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Introduction: Attention-Deficit/Hyperactivity Disorder (ADHD) is a debilitating condition affecting children and their families worldwide. Behavioral parent training is a recommended form of empirically supported non-pharmacological intervention for young children with mild to moderate ADHD. However, access to such treatment is limited in many countries. Here we identify the treatment needs of Brazilian families with children demonstrating symptoms of ADHD, and the barriers families face in accessing behavioral treatment.

Methods: A qualitative needs assessment was undertaken with parents (n = 23), educators (n = 15), and healthcare providers (n = 16). Semi-structured telephone interviews were conducted, and common themes were identified through inductive coding of participants’ responses.

Results: Participants reported a lack of accessible behavioral treatment, and delays in accessing treatment when available. The majority of parents had not received behavioral parent training, despite it being a recommended form of treatment. Parents, educators and healthcare providers strongly endorsed a need for practical tools to manage the behavior of children with ADHD.

Conclusion: Existing services might not meet the needs of children with ADHD and their families in Brazil. Easily accessed behavioral parent training programs are recommended to address the identified treatment gap for Brazilian children with ADHD and their families.
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1. Introduction

The availability of mental health treatment for children is limited worldwide, especially in low and middle-income countries (1). This is certainly the situation in Brazil. A recent study showed that in two large cities in southern Brazil, 80% of children who need mental health interventions do not receive them (2); the rate is likely even higher in other parts of the country with fewer resources. A lack of trained professionals and infrastructure has been identified as the main reasons for such unmet needs (3, 4). These figures reflect institutional service use across the range of neurodevelopmental and psychiatric disorders. Little is known about the individual experiences of families using or attempting to access support for their children.

Such unmet treatment needs are exemplified by Attention Deficit and Hyperactivity Disorder (ADHD), a common neurodevelopmental disorder with a reported prevalence ranging from 2% to 7.6% (5–9). Recommended treatments include medication and psychosocial interventions. In Brazil, the most readily available treatment is pharmacotherapy; however, the published research indicates that less than 20% of children with ADHD are prescribed medication for symptom management (10). Little information is available regarding access to, and use of, empirically supported non-pharmacological interventions for ADHD (11).

Internationally, empirically supported behavioral parent training (BPT) (12, 13) alone, or in combination with other psychosocial treatments, e.g., classroom management or child skills groups (14), is recommended in the management of mild to moderate ADHD in children. A tiered approach is available and recommended in some countries; for example, group parent-training (for young children) and the provision of information about ADHD (causes and impact) together with parenting guidance and school liaison (for school-aged children), prior to more intensive individualized BPT.1 BPT teaches parenting strategies to encourage appropriate behavior and reduce undesired behaviors in children (15). Strategies include communicating with children in ways to increase behavioral compliance, and when and how to reward children for desired behavior to increase the likelihood of it being repeated (16). To the best of our knowledge, access to BPT in Brazil is currently very limited, with the most commonly available non-pharmacological intervention being psychoanalysis, especially in public health services (11). It is also unclear whether Brazilian parents would be motivated to take part in BPT if available.

Missing from the literature on the management of ADHD in Brazil is an understanding of the self-reported needs of families of children with ADHD. To address this gap, we undertook a qualitative needs assessment with the aim of identifying barriers to Brazilian families accessing psychosocial interventions, especially behavioral treatment, as well as the desired content of such support and the preferred mode of delivery. The current study focused on the first-hand experiences of adults who care for children with ADHD (17) to inform the development of an accessible BPT program, delivered online. Semi-structured interviews were conducted with parents of children with ADHD, as well as educators and healthcare providers working with these families. Interviews explored (1) experiences of seeking/providing support for children with ADHD to understand the barriers to accessing treatment and (2) information and support families currently have, need, or want. Based on their responses, common themes were identified. By incorporating the voices of parents and professionals (18), we hoped to determine whether behavioral management training would be appropriate for, and accepted by, Brazilian families and how such skills could be delivered (19, 20).



2. Methods

The project was reviewed and approved by the IDOR ethics committee (CAAE: 39967020.8.0000.5249). All participants were volunteers and provided written consent.


2.1. Participants


2.1.1. Parents

Participants were parents of children previously diagnosed with ADHD by their physicians (78%) or demonstrating elevated symptoms of ADHD. The presence of comorbid conditions in the children did not exclude participation. The final sample comprised 23 parents (19 mothers, 4 fathers) with children aged 4 to 16 years, 30% girls. Most of the children received education (74%) and healthcare (78%) from the private sector. The participating families were mostly middle-class (ABEP classes B and C) (21), with the parents’ years of education ranging from 10 to 20 years.



