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Abstract

Background

Childhood hyperactivity is associated with poor social relationships and school failure.  The use of stimulant medication, behavioural techniques and parent training improves outcome.  Rates of diagnosis vary, particularly between Britain and America. Previous research has concluded that this is due to different diagnostic criteria. However, rates of hyperactive behaviours are similar in both countries, and British psychiatrists have been shown to increase their rates of detection when trained in systematic assessment techniques.  Therefore, the use of a screening questionnaire to alert psychiatrists to the presence of possible hyperactivity might produce an improvement in detection, whatever the diagnostic criteria used.

Methods

A sequential sample of case-notes recording assessments made without a preliminary screen was compared with a similar sample following the introduction of the screen.  Measures used included ICD-10 multiaxial diagnostic criteria for children, and a measure of case complexity. 

Results

The introduction of the screen led to an approximately fifteen-fold increase in detection of hyperactivity, with no change in the diagnostic criteria used.  The hyperactive children diagnosed were mostly male, more disabled, more likely to have been removed from home, more likely to receive additional educational support, and more likely to have had critical school reports.  However, the screen alone generated forty percent false positives.

Conclusions

Screening improved the detection of this exceptionally disabled group of children. The range of psychosocial difficulties found in association with hyperactivity suggests that increased specialist social work involvement with this group would be beneficial.
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Chapter 1

Introduction 

Hyperactivity is a common condition of childhood (Costello, Angold, Burns, et al., 1996). Affected children are known to be at risk of adversity in close relationships (Buhrmester, Camparo, Christensen, et al., 1992; Johnston, 1996).  They are at increased risk of abuse compared to non-hyperactive children (Leung, Lane, Robson, et al., 1994). They often become isolated and unpopular amongst their peers, underachieve academically and suffer from chronic low self-esteem (Kuhne, Schachar & Tannock, 1997).  These children are at greater risk of school failure than other children receiving psychiatric help (Biederman, Faraone, Taylor, et al., 1998). There is a tendency for hyperactive children to develop conduct disorder and delinquency (August, Realmuto, MacDonald, et al., 1996), for which treatment is difficult and outcome poor (Barkley, Fischer, Edelbrock, et al., 1991).  Anti social behaviour, criminality and non-emotional mental health problems often continue into later life (Mannuzza, Klein, Bessler, et al., 1998).

The most effective form of treatment for childhood hyperactivity is medication with central nervous stimulants (AMA Council on Scientific Affairs, 1998).  These drugs reduce hyperactive behaviour with few side effects (Taylor, 1994).  Drug therapy coupled with behaviour modification, and parent training is associated with best outcome (Coffey, 1997).

Hyperactive children are likely to come into contact with Social.Services due to the consequences of their negative behaviour.  Early detection, diagnosis and treatment are desirable to avoid negative sequelae (Barkley, Fischer, Edelbrock, et al., 1991).  Social workers who are able to recognise the condition and seek psychiatric help on behalf of the affected child are likely to relieve unnecessary suffering and reduce long term possible psychological, psychiatric, criminal and economical effects.

Hypothesis
Screening patients with the Child Behaviour Check List (CBCL) before assessment with ICD-10 diagnostic criteria increases the rate of patients diagnosed as hyperactive compared to assessing with ICD-10 alone.
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Literature Review

Childhood overactivity has been reported in the psychiatric literature for over 100 years (Ireland, 1877). Despite increased knowledge and understanding, aetiology and pathophysiology remain unclear.  At the beginning of the century it was noted that children who were ill with encephalitis developed motor activity and inattention.  Later those with impulsivity, inattention and overactivity were described as having ‘organic drivenness’ (Kahn & Cohen, 1934).  By the 1960’s and 1970’s these symptoms came to be known as hyperactivity and hyperkinetic syndrome.  Around this time the term minimal brain damage came into use.  This referred to a lack of neurological lesions with minor physical anomalies and poor motor co-ordination (Coffey, 1997). 

Phenomenology

Afflicted children consistently behave in a restless, disorganised, distractible and inattentive manner.  There are three key components to consider in relation to hyperactive behaviour.  Firstly, attention deficit; characterised by brief orientation to task, focusing on irrelevant aspects of the environment, changing activities rapidly and playing for only short periods.  Secondly, overactivity; referring to an increased tempo in all activities including fidgeting and restlessness.  Thirdly, impulsivity; acting without prior thought and consideration for outcome.  Many normal children will exhibit these behaviours occasionally.  Hyperactive children display these behaviours consistently and over time (Taylor, 1994).    

Prevalence

Hyperactivity is a common condition of childhood. Prevalence rates vary depending on criteria for diagnosis (Leung, Lane, Robson, et al., 1994). The ICD-10 (Anonymous, 1992) definition of hyperkinetic disorder has a lower prevalence of 1.7%, while attention deficit hyperactivity disorder (ADHD), as defined in DSM 111-R (American Psychiatric Association, 1987) yields a figure of 3.5%, based on clinicians estimates. However, male to female ratios are similar, being 4:1 in the U.S. and 3.6:1 in the UK (Taylor, 1994).  A recent study with good methodology has found rates of ADHD similar to the ICD findings (Costello, Angold, Burns, et al., 1996). 

Detection 

There are a number of measures and instruments in use to assist in the detection of childhood hyperactivity.  Parent and teacher rating scales are used as standardised measures (Barkley, 1988a).  Conner’s Classroom Rating Scale has been utilised in epidemiological studies, although its original purpose was to measure outcome in drug trials (Conners, 1969). The Child Behavior CheckList (CBCL) (Achenbach & Edelbrock, 1983) is an epidemiological tool that has also been used to aid diagnosis.

Early epidemiological studies of hyperactivity in the United States and the United Kingdom identified very different prevalence rates.  For example, Rutter et al (1970) found a point prevalence of hyperactivity of 0.1%, while Huessy (1967) reported 20%.  Subsequent epidemiological studies have brought these rates closer together.  Schachar et al (1981) re-examined Rutter’s sample, and found 2.2% of cases were pervasively hyperactive.  The Ontario Health Study (Szatmari, Offord & Boyle, 1989) found rates closer to 8%.   However, the differences still remain, and are most likely to reflect methodological artefact (Taylor & Sandberg, 1984; Weiss, 1996).

Diagnosis 

Since 1980 there have been three separate American Medical Association Diagnostic and Statistical Manual (DSM) publications in relation to ADHD.  The first DSM in 1957 failed to recognise the disorder.  DSM II in 1968 introduced the concept of childhood hyperkinetic reactions. The disorder was renamed Attention Deficit Disorder (ADD) in DSM III in 1980 with subtypes Attention Deficit Disorder with hyperactivity (ADDH) and Attention Deficit Disorder without hyperactivity (ADD/WO).  In DSM III-R in 1987 ADDH and ADD/WO were dropped in favour of ADHD due to lack of empirical evidence to support the DSM III version.   The current version, DSM-IV has reintroduced the concept of subtypes, depending on whether the dominant feature is overactivity, inattention, impulsivity or mixed (Morgan, Hynd, Riccio, et al., 1996). The International Classification of Diagnoses, developed by the World Health Organisation has also been evolving.  ICD-9, published in 1978, describes hyperkinetic syndrome as ‘extreme overactivity and inability to attend’.  The diagnosis was given only in the absence of further disorders. Criteria for ICD-10 (in use since 1992) are more specific, including severe and pervasive inattentiveness and the absence of pervasive developmental and affective disorders.  The key behaviours that are fundamental to diagnosis are now similar in ICD-10 and DSM-1V.  They differ in their rules for assessing them (Taylor, 1994).

DSM IV only requires the presence of symptoms at home or school to make the diagnosis of ADHD;  ICD-10, though more relaxed than its predecessor, still requires some symptomatology to be present pervasively.  Prendergast and colleagues (1988) studied doctors in the United Kingdom and in America, using ICD-9 and DSM III criteria respectively.  They found doctors in America were more likely to make a diagnosis of hyperactivity than British colleagues.  An incidental finding was that the British doctors diagnosed significantly more hyperactivity after training in specific assessment techniques, even though they did not change their diagnostic criteria.

Aetiology

The evidence suggests that there is no one single cause of hyperactivity, instead the disorder probably represents a biological vulnerability combined with environmental factors (Biederman, Milberger, Faraone, et al., 1995).

The importance of genetics in the aetiology of hyperactivity is well documented (Eaves, Silberg, Meyer, et al., 1997).  However, only 50% of the variance can be ascribed to genetics, leaving 50% to environmental factors, such as: gestation, prenatal events, temperament, diet, parenting and family functioning (Goodman & Stevenson, 1989; Silberg, Meyer, Pickles, et al., 1995).    

