PRANAV PANCHOLI H31/6790/98


ATTENTION DEFICIT HYPERACTIVITY DISORDER

ATTENTION DEFICIT HYPERACTIVITY DISORDER

Introduction

About 30 to 40% of children are described by their parents as over active and 5 to 20% of school children are also described in a similar way by their teachers.

Aetiology

Initially the disorder was thought to be due to minimal brain damage. Although several brain pathologies are associated with over-activity and poor concentration there is no evidence that they can cause hyperkinetic disorders. 

Many different theories have been propounded including: 

· Genetic factors; more common in first degree relatives

· Social factors; it is found that over active behavior is more frequent in young children from a lower social status

· Food additives and lead intoxication; has been suggested

Clinical features (Usually start before the school going age)

· Extreme and persistent restlessness

· Sustained and prolonged motor activity 

· Difficulty in maintaining attention

· Garrulous and impulsive children 

Learning difficulties due to poor concentration may be found. Minor forms of antisocial behavior may be present. These include:

· Disobedience

· Temper tantrums

· Aggression 

These however present at a later age and are not very prominent. There may be a change in affect depression being the commonest.

COMMON COMPLAINTS

The infant is usually described as over active, milestones are reached at an earlier age the child sleeps less and cries frequently. As the child grows and reaches the stage for socialization and formal education his extreme restlessness inhibits him from learning. Over-sensitivity to stimulation doesn’t allow him to attend to more than one stimulus at one time but he is also unable to reject the stimulus hence he is highly distractible to an extent which makes it difficult or next to impossible for he/she to keep at a given task or activity for any given length of time. This exhibits itself as an impatient child. 

DIAGNOSIS

DSM-IV TR requires 

· A disturbance of at least 6 months before a diagnosis of attention deficit hyperactivity disorder can be made.

· Onset before 7 years of age.

EEG changes, lowered seizure threshold and tranziant neurological science can be used but the diagnosis is usually made from the parents’ history. 

MANAGEMENT

· A hyperactive child exhausts all around him (parents, teachers, maids, babysitters) and they need to be informed of the diagnosis and given support if it is required.

· A special tutor may need to be employed to aiden the education of the child or other forms of remedial teaching may be needed. 

· Behavior modification

· Stimulant drugs such as methyl phenidate (Ritalin) if the disorder is severe. 

· Dosing (for a 5 year old)

2.5 mg start in the morning 

If not controlled 

Add 2.5 mg at midday 

If not controlled

Both doses maybe increased to 10mg cautiously depending on response and side effects. 

Duration may vary from several months to over a year. The drug may have to be stopped from time to time to minimize on side effects such as irritability, insomnia, and depression.    
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