26). Brook and colleagues

have established an association between teacher's

knowledge and attitude towards ADHD (27). Some

scholars believe that ADHD children can begin to con-

tribute to decisions about the diagnosis and treatment of

Medical Journal of Islamic World Academy of Sciences 19:1, 39-43, 2011 41

SAHFIEI, GHASSEMI, KAZAMZADEHATTENTION DEFICIT HYPERACTIVITY DISORDER: FAMILY PERCEPTION



Medical Journal of Islamic World Academy of Sciences 19:1, 39-43, 201142

SAHFIEI, GHASSEMI, KAZAMZADEHATTENTION DEFICIT HYPERACTIVITY DISORDER: FAMILY PERCEPTION

REFERENCES
1. Sadock BJ, Sadock VA : Attention deficit disorder in

Kaplan and Sadock Synopsis of Psychaitry. Lippincott Williams

and Wilkings 9th ed, vol2, chapter 43;1223-1232,  2003.

2. Cantwell DP : Attention deficit disorder: A review of the

past years. J Am Acad Child Adolescent Psychiatr, 35:978-987,

1996.

3. American psychiatric Association. Diagnostic and Statisti-

cal manual of Mental Disorders, 4th ed. Washington DC, American

Psychiatric Association, 1994.

4. Szatmari P : The epidemiology of  attention-deficit hyper-

activity disorders. Child Adolesc Psychiatr Clin North Am,

1(2):361-371, 1992.

5. Erhardt D, Hinshaw SP : Initial sociometric impressions of

attention-deficit hyperactivity disorder and comparison boys: pre-

dictors from social behaviours and from non-behavioural vari-

ables. J Consult Clin Psychol, 62:833-842, 1994.

6. Karnik NS : Categories of control: Foster children and

ADHD. Children and Youth Service Review, 23(9-10):761-780,

2001.

7. Cantwell DP, Backer L : Issues in classification of child &

adolescent psychopathology. J Am Acad Child Adolescent Psychi-

atr, 27:521-533, 1988.

8. Biederman J, Faraone SV, Monuteaux MC, Bober M,

Cadogen E : Gender effects on attention deficit/hyperactivity dis-

order in adults, revised. Biological Psychiatry, 55(7):692-700,

2004.

9. Hoza B, Gerdes AC, Hinshaw SP, Arnold LE, Pelham J,

Molina BSG et al : Self-perceptions of competence in children with

ADHD and comparison Children. Journal of Consulting and Clini-

cal Psychology, 72(3):382-391, 2004.

10. Gadow KD, Drabick DAG, Loney J, Sprafkin J, Salisbury

H, Azizian A et al  : Comparison of ADHD symptoms subtypes as

source-specific syndromes. Journal of Child Psychology and Psy-

chiatry, 45(6):1135-1149, 2004.

11. Faraone SV, Biedeman J, Spencer T, Whilens T, Seid-

man LJ, Mick E et al  : Attention-deficit/hyperactivity disorder in

adults: an overview. Biological Psychiatry, 48(1):9-20, 2000.

12. Thome-Souza S, Kuczynski E, Assumpcao J, Rzezak P,

Fuentes D, Fiore L et al : Which factors may play a pivotal role on

determining the type of psychiatric disorder in children and adoles-

cents with epilepsy? Epilepsy & Behaiour, 5(6):988-994, 2004.

13. Kelly TM, Cornelius JR, Clark DB : Psychiatric disorders

and attempted suicide among adolescents with substance use dis-

orders. Drug and Alcohol Dependence, 73(1):87-97, 2004.

14. Hermens DF, Williams LM, Lazzaro I, Whitmont S,

Melkonian D, Gordon E : Sex differences in adult ADHD: a double

dissociation in brain activity and autonomic arousal. Biological

Psychology, 66(3):221-233, 2004.

15. McCann BS, Roy-Byrne P : Screening and diagnostic

utility of self-report attention deficit hyperactivity disorder scales in

adults. Comprehensive Psychiatry, 45(3):175-183, 2004.

16. McCleary L, Sanford M : Parental expressed emotion in

depressed  adolescents: prediction of clinical course and relation-

ship to co morbid disorders and social functioning. Journal of Child

Psychology & Psychiatry, 43(5):587-595, 2002.

17. Edwards MC, Schulz EG, Long N : The role of the family

in the assessment of attention deficit hyperactivity disorder. Clini-

cal Psychology Review, 15(5):375-394, 1995.

18. Cornelius JR, Pringle J, Jernigle J, Kirisci L, Clark DB :

Correlates of mental health service utilization and unmet need

among a sample of adolescents. Addictive Behaviours, 26(1):11-

19, 2001.

19. Sawyer MG, Arney FM, Baghurst PA, Clark JJ, Graetz

BW, Kosky RJ et al : The mental health of young people in

Astralia: key findings from the child and adolescent component of

the national survey of mental health and well-being. Australian &

New Zealand Journal of Psychiatry, 35(6):806-814, 2001.

20. Dilsaver SC, kiskal HS : Preschool onset mania: inci-

dence, phenomenology and family history. Journal of Affective

Disorders, 82(1001):S35-S43, 2004.