Drugs, alcohol and antisocial behaviour are significantly more prevalent in parents of hyperactive children and rates increase further in parents of children who are comorbid for conduct disorder (Weiss, 1996).

High levels of lead in the blood have been associated with hyperactivity (Thomson, Raals & Hepburn, 1989). However, it is unclear whether these findings are due to social disadvantage in the children studied, placing them at greater risk.

Alcohol consumed in pregnancy can damage the developing brain of the foetus (Nanson & Hiscock, 1990).  The behavioural effects of Foetal Alcohol Syndrome are symptomatically similar to hyperactivity (Weiss, 1996).

The notion that food additives were responsible for childhood hyperactivity was popular in the 1970’s.  Subsequent studies found this not to be the case, except in the occasional younger child (Schmidt, Mocks, Lay, et al., 1997; Weiss, 1996).

Imaging studies have shown subtle pathological changes in the brains of hyperactive children (Filipek, Semrud-Clikeman, Steingard, et al., 1997).   These findings suggest frontal lobe and basal ganglia abnormalities, but to date are not conclusive.

Family Relationships
Poor social relationships are associated with hyperactive behaviour (Barkley, 1988b; Barkley, Fischer, Edelbrock, et al., 1991; Biederman, Milberger, Faraone, et al., 1995; Buhrmester, Camparo, Christensen, et al., 1992).  Marital disharmony, parental criminality, substance abuse and psychopathology are common in families of hyperactive children (Barkley, Fischer, Edelbrock, et al., 1991; Biederman, Milberger, Faraone, et al., 1995; Buhrmester, Camparo, Christensen, et al., 1992; Johnston, 1996).  Using Rutter’s Adversity Scale (marital discord, low social class, large family size, parental criminality, maternal mental disorder and foster care placement) it was noted that, as adversity indicators increased, so did the diagnosis of hyperactivity (Biederman, Milberger, Faraone, et al., 1995).  Researchers claim that the mother-child dyad remains the focus of family life, even in the presence of father (Buhrmester, Camparo, Christensen, et al., 1992).  Consequently, research has focused on the effect of childhood hyperactivity with particular emphasis on the mother-child relationship.  Tarver-Behring and associates (1985) studied 16 mothers each having one hyperactive son and one normal son age 4-12yr.  They found the hyperactive sons where less likely to answer mothers questions, where more likely to be off task and less compliant to mothers commands.  Behaviour management of hyperactive sons posed more difficulties across all settings, compared to non-hyperactive sibs.  Peak problems areas included: 1) hyperactive son playing with other children 2) when mother was talking on the phone 3) when visitors were in the home & 4) being in public places.  All these situations demand restraint and control, both of which seem to be lacking in the hyperactive child.  Mothers of hyperactive children give more commands, are more negative, less rewarding and supportive than mothers of non-hyperactive children (Barkley, 1988b; Johnston, 1996).  Conflict in the mother-child relationship often results in maternal low self-esteem and depression (Barkley, Fischer, Edelbrock, et al., 1991; Johnston, 1996).  Buhrmester et al (1992) found the mother-child relationship improved in the presence of the father.  During dyadic interactions, mothers were more demanding than fathers.   However, when both parents were present father took greater responsibility for managing the child’s behaviour, where-upon mother interacted more positively with their sons.   Unfortunately, father’s behaviour towards the child became more hostile, less respectful and more withdrawn in the presence of mother.  

Academic Achievement 

Hyperactive children under achieve at school (Biederman, Faraone, Taylor, et al., 1998; Biederman, Milberger, Faraone, et al., 1995; Gaub & Carlson, 1997; Taylor, 1994).   They are inattentive and impulsive, have more conduct and learning problems than controls and are at greater risk of expulsion from school than non- hyperactive children.   Affected youngsters become unpopular among their peers, often resulting in loneliness and isolation (Botting, Powls, Cooke, et al., 1997; Taylor, 1994). 

Comorbidity

There is a high degree of comorbidity of conduct disorder/oppositional disorder and hyperactivity in clinic and community samples, 50% and 30% respectively (Biederman, Faraone, Mick, et al., 1996; Samuel, Biederman, Faraone, et al., 1998; Schachar & Tannock, 1995).  Previously some authors believed the association to be so great that hyperactivity and conduct disorder are one and the same (Prior & Sanson, 1986; Shaffer & Greenhill, 1979).  More recently, it has been established that the two groups are separate entities differentiated by specific symptoms and clinical features (Milberger, Biederman, Faraone, et al., 1995; Sonuga-Barke, Thompson, Stevenson, et al., 1997; Thorley, 1984).  Conduct disordered children are more aggressive, engage in more anti-social behaviour, and display more emotional and psychosocial disturbance.  In contrast hyperactive children exhibit higher frequencies of motor disturbance, inattention and articulatory problems.  Cognitive measures are significantly impaired in the hyperactive group, developmental delay and reading difficulties are more common compared to conduct disordered and normal controls (Bussing, Zima, Perwien, et al., 1998; CherkesJulkowskib, 1998).  A dual diagnosis of hyperactivity and conduct disorder is a hybrid of pure hyperactivity and pure conduct disorder.  The presence of one disorder increases the risk factor for the other (Biederman, Faraone, Milberger, et al., 1996; Kuhne, Schachar & Tannock, 1997; Schachar & Tannock, 1995).  A dual diagnosis of hyperactivity with conduct disorder is associated with worse outcome (MacDonald & Achenbach, 1996; Taylor, 1994).  Hyperactivity coexists with anxiety and phobic disorders, sleep disturbance, specific learning problems, speech and language delays, enuresis and somatic difficulties in 25% of diagnosed cases (Leung, Lane, Robson, et al., 1994).  Hyperactive behaviour is frequently seen in children with autism (Pierce, Glad & Schreibman, 1997; Taylor, 1994), while 60% of children suffering from Tourette syndrome are also hyperactive (Harris, Schuerholz, Singer, et al., 1995; Leung, Lane, Robson, et al., 1994). Research has shown that the syndrome of hyperactivity is not an artefact resulting from symptoms shared with other psychiatric disorders and that the comorbid conditions themselves are due to overlapping hyperactive symptoms (Milberger, Biederman, Faraone, et al., 1995; Sonuga-Barke, Thompson, Stevenson, et al., 1997).

Outcome

Barkley et al (1991) conducted a prospective 8yr follow up of 100 hyperactive and 60 normal children.  They found that mothers rated the hyperactive adolescents as more hyperactive, impulsive and deviant with more conduct and learning problems than controls.  Hyperactive adolescents engaged in more conflicting interaction with mothers. Most of the problems were attributed to the comorbid existence of oppositional defiant disorder.  Further studies have shown that adolescents and adults who where diagnosed as hyperactive in childhood remain symptomatic in 50% to 70% of cases (Mannuzza, Klein, Bessler, et al., 1998).   Hyperactivity subsides with maturity, whilst delinquency, acting-out behaviour, poor social skills, impulsivity, restlessness, low self esteem, depression, aggression and poor peer relations continue to be problematic (Fergusson, Lynskey & Horwood, 1997). Sufferers underachieve academically and vocationally and are at increased risk of personality disorder, drug abuse, alcoholism and divorce.

Treatment

The aim of treatment is to promote normal development.  This will be achieved by protecting the child against long term psychological damage, addressing disturbance of conduct, reducing hyperactive behaviour and coexisting conditions, encouraging academic and social learning, improving self-esteem and relieving family tension.  Hyperactivity affects every area of a child’s life.  Thus, a comprehensive and multidisciplinary approach to treatment is required in order to achieve best outcome.  

Medication

Pharmacological intervention with central nervous stimulants is the most effective form of treatment for hyperactivity (Searight, Nahlik & Campbell, 1995; Taylor, 1994; Wolraich & Baumgaertel, 1997).  The most common stimulants in use are methylphenidate (Ritalin), and dextroamphetamine sulphate (Dexedrine).  Researchers have consistently found these drugs produce positive effects on behaviour, attention span and activity levels.  Side effects of stimulant medication are minor and reversible by reducing drug dosage (Weiss, 1996).  Early studies suggested long term use of stimulants stunted growth.  Subsequent findings show growth is only effected when dosage exceeds 1mg/kg (Leung, Lane, Robson, et al., 1994; Schultz, Hayford, Wolraich, et al., 1982).

Behaviour modification 

Skills training may be an inappropriate form of treatment for hyperactive children because they have particular difficulties in applying existing skills across a variety of settings (Taylor, 1994).  Operant conditioning on the other hand, provides rapid and clear reinforcement of positive behaviours and is likely to produce better results.   There is an accumulative effect when stimulants, parent training and self-control therapies are used in conjunction with one another.  However, these effects do not interact with each other (Horn, Ialongo, Pascoe, et al., 1991).

