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Introduction
Attention deficit  hyperactivity

disorder (ADUA) has been called many
things hyperactive child syndrome,
hyperkinesis minimal brain damage,
minimal ccrebral dysfunction and
attention deficit disorder (Abdel Rahman
1087).

DSM-I11 (1980) distinguished
between atiention deficit with and
without hyperactivity, That distinction
has been abolished in the DSM-II-R
(1987) which calls it attention - deficit
hyperactivity disorder (ADIHD). because
almost all of these children are
hyperactive. According to the DSM-1I1
(1980), in scvere and profound mental
retardation there may be clinical features
that are characteristic of attention deficit
disorder. However, the additional
diagnosis of attention deficit disorder
would make clinical sense only if the
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concerning probable

parental attitudes as well as a
etiological factors in both
81-88 ).

mental retardation was mild or moderate
in severity.

TFranklin (1992) believed that there
are strategies for helping such children to
get round their considerable internal
difficultics and social bandicap, but he
thinks we need first to recognize both
the generic and environmental cffect
which impinge upon them,

The relationship between 1L.Q. and
ADIHD was considered an important
factor. Menkes (1967) considered that the
best prognostic index for hyperactivity is
the LQ.

The aim of this work is to compare
the different etiological variables and
associates of hyperactivity disorder in a
eroup of average intelligent children to
another group of mentally retarded (mild
and moderate) presented with the same
problem, as an attempt to throw light
about any possible help for diagnosis
and management.
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Subjects and Method:

30 children (27 boys and 3 girls)
with (ADHD) frequenting "Abou El
Rich" pediatric hospital from January
1990 to November 1990, were studicd.
The assessment was done by two senior
psychiatrists. The patients was divided
into 2 groups. The first group consisted
of 15 children with 1.Q. above 85, the
second group 15 children also with 1.Q.
below 70, ranged from (35-70). All
children were subiected 1o

1- Full psychiatric, social, cultural,
developmental and familial history.

2- The assessment of symptoms
depending on the clinical criteria of
DSM-III-R (1987) for diagnosis of
(ADHD), in the from of special
questionnaire with "yes" or "no" answer
by (Sanaa Ahmcd and Sanaa Sayed,
1992). Data was collected and analyzed
statistically.

3. 1.Q. was also done for all

Results
Tables 1- 11
Discussion

Hyperactive children are frequently
misunderstood. Because the way they
react or behave in any given situation
differs significantly from peers, other
people observing them attribute the
cause of their behaviour to factors which
they have preconceived (Franklin, 1990).
Many authors associated ADHD to
many genetic and environmental factors,
one of them is [ Q., and because of the
academic difficulties frequently met
with, this group of children were
mis-diagnosed and handled, that is the
aim of this work, as trial to differentiate
on a clinical, psychological,
developmental and environmental

Table 1
Hyperactivity in Groups I and I

children. 85 or above was considered
(average+) group [First group] with a

mean 98+ 144, 1.Q). below 70 ranged
from (35-70) was considered (MR)

group [Second group] with a mean Difficulty siting stll 15 100

56+11.3.

Both groups were matched as D
regards age, sociogconomic standard. !

Mean age for (average+) group was Restlessness, fidget 2 80

8.5+ and that for (M.R) group was
8.3+ 1.2. The duration of the disorder

was 5 years + 1.8 for first group and 5 Talkativeness

Hyperactivity Groupl  Group I
N % N% 72 P

15100
Run about or climbs 4 933 13866 06 NS
fficulty taying seated 13 866 15100 15 NS
71304 NS

years + 1.6 for the second. The age of
onset was 3.2 years + 1.1 and
3.6+ 1.2 for the first and second
group respectively.

The children of first group
were all in primary school with

Jow achicvement. while these of
the second 9 of them were in

primary school, 3 in the special  Fyijure o finish things

edncational school and 3 of them
were not in school. There was no

differences in both group regarding Easy distrﬂctability

the ante-natal history, delivery,
condition of the child at birth.