21. Dunn DW, Austin JK : Differential diagnosis and treat-

ADHD during medical visits from age 7 to 11 years (28).

Hazell et al. believe that both parents and teachers

should be involved in the process of early diagnosis of

ADHD (29). Shaw et al. have emphasized on contribu-

tion of general practioners in early detection of ADHD

(30). At the same time Slowik and Noronha have high-

lighted the role of pediatricians in ADHD care (31).

Biederman et al. and Bor emphasized on community

based programme in screening and early treatment of

ADHD (32-33). Kendall has shown great concern about

siblings of ADHD children (34). Keatinge et al. advocate

family support in having access to health care advise,

information, and support system (35). Brook and Geva

suggest that information about ADHD should be added

to the curriculum and be taught by qualified specialists

(36). According to Wang and associates delays in initial

treatment contact are an important component of the

larger problem of unmet need for mental health care

which need special attention and a holistic approach to

the problem (37).    



Medical Journal of Islamic World Academy of Sciences 19:1, 39-43, 2011

ment of psychiatric disorders in children and adolescents with

epilepsy. Epilepsy and Behaviour, 5(supplement 3):10-17, 2004.

22. Faraone SV, Biderman J, Milberger S : An exporatory

study of ADHD among second-degree relatives of ADHD children.

Biological Psychiatry, 35(6):398-402, 1994.

23. Faraone SV, Biederman J, Feighner JA, Monuteaux MC:

Assessing symptoms of attention deficit hyperactivity disorder in

children and adults: which is more valid? Journal of Consulting &

Clinical Psychology, 68(5):830-842, 2000.

24. Faraone SV, Monuteaux MC, Biederman J, Cohan SL,

Mick E : Does parental ADHD bias maternal reports of ADHD

symptoms in children? Journal of Consulting & Clinical Psychol-

ogy, 71(1):168-175, 2003.

25. Gardner W, Kelleher KJ, Pajer K, Campo JV : Follow up

care of children identified with ADHD by primary care clinicians: a

cohort study. The Journal of Pediatrics, 145(6):767-771, 2004.

26. Levin FR, Evans SM, Vosburg SK, Horton T, Brooks D,

Ng J : Impact of attention deficit hyperactivity disorder and other

psychopathology on treatment retention among cocaine abusers

in a therapeutic community. Addictive Behaviours, 29(9):1875-

1882, 2004.

27. Brook U, Watemberg N, Geva D : Attitude and knowl-

edge of attention deficit hyperactivity disorder and learning disabil-

ity among high school teachers. Patient Education and

Counseling, 40(3):247-252, 2000.

28. Honeycutt C, Sleath B, Bush PJ, Cmpbell W, Tudor G :

Physician use of a participatory decision-making style with ADHD

and their parents. Patient Education and Counseling in Press, cor-

rected proof.

29. Hazell PL, Lewin TJ,M M, Walton JM : Factors associ-

ated with medium term response to psycho stimulant medication.

Journal of Pediatrics & Child Health, 35(3):264-268, 1999.

30. Shaw KA, Mitchell GK, Wagner IJ, Eastwood HL : Atti-

tudes and practices of general practitioners in the in the diagnosis

and management of attention-deficit/hyperactivity disorder. Jour-

nal of Paediatrics and Child Health, 38(5):481-486, 2002.

31. Slowik M, Noronha S : Need for child mental health con-

sultation and paediatricians' perception of these services: a

survey in the West midlands. Child & Adolescent Mental Health,

9(3):121-124, 2004.

32. Biederman J, Monuteaux MC, Faraone SV, Hirshfeld-

Becker DR, Henin A, Gilbert J et al : Dose referral bias impact find-

ings in high risk offspring for anxiety disorders? A controlled study

of high risk children of non reffered parents with panic disorder

agoraphobia and major depression. Jouranal of Affective Disor-

ders, 82(2):209-216, 2004.

33. Bor W : Prevention and treatment of childhood and ado-

lescent aggression and antisocial behaviour: a selective review.

Australian and New Zealand Journal of Psychiatry, 38(5):373-380,

2004.

34. Kendall J : Sibling accounts of attention deficit hyperac-

tivity disorder(ADHD). Family Process, 38(1):117-136, 1999.

35. Keatinge DR, Tarren-Sweeney M, Vimpani G, Hazell P,

Callan K : Idnetifying service needs of children with disruptive

behaviour problems using a nominal group technique. Nursing &

Health Sciences, 2(4):179-189, 2000.

36. Brook U, Geva D : knowledge and attitudes of high

school pupils towards peers' attention deficit and learning disabil-

ities. Patient Education and Counseling, 43(1):31-36, 2001.

37. Wang PS, Berglund PA, Olfson M, Kessler RC : Delay in

initial treatment contact after first onset of a mental disorder.

Health Services Research, 39(2):393-416, 2004.

Correspondence:
Gh. R. Ghassemi
Medical Education Research Center, 
Isfahan University of Medical Sciences,
Isfahan, I.R.IRAN.
e-mail: ghassemi@med.mui.ac.ir

43

SAHFIEI, GHASSEMI, KAZAMZADEHATTENTION DEFICIT HYPERACTIVITY DISORDER: FAMILY PERCEPTION