Family Support   

By the time a child is diagnosed as hyperactive it is likely that the family, teaching staff and peer group will have spent considerable time trying to manage, avoid and compensate for disruptive behaviour.  Attitudes to the child may be negative, relationships under strain.  A combination of medication, behaviour modification, parents training and support has been shown to shift attitudes.  Parents soften their management style, are less demanding, reprimanding and show more warmth towards the child, as do teachers and peers (Barkley, 1988b).
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Methods

A Child and Adolescent Psychiatry Clinic in the West Midlands serving a population of .25 million provided the data for this study.  The conditions for the study were created by the need to employ additional, less specialist staff to cope with a long waiting list.  These staff, designated therapists, had training in generic counselling, art therapy or drama therapy, and experience in working with children, but no specific child psychiatry training prior to employment in the service. .  The Child Behavior Checklist (CBCL) (Achenbach & Edelbrock, 1983) was used to determine which cases (uncomplicated behaviour or emotional disorders) might be left safely with these therapists.  This was sent by post to the parents of patients waiting to be seen. 

The returned questionnaires indicated that significantly more children might be hyperactive compared to previous clinical experience. So a second screen more specific for hyperactivity, the Conners 48-item Child Behavior Scale (Conners, 1973), was sent by post to those scoring positive for hyperactivity on the CBCL. Those scoring positive on both were seen for a full diagnostic assessment for hyperactivity, those not were disposed more generally within the service.  No change was made in the diagnostic system employed at the clinic, which remained ICD-10 (Clinical Descriptions and Diagnostic Guidelines) (Anonymous, 1992).  Prior to the introduction to the screening procedure, the clinic had professed no special interest in hyperactivity, and previously published figures suggested very few such cases were seen there (Dover, Leahy & Foreman, 1994).  The assessment for hyperactivity began with a full history, including a detailed developmental history, and examination by a doctor.  Hyperactivity had to be present or reported at both home and school from before the age of five years, and not be explainable either by anxiety or learning disability.  In addition, some degree of hyperactivity had to be observable in clinic.  If it was not, but the history was positive, the child was observed for one or more sessions of play therapy, to elicit hyperactive behaviour in a setting conducive to it.  All diagnoses were finalised at multidisciplinary team meetings after discussion with the Consultant (DMF).  This confirmed a significant proportion of the suspected cases as truly hyperactive.

It seemed that the use of the CBCL improved the detection of hyperactivity in a clinical sample. The aim of the study was to assess whether the impression was correct, or whether the increase in hyperactivity was due to other factors. 

Two random sets of case notes were selected, 100 in each group. Both were pseudo-random samples, obtained by collecting cases meeting the criteria of the study in alphabetical order from the files.  Case notes for both groups were collected from January 1993, marking the introduction of ICD-10 criteria in the clinical setting.  The CBCL was introduced in April 1995.  All subjects were under twelve years old at date of first assessment.  All subjects were the patients of the lead consultant.  Subjects who did not have a completed CBCL after April 1995 or attend the assessment appointment were excluded from the study.  Group 1 used ICD-10 criteria and no CBCL to reach diagnosis.  Group 2 used CBCL as part of the assessment process in conjunction with ICD-10 criteria.   

Measures

ICD-10 Clinical Descriptions and Diagnostic Guidelines (CDDG) was used in preference to other diagnostic nomenclature for several reasons.  Firstly, all diagnoses in the study were reached using ICD-10 (CDDG).  By introducing the CBCL as a screening measure, whilst holding diagnostic criteria constant we had noticed that detection of hyperactivity had increased.  Secondly, DSM-IV criteria for ADHD are similar to DSM III R (Biederman, Faraone, Weber, et al., 1997), which are less restrictive than ICD-10 and therefore, might be expected to identify higher rates of hyperactivity in clinic populations (cf. Taylor, 1994).  Thirdly, we used ICD-10 (CDDG) rather than ICD-10 Diagnostic Criteria for Research (DCR-10) because we wanted the study to reflect clinical practice.  These guidelines have already been shown to be appropriate to the diagnosis of hyperactivity in United Kingdom community child psychiatry settings (Yapa & Haque, 1991).

Principles of ICD-10

The descriptions and guidelines referred to in ICD-10 evolved from world-wide clinical experience in the field of mental disorders.  Agreed symptoms and comments have been categorised as an aid to treatment           
For each disorder described in ICD-10 there is a general description of key features, which are necessary for a diagnosis.  There is also a description of associated features that make the diagnosis more likely.  A section entitled ‘Diagnostic Guidelines ‘ suggests the number and balance of symptoms required before a diagnosis can confidently be made.  These guidelines afford a degree of flexibility to allow for provisional diagnosis when information is lacking.

A ‘confident‘ diagnosis is given when the requirements specified in the diagnostic guidelines have been met.  When only partially fulfilled, it is deemed useful to record a diagnosis. This may be ‘provisional‘ if more information is on its way, or ‘tentative‘ if additional information is unlikely to be forthcoming. Statements referring to symptom duration are intended as a guide rather than strict criteria.

Pearce Case Complexity Scale (PCCS)

Professor J Pearce has recently developed the Pearce Case Complexity Scale (PCCS) at Nottingham University.  It was designed to record the number of clinically relevant areas in complex cases.  These include diagnostic comorbidity, psychosocial disadvantage, legal status; previous unsuccessful treatments, number of agencies involved and overall disability.  Each category is given a number.  This is summed to produce a final score, which gives a global measure of the complexity of the case.  In a local study, two raters examined fifty-one referral letters. Inter-rater (Guttman’s split-half) reliability was .9, and a comparison of 299 General Practitioners’ referral letters with 105 letters from other sources indicated a mean of 1.9 from the General Practitioners, compared with 3.4 from other practitioners (t= -7.38, DF= 151.1, p<.001) corresponding to the brevity of General Practitioners’ letters to Child and Adolescent Psychiatry.  Thus, inter-rater reliability is good, and the scale has content validity. By using the PCCS we were able check that all cases were of similar complexity.   

The Coding Form

1. Data was collected covered a number of years, so it is possible that changes occurred as a result of altered referral patterns.  By designing a comprehensive coding form, this was screened for. Basic background information collected in relation to the child included: case number, presence or absence of CBCL, name, address and post code, date of birth, gender, date of referral and referral source.

2. A code was given for each assessing professional.  In cases where the child and family were initially assessed by a social worker, community psychiatric nurse or therapist, but later required a medical assessment, the assessor was coded as a doctor.  This applied because doctors are the only members of the team trained to diagnose psychiatric illness using ICD-10 criteria, which is vital to arrive at an F code.                     

3. The number of caretakers and siblings at home, was also coded for.  Biological, step, adopted and fostered siblings were included in this category.  The number of siblings recorded depended on whom the child was living with at time of assessment.  Therefore, a fostered child with no other children living in the foster home would be coded as having no siblings even if he/she had three biological siblings at another address.

4. The child’s legal status was recorded.  If the case notes stated that a child had been on the Child Protection Register at any time this was recorded positively, even if the child was de reregistered at time of assessment. 

5. Educational status included; normal schooling or not mentioned, additional classroom help, formal assessment, special school, home tuition and other.  Statementing is a five-stage process that ranges from additional classroom help at stage one, to statementing at stage five.  For the purpose of analysis we collapsed these to two categories: normal schooling and additional provision.

6. Diagnostic class was reached by scoring the T score on those cases that had been screened by a CBCL.  A cut-off of 75 was used, to ensure conservative criteria for caseness.  An internal and external T score under 75 equalled no disorder.  An internal T score under 75 and an external T score over 75 equalled behaviour disorder.  An internal T score over 75 and an external T score under 75 equalled emotional disorder.  An internal T score over 75 and an external T score over 75 equalled mixed disorder.  An ICD-10 diagnosis would override a CBCL classification if incompatible.  Cases that had not been screened using a CBCL had F code diagnosis.  The category marked other disorder referred to ICD-10 disorders that did not fall into the above categories e.g.: autism, enuresis and encopresis.       

7. Trained doctors were the only professionals qualified to diagnose using ICD-10 criteria to formulate F code diagnoses.  Before a diagnoses was confirmed it was necessary for junior doctors to check their findings with the Consultant Psychiatrist at his weekly ward round.

8. Learning disability ranged from specific to global.  However, no child with greater than mild disability was seen by the service.

9. Salient psychosocial diagnosis was coded from the case-notes using the criteria of the Multiaxial Classification of Child and Adolescent Psychiatric Disorders (Anonymous, 1996) axis five.  This allowed a rational categorical coding of the complex difficulties recorded.  Unfortunately, retrospective case note data proved incompatible in parts with axis five.  In many cases, there was a lack of clarity as to how psychosocial diagnosis was reached.  Despite this, recorded psychosocial data was used, as there was no means of checking how the practitioner taking the history had reached his/her conclusions.

