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ADHD





� Increase our 
knowledge 
about ADHD.

� know our local 
prevalence and  
management. 





 A true story about Qatari boy:    
 An 8 year old child very hyperactive never 

calm, does not stay in his place neither in 
class nor at home, even in picnics and 
shopping.

 Very embarrassing to his parents. 
Irritating to his teachers and colleagues.

 Never concentrates or finishes any task 
even when his teachers remind him 
several times.

 Leaves his seat anytime without 
permission.

 Very rapid answers, usually wrong.



 Rapidly moving from one activity to another 
without finishing any of them.

 Usually punished at home and school due 
to his unorganized and careless behavior.

 Due to all the previously mentioned over-
activity of that kid, he jumped out of the 
window and broke his cervical spine.

 Admitted with quadriplegia and intubated in 
intensive care; however he was lucky that  
he could walk again after surgical 
management.

 Otherwise;  he could stay rest of his life on 
a wheelchair.



During a visit to outpatient clinic; His 
mother noticed another kid who 
behaves in the same way as her kid.

The second mother told her that I 
came here to treat my child from his 
ADHD

She asked herself ” why I should 
suffer all this without anybody told 
me before about ADHD ??? ”





????!!!
ADHD is identifiable via behavioral, not 

physical characteristics, making it more 
likely to be misunderstood.
Misperceptions:
Behaviors that directly result from ADHD are 

not primarily attributable to poor 
parenting, lack of discipline, low 
motivation, or intentional “trouble making.”
Not everything that fidgets and/or behaves 

defiantly is ADHD.



26 Jan 2006

Developmental Impact of ADHD

Pre‐school Adolescent Adult
School‐age College‐age

Behavioural 
disturbance

Behavioural disturbance
Academic problems
Difficulty with social interactions
Self‐esteem issues

Behavioural problems
Academic problems
Difficulty with social interactions
Self‐esteem issues
Legal issues, smoking 
and injury

Academic failure
Occupational difficulties
Self‐esteem issues
Substance abuse
Injury/accidents

Occupational failure
Self-esteem issues
Relationship problems
Injury/accidents
Substance abuse





History 

 In 1845: Dr. Heinrich Hoffman. "The Story 
of Fidgety Philip“

 Alexander Crichton (1763-1856): An inquiry into the nature and origin 

of mental derangement





20th Century 1902
Sir George Frederick 

43 children who had serious problems with sustained attention 
and self regulation, who were often aggressive, defiant, resistant 
to discipline excessively, emotional or passionate, which showed
little inhibitory volitions.  Had serious problems with sustained 
attention and could not learn from the consequences of their 
action, though their intellect was normal. 



 In 1922: "Post-Encephalitic Behavior 
Disorders" 
1960: "Minimal Brain Dysfunction" .
1968: "Hyperkinetic Reaction“
1980:The DSM-II introduced ADD with or without 

hyperactivity

DSMDSM--IV (1987): ADHDIV (1987): ADHD









How is our beliefs, Knowledge 
and attitude ??    



Qatar 

Ritalin : 1994
First book:2006 
First research: 2006
First support group: 2008
First Symposium: 2009





Prevalence

 One of the most widely diagnosed psychiatric 
disorders in children and adolescents, and impacts 3-
5% of individuals between the ages of 6 and 12 years.  

 There has been increasing recognition over the past 
decade that AD/HD is also persistent and affects 
approximately 50% of adults who were diagnosed as 
children or adolescents.

C Keith Conners
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 2% to 6% of the school age population which 
translates to 1 or 2 children per classroom of 30 
students.

 3:1 to 9:1 male to female ratio









Table 1
Studies assessing prevalence of ADHD symptoms as defined by DSM‐III in US children and adolescents(4 studies)

Author(s) Assessment Informant Prevalence

%

Bauermeister et al (57) Interview Parent, 9.1
(parent subject) teacher, subject

Report (teacher)

King et al (27) Rating scale Teacher, subject 12

Newcorn et al (26) Rating scale Parent, teacher 18 (teacher)
8 (parent)

Shekim et al (28) Interview Parent, teacher 12 (parent)

4 (subject)
2 (parent 
and subject)



Studies assessing prevalence of ADHD symptoms as defined by DSM‐III‐R in US children and adolescents

Author(s) Assessment Informant Prevalence

August and Rating scale Teacher 8.6

August et al
(37) Interview Subject, 2.8



Table 4
Studies assessing prevalence of ADHD symptoms as defined by DSM‐III‐R in non‐US children and adolescents

Country Informant Prevalence

(%)

Canada Parent, teacher, 8.9 (teacher)

subject 5.0 (parent)

(6–11 years) 3.3 (subject)



Why studies in some world regions report estimates that 
deviate from the worldwide rate ??.



Hyperactivity in Omani Schoolboys



The prevalence rate of ADHD in Qatar 

A cross sectional study conducted from 
March 2004-Feb 2005.
1541   students (6-12 years) were 

included. 
Boys (14.1%); Girls (4.4%). 
Prevalence (9.4%).

A Benner, Razna AlQahtani, Ibrahim A elaal. J Atten Disorder 
2006;10:77.  



Expected number of children with ADHD 
in Qatar.  

 Total population of 
children between 6-12 
years ( 80 000). 

 9 % ( 11896 child). 
 Treated children in that 

age group (200)
 (0.15%) or 2% of the 

affected patients.

11896

2%

98%

treated  unidentified

c



0%

39%

61%

0%

ADHD Patient

treated untreated

Of the children who 
met the diagnostic 
criteria for 
ADHD,38.8had 
received medication to 
treat inattention, 
hyperactivity, in the 
prior year and 32.0%
had been taking 
medication for most of 
that year. 

Denise Mann.September 04, 
2007. University of 
Pennsylvania School of 
Medicine. 



Qatar VS USA treatment of  ADHD 

Qatar USA

11896

2%

98%

treated  unidentified



Adult ADHD !!!?? 
As at least 50 % of 
ADHD children will  
continue in older age 
group; estimated 
percentage of treated 
adult  patients are 
much lower than 
pediatrics age group.         



Why we are missing cases?   

Low level of awareness among all levels.
Teachers, parents, primary care 

physicians and general pediatricians.
Absence of a referral center. 
Absence of pathway of management.
Absence of training workshops for children 

, parents and teachers. 
Medications prescription limitations. 



Why Teachers are Important
Most elementary school classrooms 

have at least one child with ADHD 
(Barkley, 1998).

A high percentage of children referred 
for ADHD evaluations are first identified 
by teachers (Pilling, 2000).



Why Teachers are Important (Continued)

Teachers are asked to complete rating 
scales or questionnaires regarding 
symptoms.
Teachers are asked to carry out 

recommended treatment regimens or to 
monitor effectiveness of treatment (Tannock & 
Martinussen, 2001).



Teachers` knowledge 

ADHD viewed as a medicalized 
phenomenon (Conrad, 1992).

“Medical gaze” (Foucault, 1976) partially 
transferred to teachers 



Medicalized phenomenon (Conrad, 
1992).

Hyperactivity is normal.
Environment and Culture.
Teachers Characteristics.
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The School Environment and ADHD



The Influence of Knowledge on 
Beliefs and Values about ADHD
 Teachers with higher knowledge seemed to 

have
1. Positive general beliefs about children with 

ADHD
2. Confidence in the diagnosis. 
3. Willingness to support the use of stimulant 

medication in children with ADHD.
4. Flexibility in using various teaching strategies.





Questions