Difficulty sitting in play activity 6 40

Any abnormal movement 5 333 12 80 29 <0001
280 33349 <0
Table 2
Concentration and Aention Deficitin Both Groups

Concentrationand AD ~ Groupl ~ Groupll
N % No% 7 P
15100 1066627 <01
Difficulties in concentration 13 %646 213359 <0001
13§83 Q6

6 4
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Table 3 Table 6
Conduct Disorders in Both Groups Manifestation of Hyperactivity During Infancy in Both Groups
Condut Disorder  Average+ MR Hyperactivity Groupl  Groupll
No % N % Z P No % No% 7 P
Hiding i 10 66 12 80 08 NS Uncomfortable Behaviour 12 80 4 266 3.5 <0.001
leaing ) 3 9 g 30 g Restessies 13 866 4 266 42 001
ngnawal);. I 66 5 B3I NS Excessive wakefulness 14 933 3 20 60 <0.001
“”le "‘gki 000 3 WIB NS Excessive crying 14933 213373 <0001
gg;?n‘;(')“uf; h"%ﬂg 4%6 ) 133090 A P eeding 9 6 85303 NS
Y ; Difficulty to cuddle 1173 746616 NS
Easy provocation 9 60 6 & LI NS Y
ConLqungs 9 &0 17BI0T NS
Assaulting others 383 s Ny -
Destroying things 5 333 12 80 324 <001
Play dangerously 9 60 12 8 12 NS
Beating peers 10 666 2 13349 <0.001
No conducl 5333 3 20 064 NS
Table 4 Table 7
Sleep Disorders in Both groups Neurotic Traits in Both Groups
Sleep disorder Groupl ~ Groupll Neuwrotic traits Groupl  Groupll
N % No % 7 P ' No % No % 17 p
Restlessness insleep 10 666 3 20 29 <001 Nail biling. 10 666 12 80 08 - NS
Insomnia 11 733 12 80 044 NS Thumb sucking 0 0 213315 NS
Night mares 7 466 T 466 - Temper out burst I 66 6 40 24 <01
Nigh terors 4 %6 0 0 23 <005 Nocturnal enuresis 11 733 12 80 044 NS
Somnambulism 1 66 0 0 10 NS Colicky abdominal pains 12 80 3 20 41 <0001
Excessive thirst 1280 213394 <0.001
Table § Table §

Prevailing Mood of Both Groups

Prevailingmood  Groupl  Group I

N % N % 7 P
Reacting to situation 9 160 9 6.0

Anxious 5 333 6 4 038 NS
Irritable 6 4 7 466036 NS
Depressivemood 8 33 2 133256 <0.05

Egypt. J. Psychiat 15:1. January 1992

Associated Physical Ilness in Both Groups.

Average& mild  seuere

No % N % 1 P

Physical illness 10 666 9 60 037 N
Suigical Interference | 66 2 133061 NS
History of head trauma 6 40 8 533074 NS
Epilepsy 7 133 4266092 NS
Newological deficit 1 66 3 20 194 N§
83
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background between hyperactivity in

Table § (average+) intelligent and in mentally

Consanguinaty and Similar History in the Families of Both Growps— etarded (mild and moderate forms) aiming
for hetp in management and prognosis.,

Aveaeckmil - seuere ‘The result obtained from this study
¢ denoted that (ADIID) is more prevalent
in boys than in girls in the ratio of 1:10,

o No%oN G P 2 of them in (average +) group and onc
Histothyperaciiany 5 333 13313 NS in MR group. this results have been
Hastof consangesmity B3 0 417 NS supported by many results. Quay (1986)

described the ratios  at least 6 times
morc frequent in boys than in girls;
Abdel Rahman (1987) described it (1:5) -
(1:9), Wearry (1968) found it 1:9, the
DSM-HT (1980) described it as 1:10.
Different  manifestations  of
hyperactivity was prevalent in both
groups in high percentage, table (1) that

Hist of MR NIRRT

N2 Notsig petis

Table 10 is because hyperactivity is a cardinal
Reaction of the Father Toward Child Behaviour in Botk Groups symptom for the diagnosis. But
abnormal movement was correlated with
: T M.R. sroup at p<0.01, as comparcd to
Reaction of Father  WRET Seyre group at p pe

33.3% of (Average+) group.
The presence of abnormal movement
was supported by I'ranklin (1988) who

=
>
=53
[wat}
-

Auordg 1\).>llualmn : T 446 18 <0l described hyperactive children as being
Passive reaction T 06 1 66 98 «il clumsy, Jerky, showing tremors, and
Rejectng Poychological) § 0 1 66 10 NS also we can observe lhu‘l the nature of
Pashing Phisicd s WA abnormal movements in (Avcrqgc+)
anning Fysica) T e 2 133D L0 group were differed from that of MR
[nterienng vy b 0 4623 &0 group, being in the form of tremors and
Jerky movements in the first group and

hitting, spitting, biting in the sccond,

which ar¢ known abnormal movements

related  to mental  retardation.