Modifications to axis five 

It was necessary to make the following modifications: 

Interfamilial discord among adults refers to the child’s parents or other adult members of the child’s household.  This section was modified to include, discord between parents and grandparents, as reported in several of our case notes 

2.0 Parental mental disorder/deviance.  This category refers to current parental mental illness.  It was necessary to modify this category to include a past history of parental mental illness. Diagnostic guidelines recommend deviance/alcoholism to be coded only if adult social functioning is adversely affected.  As case note material did not contain the level of detail required, we modified this category to include a past or current history of deviance/alcoholism.  Only one score under this category was given per case.              

4.0 Parental over protection was modified to caretaker overprotection.  Non-biological parents reared several of the children in our study.

6.4 This code was only given if sexual abuse had been officially substantiated.

8.0 In addition we coded neighbourhood bullying under this category.

All codes marked ‘other’, code 00 and section 9 codes were not used due to a lack of case note detail. 

Global psychosocial disability was reached using axis six of the multiaxial ICD-10 system (Anonymous, 1996).

Negative school report were coded as follows; those containing critical comments about the nature of the child where coded Yes=1.  School reports containing no critical comments about the nature of the child were coded No=2.  While school reports containing critical and positive comments about the child where coded mixed=3.

Pearce Case Complexity Scale (PCCS)-Modifications

Legal Issues

In cases where criminal and civil involvement where recorded, a score of 2 was given.

Disability

All cases scored positively for disability in mental activity in this section. This information was not explicitly written in the case notes: we concluded that mental activity was affected adversely as mental problems were described explicitly in all referral letters as part of the reason for referral.  

Connors Status

A simple four-point scale was used: Connors, negative Connors, false positive and true positive for hyperactivity.  The assessment system for hyperactivity did not allow the detection of false negatives. 
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Analysis

The data was initially inspected for missing data.  Variables with more than 5% missing data included number of siblings (9.5%), legal status (6.5%), diagnostic class (8.5%), the PCCS item comorbidity (13.9%), the other PCCS items (all 10.4%), F-code diagnosis (23.9%), psychosocial diagnosis (8.5%), school report (48.8%), age and disability estimate (both 8%).  Variables whose missing data did not split evenly between the two groups are given in the following table.

Table 1: Unevenly Split Missing Data

Variable
% Missing Data
Chisquare
DF
p-value


Without CBCL
With CBCL




Diagnostic Class
15.4%
0%
33.63
5
<.001

PCCS Comorbidity
4.8%
22.9%
15.86
3
.001

Other PCCS Variables
3.8%
16.7%
11.99
3
.007

F-code Diagnosis
16.3%
31.3%
66.39
34
.001

Data imputation was undertaken for the PCCS data, which represented ordered categories summing to a continuous total.  For each individual item, the median category for each group was imputed as appropriate.  For the PCCS total, a random normal variable with mean and standard deviation equal to that for each group replaced the missing values.  Missing diagnostic categories were not imputed, as no within-group CBCL data was available to impute them, and within-group F-code diagnostic information was not equivalent to CBCL data (see below).  Missing F-code diagnoses were also not imputed, as a proportion of these represented “simpler” cases given to the therapists, and so would not have a similar distribution to the main sample.  For 2X2 unordered categories Fisher’s Exact Test was used, as this gave exact p-values. For RXC unordered categories, the Likelihood Ratio Chi-square Statistic (G2) was used, to ensure consistency with a uniform Chi-square test, while avoiding problems of small expected values in some tables.  For ordered categories, the linear-by-linear association test was used, to maximise sensitivity.  For tables with more than two dimensions, hierarchical log-linear analysis was used, to clarify the effects of higher-order interactions.  For continuous variables, the F-statistic was used, as it easily generalises to multiple groups, and is robust to modest departures from normality. Statistical software used included SPSS for Windows (7.5.1), supplemented by StatXact-3 for Windows for exact tests.

Chapter 5

Findings

General Characteristics of Sample.

Data from 201 case notes was used in the study.  Group 1 included cases were no CBCL was used (n =105).  Group 2 included cases that were screened by the CBCL (n=96).

Age & Sex.

The mean age of the sample was 8.06 (s.d. 2.27) years.  There were more males (143, 71.1%) than females (58, 28.9%) in the total sample.  This is consistent with the sex ratio of child psychiatric disorder in this age-range (Costello, Angold, Burns, et al., 1996). However, there was little disparity between males and females in group 1 and group 2.

Referral Source.

Table 2: Referral Source

Source
Count 
%

GP
120
60.6

Social Worker
13
6.6

Clinical Medical Officer
28
14.1

Paediatrician
22
11.1

Educational Welfare Officer
3
1.5

Other
12
6.1

Total
198
100

As the table shows, more than sixty percent of referrals were from GPs.  This is typical of referral patterns to secondary referral clinics such as this, and indeed is similar to a previous publication from this clinic itself (Dover et al 1993).  In group 1 and group 2 over half the referrals came from GPs (60.6%).  Followed by the Community Medical Officer’s (14.1%) and Paediatrician’s (11.1%).  Social Worker referrals accounted for only (6.6%) of the total sample.  Referral source was similar in group 1 and group 2.

Assessor 

Table 3: Assessor

Assessor
Count  
%

Dr
144 
73.8

SW
9 
4.6

CPN
13 
6.7

Other
29 
14.9

Total
195 
100

Doctors were involved in the assessment of the majority of the cases in the study, consistent with the service’s diagnostically led assessment philosophy.  However, in more than a quarter of cases a diagnosis was either obtainable without direct medical assessment, or a case was treated without a diagnosis being finalised.  Since the introduction of the CBCL the number of assessments carried out by doctors decreased.  At the same time there was a noticeable increase in number of assessments carried out by group known as ‘other’.  This group consisted of therapists who were not as highly trained as other members of the team.  They had been employed to help reduce the waiting list by assessing and treating the least complex cases.    

Only (9%) of cases were assessed by a Social Worker in group 1 and no cases in group 2.  This was because there was only one Social Worker attached to the team and she went on long term sick leave during the time period studied.

Caretakers

Table 4: Caretakers

Caretaker
Count
%

Both parents
62
32.5

Mother only
37
19.4

Mother & Other
56
29.3

Father
6
3.1

Father & Other
6
3.1

Adopted
7
3.7

Fostered
14
7.3

Grandparents
2
1

Other
1
.5

Total
191
100

Less than a third of the children in the study lived with their biological parents (32.5%).  There was also a large group of children who lived with mother and other (19.4%).  These findings are consistent with the high level of family disruption associated with child psychiatric disturbance (Amato & Keith, 1991), which makes this population of particular concern to Social Workers. 

Legal Status

Table 5: Legal Status

Legal Status
Number
%

Assumed informal
171
91.0

Accommodated
1
.5

Supervision Order
1
.5

Care Order
12
6.4

Matrimonial Order
1
.5

Other Order
2
1.1

Total
188
100

Only 8.5% of the total sample were subject to a legal order.  Children in care are known to have higher rates of psycho pathology than clinic populations (Wolkind & Rushton, 1994).  Despite this, only one case was recorded in the accommodated category.  This may reflect under use of Child Psychiatric Service by Social Services.

Child Protection Registration

Table 6: Child Protection Registration

Child Protection Registration
Number
%

No
179
89.1

Yes
22
10.9

Total
201
100

10.9% of the subjects in the study were either on, or had a history of being on The Child Protection Register. 

Education

Table 7: Education

Education
Number
%

Assumed normal
135
66.9

Classroom help
46
23.8

Special school
10
5.2

Other
2
1.0

Total
193
100

Nearly a quarter of the children in the study was in receipt of additional classroom help.  This ranged from stage 1 through to a full statement of need and could be for specific learning problems and/or behavioural difficulties.

Diagnostic Class

Table 8: Diagnostic Class

Diagnostic Class
Number
%

No Disorder
16
8.7

Behaviour
77
41.8

Emotional
44
23.9

Mixed
30
16.3

Other
17
9.2

Total
184
100

Just under half of the children referred to the clinic have a behavioural disorder. A previous study carried out at the clinic also found a similar number of referrals received behavioural diagnosis (Dover, Leahy & Foreman, 1994).  This suggests that the clinic population has remained consistent over time.

ICD-10 Diagnosis

Table 9: ICD-10 Diagnosis

Diagnosis
F Code
Number
%

No psychiatric disorder
XX
12
7.8

Depressive episode
32.x
5
3.5

Recurrent depressive disorder
33.x
1
.7

Persistent mood (affective) disorder
34.x
1
.7

Other anxiety disorders
41.x
1
.7

Obsessive compulsive disorder
42.x
2
1.4

Reaction to severe stress, and adjustment disorders 
43.x
23
16.3

Dissociative (conversion) disorders
44.x
1
.7

Nonorganic sleep disorder
51.x
3
2.1

Mild mental retardation
70.x
1
.7

Specific development disorder of motor function
82.x
1
.7

Childhood autism
84.x
4
2.8

Hyperkinetic disorders
90.x
36
25.5

Conduct disorders
91.x
35
24.8

Mixed disorder of conduct and emotion 
92.x
15
10.6

Emotional disorders  with onset specific to childhood
93.x
10
7.1

Disorders of social functioning with onset specific to childhood and adolescence 
94.x
5
3.5

Tic disorders
95.x
1
.7

Other behavioural and emotional disorders with onset usually occurring in childhood and adolescence
98.x
35
24.8

Total No of Cases

141


When reading this table it is important to remember that each case may have more than one diagnosis.  Furthermore, 60 cases had no ICD-10 diagnosis made (see methods section).  This will have the effect of inflating the percentages for each diagnosis.  None the less, a higher proportion of cases has been diagnosed as hyperactive than has been typical for a United Kingdom sample (Taylor & Sandberg, 1984).     

Psychosocial Categories

Table 10: Psychosocial Categories

Psychosocial categories
Code
Number
%

Lack of warmth in parent-child relationships
1.0
6
3.4

Intrafamilial discord among adults
1.1
38
21.8

Hostility towards or scapegoating of the child
1.2
17
9.8

Physical child abuse
1.3
19
10.9

Sexual abuse (within the family)
1.4
7
4.0

Parental mental disorder/deviance
2.0
94
54.0

Parental handicap/disability 
2.1
16
9.2

Disability in sibling
2.2
5
2.9

Parental overprotection
4.0
3
1.7

Inadequate parental supervision/control
4.1
8
4.6

Experiential privation
4.2
1
.6

Institutional upbringing
5.0
2
1.1

Anomalous parenting situation
5.1
110
63.2

Living conditions that create a potentially hazardous psychosocial situation
5.3
2
1.1

Loss of love relationship
6.0
133
76.4

Removal from home carrying significant contextual threat
6.1
33
19.0

Negatively altered patterns of family relationships
6.2
7
4.0

Events resulting in loss of self esteem
6.3
3
1.7

Sexual abuse (extrafamilial)
6.4
2
1.1

Personal frightening experience
6.5
14
8.0

Persecution or adverse discrimination
7.0
1
.6

Discordant relationships with peers
8.0
27
15.5

Scapegoating of child by teachers  or work supervisors
8.1
2
1.1

Other
8.8
1
.6

Institutional upbringing
9.0
1
.6

Total Cases

174
100

The Axis Five Associated Abnormal Psychosocial Situations (World Health Organisation 1996) had many limitations and its inclusion/exclusion criteria were difficult to use with case note data.  One of the most misleading psychosocial diagnoses was the 2.0 parental mental disorder/deviance category.  As parental mental health problems, alcohol misuse and criminal involvement are collapsed into one category an underestimate of social disadvantage is likely to occur and distort the findings.  This study recorded parental mental disorder/deviance in 54.0% of the total sample.

The level of detail recorded by assessors was unlikely to cover every category mentioned in Axis Five.  Additionally, information was only coded if the case notes made precise psychosocial statements in keeping with those recorded in Axis Five, inferences were not made.    

It was not always possible to acquire a full psychosocial history of the children who were adopted or in long term foster care as this information was often unavailable in the case notes.  This group is known to suffer more psychosocial adversity than other children attending Child Psychiatric Services (Wolkind & Rushton, 1994).  Therefore, the psychosocial findings relating to this group, may be an underestimate of the extent of adversity suffered. 

Over three-quarters of the children in the study had suffered loss of a love relationship (76.4).  This loss could be through death or departure from home of a person whom was emotionally close to the child.  Most of the children in this category had lost a parent through divorce and were being brought up in an anomalous parenting situation (63.2).

Despite these limitations the above table suggests the level of social adversity in the sample studied is higher than is currently thought in this group.

Learning Disability

Table 11: Learning Disability

Learning Disability
Number 
%

Absent
158
78.6

Present
43
21.4

Total
201
100

This table shows that 21.4% of the children referred to the clinic had a learning difficulty.  However sixteen of these (thirty-nine percent) had no additional educational provision in the school setting.

School Report

Table 12: Tone of School Report

School Report
Number
%

Negative
66
64.1

Positive
37
35.9

Total
103
100

School reports are requested in the majority of cases referred to the clinic.  Despite this only 103 cases had a school report on file and 64% of these were negative in content and tone.

Disability Estimate

Table 13: Level of Disability

Disability estimate
Number
%

Moderate social functioning
2
1.1

Disability
Number
%

Slight social disability
2
1.1

Moderate social disability
40
21.6

Serious social disability
68
36.8

Serious and pervasive disability
39
21.1

Unable to function in most areas
24
13.0

Gross and pervasive disability
9
4.9

Profound and pervasive social disability
1
.5

Total
185
100

A global estimate of serious social disability was found in 36.8% of cases in the study.  To qualify for this category the child’s estimated level of disability would have to fulfil the criteria as specified in Axis Six::

‘Serious disability in at least one or two domains (such as marked lack of friends, or inability to cope with new social situations, or an inability to attend school).’  (World Health Organization 1996).     

Pearce Case Complexity Scale (PCCS) Categories

Comorbidity

Table 14: Comorbidity (PCCS)

Comorbidity
Number
%

None
139
80.3

Dual
25
14.5

Multiple
9
5.2

Total
173
100

Approximately 20% of cases were comorbid for at least one other psychiatric disorder.  This finding is consistent with the literature (Alarcon, 1995; Biederman, Faraone, Mick, et al., 1996).

Psychosocial

Table 15: Psychosocial Complexity

Psychosocial
Number
%

None
11
6.1

One
28
15.6

Two or more
141
78.3

Total
180
100

Over three-quarters of the cases seen had two or more specific indicators of psychosocial adversity.

Legal

Table 16: Legal Involvement

Legal
Number
%

None
93
51.7

Civil
66
36.7

Criminal/MHA
21
11.7

Total
180
100

Just under half of the children and their families had a history of legal involvement. Civil involvement accounted for 36.7% and was predominantly divorce.  This variable is coded differently to Legal Status on the coding form.

Other Agencies

Table 17: Other Agencies’ Involvement

Other Agencies
Number
%

None
52
28.9

One Additional
54
30.0

Two or more
74
41.1

Total
180
100

In the majority of the cases Child and Adolescent Psychiatry were attempting co work with agencies other than the GP.

Unsuccessful Treatment

Table 18: Unsuccessful Treatments

Unsuccessful treatment
Number
%

No failure
143
79.4

Failed once
35
19.4

Multiple failures
2
1.1

Total
180
100

In 19.4% of cases previous treatment had failed and in 1.1% of cases multiple treatments had failed.  Previous treatments were undertaken by other agencies and from a variety of professionals.

Disability

All children in the study scored three or more on the PCCS disability item.  This was because referral to the clinic  implied difficulties in at least three areas (maturation, relationships, and mental activity).

Significant differences between the non- CBCL group and the CBCL group. 

There was little disparity between the non- CBCL group and the CBCL group in the majority of areas tested.   Significant differences occurred in the following: 

Assessor

Table 19: Differences in Assessor between CBCL and non-CBCL groups

Assessor
No CBCL
%
CBCL
%

Dr
82
82.0
62
65.3

SW
9
9.0
0
0

CPN
8
8.0
5
5.3

Other
1
1.0
28
29.5

Total
100
100
95
100

Chi-Square Test (Likelihood Ratio) 47.34, DF 3, p<.001.  

This table shows that the skill mix changed following the introduction of the CBCL.  The Social Worker went on long term sick leave and a group of therapists joined the service.  Therapist qualifications included: generic counselling, art therapy and drama therapy. 

Diagnostic Class 

Table 20: Differences in Diagnostic Class between CBCL and non-CBCL groups

Diagnostic class
No CBCL
%
CBCL
%

No Disorder
4
4.5
12
12.5

Behaviour
33
37.5
44
45.8

Emotional
28
31.8
16
16.7

Mixed
12
13.6
18
18.8

Other
11
12.5
6
6.3

Total
88
100.0
96
100.0

Chi- Square (Likelihood Ratio) 11.43 df 4, p=.022.