Table 11 Talkativeness as a rcsull’ was cxpected

because most (MR) children have a

Reatcion of he Mesters Toward Child Behwionr speech disabitities which may prevent

them from being talkative, although
Regtin ol biber oo Sovere "over talkativeness” considered one of

the main criteria for diagnosing (ADHID)
{Quay 1986).
Concentration and attention deficit

e N L)

1\ R R table (2) were significantly correlated
PASIVE Feavtion PRSI with (Average+) group at p<0.01, for
Rewonmp Poycholopicai 3 % 1 0 1 NS failure to finish things, p<0.001 for
Paraning (Phsicald IR (‘1“1(‘:{1[1(}8 in conclcntrailori in tacks and
B ! p<0.05, for easy distractability. Because
Ijertenng KU B K hyperactive children are frequently

described as having extremely short

¥ Paopt ! Usyeniat 1501, Junuary 1992



atention - span, in term of their capacity
to stay with one activity. they are casy
distracted from tasks or errands by
environmental stimuli (Werry 1967). On
the other hand (mental retarded chitdren
may have a diminution of atiention
rather than distractability in addition to
their astonishient when facing any new
tasks which may give a false impression
that they are concentrating; or it may be
a truc attempt, an cextra cffort or
stereotypy and monotony for achicving
SOINC SUCCESS.

One of the big problems associated
with hyperactivity is that of conduct
problems (table 3). Perhaps three
quarters of the children diagnosed with
(ADIID) are also diagnosed with conduct
disorder (Quay 1986). The result of Quay
was stmilar 1o ours. We found that 75%
of our sample (in average+) group
showed social beating peers (66.6) for
each stealing was correlated only with
(avcrage+) group. This is because
stealing need some inteliectual ability
for planning, which is lacking in (MR)
group on the other hand ronaway was
correlated more with (MR) geroup,
because mental retarded need careful
obscrvation and special care, which
unfortunately are lacking in our culture
for two main reasons. The first is that
carc was given by the parents to the
morc intelligent children, because they
arc more promising. The sccond one is
referred (0 the absence of family
planning which does not allow the
parcet 10 give any particular care to any
of their children. Easy provocation and
continuous guarrels were high in both
groups ranged from, as cexphined by
Frankhn (1992 who stated that: when
hyperactive child becomes frustrated or
challenged he will become angry, very
negattosbe and will seraiun and be
destructive castly. This can. abwo xplain
the correlition hetween destroying: things
with (N arcup at p<0.01, becanse
(MR wioup was more exposcd (o
frustrdios. Sleep problems wis present
i dstrerent roteentinge as shown m table

Correlates with Hyperkinesia

(4) for both groups, specially insomnia
(73% and 80%) respectively. But
restlessness was  correlated with
(Avcrage+) group at p<0.01, this
relationship has heen discussed by many
authors Pranklin (1992) said that: onc
comment mistake 1s L0 associate
sleeplessness with hyperactivity, these |
believe are two quile separated conditions
although both may exist in the same
child but hyperactive children tend to be
restless in thedr sleep. Activity monitors
attached 1o sleeping hyperactive children
reveal that they are more restiess than
normal children cven when a sleep
(Porrino ct al 1983), this is an important
observation because hyperactivity during
sleep implics that the conspicuous
attentional difficultics are secondary 10 a
more basic physiological disturbance in
inhibitory dysfunction.

It was expected that anxicty and
irritability 1o be high in hyperactive
children as shown in table (5) which
ranged from (33.3% - 46.6%) in both
groups. Many factors may be
responsible for such resolt, some of
them can be attributed to the child
nature, and some other to the frustrated
situation around him. But depression
was found 1o be correlated to (Average+)
group at p<0.05. this results was
supported by Barnes and Cloguhoun
(1984) in their study of hyperactive chiid
found that depressive symptoms more
present in some of these children. Laufer
and Denhoff (1957) attributed the
increased correlation of hyperactivity
with other emotional and behavioral
symptoms reaction to the ditticulties of
hyperactive and fearning disorders created
tor the hyperactive child.