This table suggests a bias in diagnostic class between the two groups.  The bulk of the missing F-code diagnoses came from the therapists, who were not required to assess cases to the same level as the other assessing professionals in the team.  These therapists were not included in the team until the CBCL had been introduced.  Thus, the difference between the two groups could simply reflect the fact that in the CBCL group, more of the diagnostic groups were derived from the CBCL itself, and not from F-code diagnoses.  To test this, further cross-tabulation was undertaken, filtering out all cases without an F-code diagnosis.  This was non-significant (chi-square (likelihood ratio) 5.43, df 4, N.S.). Therefore, diagnostic class derived from ICD-10 criteria remained stable before and after the introduction of the CBCL.

Next, a three-way crosstabulation of diagnostic class, by assessor, by CBCL status was performed.  This confirmed an association between diagnostic class and assessor in the CBCL group (chi-square (likelihood ratio) 15.43, DF 8, p=.05) , but not in the group without CBCL (chi-square (likelihood ratio) 4.43, DF 8, N.S). This supported the view that the difference in diagnostic classes between the CBCL and non-CBCL groups came from the employment of the therapists, whose cases did not provided sufficient information for an ICD-10 diagnosis.

Presence of Hyperactivity

Table 21: Presence of Hyperactivity


No CBCL
%
CBCL
%

Hyperactivity
9
8.6
24
25.0

Fisher Exact Test: p=.002.

This suggests that the rate of detection of hyperactivity has tripled since the introduction of the CBCL/Conners screen.  However, further analysis is needed before conclusions can be drawn from this result.

A hierarchical log-linear analysis of the four variables CBCL status, diagnostic type, hyperactivity, and diagnostic assessor was performed, to determine whether the CBCL association with diagnostic class or assessor type was independent of the increase in hyperactivity detected.  This eliminated all three- and four-way interactions, with a good fit (Likelihood Ratio Chisquare 12.5, DF 55, p-value asymptotic to 1; maximum difference between observed and fitted marginal totals .08).  This demonstrates that assessor and diagnostic type were independent of hyperactivity detection.  These findings suggest that the increase in detection of hyperactivity following introduction of the CBCL/Conners screen cannot be explained in terms of either changes in diagnostic type or assessor.

Next, the hyperactive diagnoses themselves required validation, because these changes may have been due to clinician bias.  In six of the hyperactivity cases, there was insufficient data to allow conclusive cross-validation of the cases; the commonest reason being school data being reported at second-hand, rather than directly copied into the notes.  Of the remaining twenty-seven cases, The two Consultant Child and Adolescent Psychiatrists (DMF and MP) disagreed on only three.  This disagreement represented 9.1% of the total sample, or 11.1% of the sample with sufficient information to allow cross-validation.  This is equivalent to the international reliability studies of ICD-10 (Sartorius, Ustun, Korten, et al., 1995).

To estimate the improvement in detection from screening, cases assessed before, but diagnosed hyperactive after the introduction of the CBCL/Conners screen had to be excluded, as they represented a source of conservative bias.  The resultant cross-tabulation is shown below.

Presence of Hyperactivity (Cases assessed before, but diagnosed hyperactive after introduction of screen removed)
Table 22: Differences in rates of hyperactive diagnoses


No CBCL
%
CBCL
%

Hyperactivity
2
2.1
24
25.0

The use of the CBCL/Conners screen has thus produced a dramatic increase (odds ratio 15.83, exact 95% confidence interval 3.69-141) in the ability of the service to detect hyperactivity, without any change in diagnostic criteria.

Forty-eight cases (24.1%) had CBCL scores suggestive of hyperactivity.  Of these forty-eight, only two (4.2%) had a Conners score below the cut-off for hyperactivity.  Twenty-nine (60.4%) had a positive Conners score confirmed on clinic assessment The remaining seventeen (35.4%) were Conners “false positives.”  The diagnostic profile of this latter group is given below.

Table 23: False positives

Diagnostic Type
Frequency
Percent

No Disorder
2
11.8

Behaviour Disorder
6
35.3

Emotional Disorder
2
11.8

Mixed
6
35.3

Other
1
5.9

Total
17
100

The hyperactive cases were compared with the sample as a whole, with other behaviour and mixed disorders, and with false positive cases.  Variables distinguishing the groups are given below.

Hyperactive Children Vs the Whole Sample:  Significant Differences.

Table 24: Factors distinguishing hyperactive children from the total sample

Variable
Values
Test Statistic
DF
p-value


Hyperactivity
Whole Sample




Male Sex
90.9%
67.3%
Fisher Exact
1
.006

Needing Educational Support
58.1%
24.7%
L.R. Chisquare 15.1
3
.002

Critical School Reports
90.5%
57.3%
Fisher Exact
1
.003

ICD-10 disability
4.27 (s.d. .84)
3.17 (s.d. 1.2)
F=25.08
1,183
<.001

Age
6.88 (s.d. 2.01)
8.28 (s.d. 2.2)
F=10.05
1,183
.002

ICD-10 Axis 5 Code 6.1
37%
15.6%
Chisquare 5.52
1
.028

There were more males in the hyperactive group compared to the rest of the study. This is keeping with the findings of other studies (Coffey, 1997).  

Hyperactive children received more educational support than non-hyperactive children did.  This suggests that schools are identifying and responding to difficulties in the educational setting.  However, this variable did not distinguish between behavioural and learning difficulties.  Also, it was unclear whether this provision was specific for hyperactivity.  The sufficiency of input was also not assessed.  Hyperactive children were in receipt of more (emotionally) negative school reports than non-hyperactives.  From a Social Work perspective this is particularly important, because these findings suggest that hyperactive children be subject to adverse discrimination, before a diagnosis of hyperactivity is even given.  

 Children in the hyperactive group were found to be more socially disabled than other children.  They scored, on average, greater than 4 “Serious Social Disability”, which means 

Serious disability in at least one or two domains (such as marked lack of friends, or inability to cope with new social situations, or inability to attend school.) \ICD-10.

Compared to non-hyperactive children, who had, on average, 3 “moderate social disability”

Moderate disability in at least one or two domains.

The hyperactive group presented to the service younger than the non-hyperactive group.  This may reflect the lack of tolerance with difficult behaviours associated with hyperactivity.  Conversely, it may be that hyperactivity is less easy to detect in older children (Fergusson, 1998).

“Removal from home carrying significant contextual threat” (ICD-10 Axis 5 code 6.1), was found to be significantly more frequent in the hyperactive group. BM reviewed all thirty-three cases with this class of psychosocial diagnosis.  There was agreement in 31 of the 33 cases (94%), indicating good reliability.  It is known that institutional care and removal from home carries significant psychological risk for children; as there is an interruption in their attachments, lack of continuous care, and lack of understanding on the child’s part (Wolkind & Rushton, 1994).

Hyperactive Children Vs Other Children with Behavioural Difficulties (Conduct and Mixed Disorders)

Table 25: Factors distinguishing hyperactive children from other behavioural disorders

Variable
Values
Test Statistic
DF
p-value


Hyperactivity
Behavioural & Mixed Disorders




Needing Educational Support
58.1%
27.8%
LR Chisquare 10.7
3
.016

Critical School Reports
90.5%
66.7%
Fisher Exact
1
.043

Age
6.88 (s.d. 2.01)
8.34 (s.d. 2.18)
F=10.1
1,95
.002

Disability
4.27 (s.d. .84)
3.27 (s.d. 1.05)
F=23.08
1,101
<.001

This table shows the distinction between the hyperactive children and behavioural and mixed disordered children. This demonstrates that the hyperactive group are not merely worse behaved than the whole sample, but had specific problems that marked them out from other behaviour disordered children, particularly in terms of education, which may also account for the higher level of disability. There is no significant finding, in relation to gender.  This is in keeping with other research that shows males out number females in behavioural and mixed disorders as well as hyperactivity (Offord, Boyle & Racine, 1987). Removal from home (ICD-10 cod 6.1) did not distinguish these two groups, despite the total sample size of 74 being slightly greater than the size (70) needed to detect the previously observed difference in proportions at 90% power.  However, this might reflect the influence of undiagnosed hyperactive cases in the non-CBCL group acting as a source of conservative error.  A further hierarchical log-linear analysis of the whole sample was therefore performed, the variables including the presence of code 6.1, hyperactivity, and diagnostic type.  This confirmed two interactions: hyperactivity by diagnostic type (LR Chisquare for change 67.9, df 4, p<.001) and hyperactivity by code 6.1 (LR Chisquare for change 4.16, df 1, p=.041) with a good model fit (LR Chisquare 2.89, df 8, p=.94; maximum difference between observed and fitted marginal totals <.001).  Therefore, hyperactivity has a specific association with removal from home with a threatening context.

Hyperactivity Vs False Positive Cases

Table 26: Factors distinguishing hyperactive children from false positive cases

VARIABLE
Values
Test Statistic
DF
p-value


Hyperactivity
False positive cases




Male Sex
89.7%
58.8%
Fisher Exact
1
.025

No. Siblings
1.23 (s.d. .82)
2 (s.d. 1.13)
F=6.3
1,39
.016

ICD-10 Disability
4.24 (s.d. .83)
3.13 (s.d. 1.15)
F=14.14
1,43
.001

There were more males in the hyperactive group, than the false positive group.  The likely explanation for this is that females out number males in emotional disorders (Fergusson, Horwood & Lynskey, 1993).  Anxiety states, for example, present with restless, inattentive behaviour, as does hyperactivity and the scales are sensitive to these symptoms irrespective to the overall diagnosis that relate to them.  


Chapter 6

Discussion

Methodological Limitations

Only one consultant had clinical responsibility for the diagnoses made in this study, thus reflecting only one consultant’s diagnostic practice.  However, the other consultants within the service were not using the CBCL/Conners as a screen.  Therefore, differences in diagnostic practice between the consultants would have been confounded with the effects of the screen.  Prior to the introduction to the CBCL, the rate of diagnosis of hyperactivity was similar to rates reported from other clinics across the country (Taylor & Sandberg, 1984).  Furthermore, the general pattern of diagnosis was similar to previous publications from this service, which are accepted as being typical nationally (Dover, Leahy & Foreman, 1994).  No other aspect of the service changed significantly since the introduction of the CBCL/Conners screen. Therefore, there is no reason to think that other localised idiosyncrasies in the service are responsible for the increase in the rate of diagnosis of hyperactivity. Additionally, the other Consultant (MP) externally validated all cases of hyperactivity, using ICD-10 CDDG guidelines.  The high rate of agreement found suggests that DMF was not using idiosyncratic criteria.

The method of interrater agreement used between DMF and MP, and DF and BM did not allow the use of the Kappa statistic, and so did not take into account chance agreement. However, aside from resource issues, there were two reasons not to choose Kappa here.  First, Kappa measures non-chance agreement between observers across all categories.  Only reliability of the hyperactivity diagnosis is of interest, and Kappa might have been inflated or depressed by variations in agreement between other diagnostic categories.  Secondly, even in the two-category situation of “Hyperactivity Vs Other” a proportion of cases in the “Other” group might be re-identified as “Hyperactive”, if the screen was still insufficiently sensitive.  Then, a reduction in the Kappa statistic, suggesting lack of agreement, could not be interpreted as indicating that the increase reflected idiosyncratic diagnostic procedures, which was the purpose of using external validation.  As an alternative, care was taken to ensure that all cases were assessed on the basis of explicit information that fulfilled the ICD-10 guidelines.  This removal of inference reduced the possibility of agreement by chance to a minimum.

Only two, out of a hundred pre CBCL cases met ICD-10 criteria for hyperactivity.  It is impossible to measure subtle differences in the cases diagnosed as hyperactive before the introduction of the CBCL compared to those diagnosed after it was introduced.  However, as both groups of hyperactive cases had been diagnosed using ICD-10 criteria, one can assume that these differences would not be sufficient to explain the difference in diagnostic rate.

The need to detect statistically significant differences in the rate of hyperactivity between cases using, and not using, the CBCL/Conners screen determined the sample size.  As this difference was large, other smaller differences between the two groups on other variables could have been missed. Though this could have occurred, it is unlikely to have influenced the difference in the rate of diagnosis of hyperactivity, precisely because these other undetected differences are of insufficient magnitude.

The use of Axis V in the measurement of psychosocial difficulties proved to be troublesome.  Modifications were necessary, as discussed in the Methods section above.  Despite this, problems remained.  Category 6.0 (loss of a love relationship) could only be scored once, and yet both multiple (e.g., removal to foster-care with loss of the biological family) and repeated (e.g., intermittently absent fathers) losses were common.  It could not be scored if the father left before the child was born, despite the clear implications it had for the child’s life.  Category 2.0 (parental mental disorder/deviance) conflated parental mental health, substance misuse and criminal involvement.  It did not allow distinction of multiple caretakers with problems, or comorbidity within caretakers.  Category 8.1 (scapegoating by teachers or supervisors) was difficult to code based on school reports applying its inclusion or exclusion criteria to case-note data.  We therefore created our own, simplified category of “negative school report” (coding categories yes/no) based on critical comments relating to the child’s personality as opposed to the child’s academic performance.  The two cases that were coded under 8.1 had information in addition to a negative school report, which allowed categorisation to be made. None of these modifications were necessary for section 6.1 (removal from home carrying significant risk), the only category that distinguished the hyperactive cases from the others.  BM also reviewed this category, with good agreement.  Therefore, it seems unlikely that this difference was due to measurement error.

Because the Pearce Case Complexity scale based its “Psychosocial” item on ICD-10 scores, the difficulties just described affected it also. Another difficult category was the “disability” item, whose threshold seemed to be too low for this sample.  Therefore there was a reduction in the scale’s range, rendering it less sensitive.  The absence of positive findings on the scale might have resulted from this.  However, as we used two hundred cases in the study, this is unlikely.

Hyperactive cases were found to be significantly more disabled than non-hyperactive cases.  This could reflect observer bias as DF was aware of the literature supporting this in hyperactive children.  Nevertheless, negative school reports were found to be a significant factor in relation to hyperactive children.  These school reports were obtained before a diagnosis was made, as part of the assessment process, and so could not have been biased by the diagnosis.  School performance is part of the ICD-10 disability assessment, and so it is unlikely that observer bias would account for the whole of the difference found.

Interpretation of Results

The mean age of the children was lower than previous samples reported from this service (Dover, Leahy & Foreman, 1994). This is because the policy of the service had changed, to that DMF was seeing mostly children up to eleven years of age.  The sex ratio, between two and three males for every female, continues to stress the differential vulnerability of young boys to psychiatric disorder warranting referral.  

GPs referred more than sixty percent of cases.  However, referrals where often precipitated by Social Workers or Educational Welfare Officers suggesting that caretakers take their children to their GP for referral.  Though a very strong impression, the data did not allow this to be quantified.  Thus, the reported Social Work and Educational Welfare Officer rates of referral are probably underestimates.

In nearly three-quarters of cases, doctors were involved in the assessment process. This supports the value of having a medical input as part of a multidisciplinary assessment. 

The largest group of children in the study (48.7%) was living with their mothers, without their biological fathers.  Therefore, the conventional nuclear family was not the norm in children attending these Child and Adolescent Psychiatry Services.

Only nine percent of children referred to the clinic were involved in child-centred legal proceedings.  This contrasts with the known psychiatric morbidity of children in this group (Amato & Keith, 1991).  However, a slightly higher total (11%) was on the child protection register.

Despite the bulk of psychiatric diagnoses being for categories that included a risk of impaired school performance, more than two thirds of children were receiving no additional help in school, as were more than one third of children with learning disability identified at the clinic.

Less than eight percent of referred cases did not have a psychiatric disorder, supporting the appropriateness of a diagnostically based model within the clinic.  The interpretation of the hyperactivity diagnosis will be discussed below.  Otherwise, conduct disorders and non-specific behavioural and emotional disorders were most common, followed by adjustment disorders. The “non-specific” diagnoses were mostly enuresis and encopresis, usually comorbid with another disorder.

Category 2.0 (parental mental disorder/deviance) was found in 54% of cases.  After family breakdown, this was the second most important psychosocial issue in the sample.  This is not comparable with Dover et al (1994) as they looked solely at maternal mental health.

The child psychiatry service used in this study was not commissioned to see children with learning disability.  However, twenty-one percent of cases had either a specific or generalised learning disability, despite separate provision made locally for children with such problems.

Negative school reports were identified in sixty-four percent of cases.  This is unsurprising, given the high rates of behavioural difficulties in the sample, and the association between this variable and behavioural problems.

In over seventy-six percent of cases referred to the clinic, there was serious social disability, (see Method for definition) or worse.  This confirms the clinical significance of the psychiatric disorders seen.

The results of the individual PCCS categories (except disability) support its validity on this sample, because the literature supports the findings in each category.

The Conners and the CBCL agreed in nearly ninety-six percent of cases.  Despite this, only sixty percent of cases were confirmed as being hyperactive, suggesting that neither questionnaire is specific for ICD-10 hyperactivity.

Any diagnostic class could be misidentified as being hyperactive, though other behaviour or mixed disorders were more likely to be so.  Girls were more likely to be false positive cases than boys were, and they were less disabled than truly hyperactive cases.  The other significant finding, number of siblings, probably reflects the tendency for hyperactive cases to be younger.