The manifestation of hyperactivity
during infancy (0-3) years as shown in
table (5) were highly correlated with
(Average +) group at p<0.001 for
uncomfortable  behaviowur, kicking,
restlessness, excessive waketolness and
excessive erying, This means that the
problem of hyperactivity was directed
very carly. This resalt was agreed with
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that of Whalne and Henber (1980) who
found that a big number of mothers of
hyperactive children have found that the
child was overactive in the womb.
Franklin (1990) explained this result by
that: the onset is very early in life,
usually within the first year. and may
even predate that, because the motor
aspects of this are often complained
about by the parents of these children,
that they kick rigorously within the
women and they are very uncomfortable
children. This result can explain also the
delayed appearance of hyperactivity in the
group of (MR) whose suffered a delayed
motor development and activity than the
(Average+) group.

Nail biting and nocturnal enuresis
were prevalent in both groups, table (7),
which ranged from 66.6% - 80% while
colicky abdominal pain and excessive
thirst was highly correlated with
(Average+) group at p<0.001. This
result was agreed with that of Barns and
Colquehoun (1984) who discovered that
excessive thirst was associated with the
problem of hyperactivity. Franklin
(1992) found that excessive thirst and
colicky pain were present in his group of
hyperactive children in addition to temper
outburst, In our group temper outburst
was correlated with (MR) group at
p<0.01.

Both groups (table 8) showed
different percentage of physical illness,
without any statistical differences
between the two groups, although
epilepsy and neurological deficit were
higher in (MR) group.

Also table (9) showed that history of
hyperactivity was higher in (Average+)
group, (33.3%), while positive
conanguinity was higher in (MR) group
(40%). These results supported by some
authors and disagreed with some others.
This view was cleared by Werry (1968),
who, after reviewing other literatures
related to this aspect, concluded that
hyperactivity can apparently occur in the
absence of similar familial condition and

86

vice versa. However in their review
Whalcn and Henker (1980) refer to other
studies that 20% of hyperactive
children's parents would probably have
been diagnosed themselves as
hyperactive in their own childhood.

Reaction of parent toward the child
behavior was significantly differed from
both groups, specially the father reaction
as shown in table (10). Passive reaction
or physical punishing were significantly
correlated to the father of (Average+)
group. As if the father who represents
the source of power and authority either
does not permit any disturbances or
destruction of family discipline so he
resorts to physical punishment or
neglect the situation as a whole by a
passive way.

Both sitnation may increase the
hyperactivity of the child. Whalen and
Henker (1980) after reviewing many
other studies suggested that there is an
increased psychopathology in parents of
hyperactive children. Fathers have an
important role and in hyperactive
families there is a greater use of physical
mean for discipline. Or in the
noninvolvement of the father in the
children upbringing. Barkley (1982)
added that parents tend to be less active
when the child is-hyperactive and it is as
though the child is trying to stimulate
the parent. on the other hand fathers of
(MR) group as if they are more
understanding the limited abilities of this
poor children so they tried either to react
exactly according to the size of the
problem created by the child in 46.6% of
parent. or they try to interfere in 26.6%
of parent.

while the mothers reaction in both
group where more or less the same and
mainly depend upon the situation
because Egyptian mothers are known to
be kind permissive and over protective to
their children.

Egypt. J. Psychiat 15:1. January 1992
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Correlations Significatives chez les Enfants

Hyperactifs de Differants Niveaux d'Intelligence
Le but de cette étude est de distinguer selon divers criteres

cliniques,psychologiques,

developementaux et

environementaux entre le syndrome d'hyperactivité chez des

enfants d'intelligence moyenne (groupe I) et celui

observé

chez des enfants de differents degrés d'arriération mentale
(groupe II) afin d'optomiser la prise en charge et d'éclairer le

pronostique.

Nous avons trouvé que 1'hyperactivité était plus prévalente

chez les garcons

que chez les filles (10:1) dans les deux

groupes. Les correlations suivantes ont été significatives: les
mouvements anormaux avec le groupe Il (P<0.01). Le trouble
de la concentration et de l'attention avec le groupe 1. Les
troubles de la conduite étaient élevés dans les deux groupes,
cependant les fugues et la desruction des objets avec le groupe
II (I’<0.01), le vole avec le groupe 1. Les troubles du sommeil
avec les deux groupes, la depression avec le groupe I. D'autres
correlations significatives sont présentées concernant l'dge du

dédut, les
associés,

traits
'attitude

névrotiques,
parentale

les syptomes
ainsi qu'une

organiques
discussion

concernant l'étiologie probable dans les deux groupes.
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