The CBCL and non-CBCL groups had similar overall case mixes, once the effect of staff differences between the two groups’ assessors was allowed for. The change in assessment personnel also cannot account for the difference in observed rates of hyperactivity between the two groups.  Because the overall case-mix between these two groups is similar, it is hard to argue that the increase in diagnosed cases of hyperactivity reflected a sudden influx of new cases.  Therefore, it seems likely that the non-CBCL group had an artificially low rate of diagnosed hyperactivity, representing under-detection.  However, this rate is similar to typical UK figures, and the magnitude of the difference is similar to that noted by Prendergast et al, when considering the improvement in British doctor’s detection (Prendergast, Taylor, Rapoport, et al., 1988).

Therefore, the most important finding from this study is that U.K. clinicians may be missing more than fourteen in every fifteen cases of hyperactivity in the absence of screening.

In keeping with the literature, hyperactive cases were more likely to be male, more likely to need educational support, presented younger, and had more disability that other psychiatric disorders. This study also identified increased negative comments from teachers, and an increased likelihood of having been removed from home, compared with the sample as a whole.  Even when compared with other disorders with a significant behavioural component, their increased disability, impaired academic and social school performance, and their younger age at presentation were still apparent. Thus, the hyperactive children are among the most disadvantaged and disabled children seen in the service.

Implications of Results

It is now accepted in theory that psychiatric diagnosis should be operationalised i.e., that both the methods of collection of psychiatric data, and the classification of the data collected, should be performed according to explicit rules (Hempel, 1961).  In practice, neither of the current diagnostic systems in use recommends specific data-collection methods, concentrating instead on careful description and the establishment of clear inclusion and exclusion criteria for each diagnostic category.  To date, it has been believed that the source of disagreement between different classification systems has largely been to do with the differing classification rules each has used.  This is particularly true in hyperactivity, where the literature seeks to show that the differences in rate between the DSM and ICD categorisations of hyperactivity reflect the different criteria each uses (e.g., Prendergast, Taylor, Rapoport, et al., 1988).  The implicit assumption in the progressive harmonisation of criteria between successive versions of the two systems has been that increasing agreement in criteria will lead to increasing agreement regarding rates.  This study challenges that assumption. By using the CBCL and Connors screening instruments the diagnostician is forced to exclude hyperactive symptomatology before moving on to another diagnostic category. Therefore the fifteen-fold increase in hyperactive diagnosis was due to a change in the assessment process, rather than changing diagnostic criteria.  This finding highlights the importance of increased standardisation in conventional history taking in clinical practice, and the advantage of supplementing this approach with questionnaire assessments.  These issues will have to be specifically addressed in diagnostic manuals if current controversies are to be resolved.

Unfortunately, the two screening instruments, even when used together, had only sixty percent specificity.  The study design did not allow an estimate of sensitivity, and so the positive predictive value of the screen could not be calculated.  However, the low specificity of the screen does not allow it to substitute for a detailed history and examination in the determination of hyperactivity.

The most important practical implication of these findings is that it is likely that most hyperactive children in the U.K. remain inadequately diagnosed and treated.  The under diagnosis of hyperactivity in this country may be responsible for higher than necessary rates of delinquency, as early identification and treatment has been shown to be beneficial (Satterfield, Satterfield & Schell, 1987).  As the bulk of these children will have been diagnosed as conduct disorder, the lack of improvement is likely to be considered a failure in parenting.  Family discordance associated with childhood hyperactivity may be considered the cause of the problem rather than the effect in undiagnosed cases (Woodward, Dowdney & Taylor, 1997).  The degree of societal disapproval experienced by hyperactive children is likely to impinge negatively on parental mental health (Brown, Harris & Hepworth, 1995).

As can be seen above, once screening began approximately 50% of all pure behaviour disorders presenting to the clinic eventually received a diagnosis of hyperactivity.  Hyperactive children are therefore the most disabled common group seen in a non-specialist secondary referral clinic.  This implies a reassessment of how service delivery for behaviour disordered children is organised.  Any reassessment must include the partial medicalisation of a problem usually seen in purely social terms, therapeutic involvement with education and social support to affected families.  At a minimum, there needs to be early assessment of all children with behaviour problems, so those at risk are identified and established on medication before comorbid conduct disorder has had time to develop (Sonuga-Barke, Thompson, Stevenson, et al., 1997).  This study’s observations are consistent with the literature findings (Applegate, Lahey, Hart, et al., 1997; Barkley & Biederman, 1997) that many cases of hyperactivity first start causing concern on school entry.  School therefore is a vital location for early detection.  Furthermore, teachers will need training to avoid the negative commentary they currently make on hyperactive behaviours, as such comments are likely to be associated with worsening behaviour (Vostanis & Nicholls, 1995).  Of course, the treatment for hyperactivity is only partly physical.  Many psychological strategies for improving attention and reducing impulsivity can be successfully applied in the school situation, even with children (such as those with Autism) who are more severely disabled than hyperactive children (Howlin, 1998).  Therefore, there might be considerable benefit to ensuring that schools have teachers trained in the application of these techniques in the classroom.  Social services are likely to see many undiagnosed hyperactive cases, as child and adolescent mental health services will pass them on as cases of inadequate parenting, refractory to treatment.  The finding that hyperactive children were more likely to be removed from home, may be an ominous warning of Social Services’ current inability to manage these cases.  In future, this situation could be helped, if more social workers had specific training in child and adolescent psychiatry.

Further studies are needed to confirm whether GP’s are referring on their own initiative or under pressure from Social Workers and Education Welfare Officers.  There are several possible reasons for this. Social Workers and Educational Welfare Officers might be attempting to disguise their involvement with these cases, either to pass them on to Child Psychiatry, or to ensure that Child Psychiatry does not pass these cases back to them.  Local or more national policies may make Child Psychiatry cases less accessible to these groups, resulting in a need to approach GPs first.  The results of such a study could supply useful information for future service planning.  Educational Welfare Officers are often the school’s first referral point for troublesome behaviour (Galloway, 1980), so with appropriate training could be important in the early detection of hyperactivity.  Social workers may well be trying to work with cases already passed to them as “unhelpable” by Child and Adolescent Psychiatry, and so these may represent a useful opportunity to review the possibility of a missed diagnosis.

Though Child Psychiatry assessment is multidisciplinary, these data support the contention that a psychiatric assessment by an appropriately trained and supported medical practitioner is essential in most referred cases.  This further emphasises the importance of maintaining psychiatric input to children’s mental health services at secondary referral level.

Social work involvement is also supported by this study’s findings.  The preponderance of single mothers, significant levels of disability in the children, and extensive psychosocial family difficulties are all indications of significant unmet social need in clinic attendees.  Therefore, the recent trend to withdraw Social Workers from child psychiatry clinics is misguided.

The low rate of children involved in legal proceedings and on the Child Protection Register suggests that many seriously disturbed cases are not being referred to Child Psychiatry.  Hyperactivity may be over-represented in this group, as removal from home carrying significant contextual threat was more common in hyperactive children.  It therefore seems likely that increased liaison between Child Psychiatry and the care process would benefit many children.

Lack of beneficial service integration is also suggested by the figures on educational support to children in school. The old Child Guidance model, with Education Psychologists working closely with Social Workers and Child Psychiatrists, was developed to ensure a multidisciplinary approach related especially closely to the needs of children in difficulties. It failed in its major goal of preventing adult psychiatric disorder, and so lost credibility (Parry-Jones, 1994).  However, it does seem that the models that have replaced it, while multidisciplinary, do not allow close liaison between the three agencies most closely involved with troubled children’s lives.

There continues to be argument about the relevance of applying diagnostic categories to children with behaviour problems (Fergusson & Horwood, 1995; Pinto & Tryon, 1996).  This study demonstrates the importance of doing so, and that careful diagnosis can still be used to make significant advances in the treatment of behaviourally disturbed children.

More than half of the children seen in the clinic had parents with some kind of psychiatric or criminal history.  This argues for specialist social work involvement, with social workers attached to the clinic understanding the social consequences of adult mental health or criminality, as well as child-related mental health issues.  The investment this suggests is justified by the degree of disability found.    

Chapter 7

Conclusions

British Child Psychiatry probably seriously underestimates the prevalence of hyperactivity, so these children may well be receiving inadequate treatment.  Such children also have increased social and educational difficulties. These findings therefore support the value of a multidisciplinary team, including both social work and educational elements.  Unfortunately, the findings in this clinic suggest that multidisciplinary working, particularly with education, was inadequate to meet the needs of many of the children attending the clinic.  Social work claims networking organisations as one of its core skills.  There is thus considerable scope for the further involvement of specialist social workers in modern Child Psychiatry practice.
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