2.1.2. Educators and healthcare providers

Professionals participating in the study included 15 educators [6 education specialists (usually referred as pedagogues in Brazil), 5 teachers, 2 school principals, 2 school counselors/psychologists; 6 working in private, 6 in public and 3 in both settings], and 16 healthcare providers (5 psychiatrists, 5 psychologists, 3 speech therapists and 3 pediatricians, 7 working in private, 3 in public and 6 in both settings).




2.2. Procedures

Participating parents were recruited through three websites.2 This sampling method was chosen to mirror the recruitment strategies for the planned online BPT program; i.e., participants in the current study would be similar to those expected to enroll in the online intervention. Parents expressing interest in participating were asked to complete the SNAP-IV, a widely used ADHD rating scale (22, 23), prior to taking part. Those reporting that their child frequently displays 6 or more symptoms of inattention and/or hyperactivity/impulsivity were invited to participate.

Professional participants (educators and healthcare providers) were recruited via existing professional contacts of the researchers, making sure that they represent diverse disciplines and those working in private and public sectors and serving socioeconomically diverse families. No screening procedures were included for professionals wishing to participate.

Prospective participants were sent an online consent form via Whatsapp. Upon completion of the consent form, they were contacted by the researchers to schedule a phone interview. Interviews were conducted from January to June 2021, by a team of three post-doctoral and -masters researchers, under the supervision of a senior psychiatrist (PM). The interviews lasted from 30 min (with professionals) to 1 h (with parents). Interviews were recorded and later transcribed.

Interviews with parents and professionals included questions addressing: (1) experiences of, and barriers to, families accessing psychosocial, in particular behavioral, treatment for ADHD; (2) parents’ level of knowledge about ADHD, comorbid conditions and treatment options (for professionals, this referred to the knowledge of the parents they interact with); and (3) information and support parents want and need to better assist their children and manage their children’s ADHD symptoms. Parent interviews also included questions about the parenting strategies they currently use, difficulties experienced in managing their children’s behavior, challenges experienced during the COVID-19 pandemic, and sources of information they access to learn about ADHD and parenting. Interview questions are presented in the Supplementary material.

An inductive coding strategy was used to explore narratives emerging from the data. Two rounds of coding were carried out using Delve software.3 One of the researchers (PB) completed initial coding using a combination of in vivo coding (using participants’ own words) and structural coding (codes limited by the topics introduced in the interview questions). Consistent with the goals of the study, the coder looked for words and phrases that indicated (1) experiences of and barriers to families accessing behavioral treatment, (2) information parents currently have, difficulties they and their children experience, and strategies they use, and (3) information and support families need and want, and the preferred modality for accessing them. Given the interviews were conducted during the COVID-19 related restrictions, the researcher separately coded pandemic specific responses, in terms of the difficulties families experienced with their child’s behavior and accessing care. The codes generated through this process were organized into main categories and subcategories. Two additional researchers (RC, CB) subsequently reviewed the data. The three researchers discussed edits and additions to the codes until they reached consensus (see Supplementary material for the categories and main categories identified). Next, the primary coder carried out thematic analysis to identify common themes based on the codes that were frequently referenced in participants’ responses. Research team members (PB, RC, CB, EF) discussed these themes until they reached consensus. There was no criteria as to the minimum number of participants mentioning a theme for the theme to be identified. Rather, efforts were made to create themes that are inclusive of participants’ responses. These themes are presented in narrative form in the Results.




3. Results

Table 1 presents participant characteristics. While efforts were made to recruit parents of children receiving healthcare from the public and private sectors, with diverse socioeconomic backgrounds, the participants were mostly middle class and accessed healthcare from the private sector. This likely reflects the fact that the parents learned about the current study online and volunteered to participate; thus they were parents with greater access to resources. Efforts to recruit professional participants in different roles, who work in public and private sectors servicing diverse families, were more successful.



TABLE 1 Participant characteristics.
[image: Table1]

Qualitative narratives, generated based on the common themes identified via inductive coding, are presented below. The percentages of participants whose individual responses fit within these themes, and final codes and exemplar responses associated with the themes are presented in the Table 2.



TABLE 2 Codes and exemplar responses associated with the final themes generated from the needs assessment interviews, and the percentage of participants whose individual responses referenced each theme.
[image: Table2]


3.1. Barriers to accessing psychosocial interventions

Two major barriers to access were identified: (1) difficulty obtaining a diagnosis prior to accessing psychosocial interventions, and (2) a lack of availability of behaviorally oriented treatments, in particular BPT.

Many parents (57%) reported that school personnel initially raised concerns about their child’s behavior, with parents seeking a diagnostic evaluation prior to receiving any treatment. Parents (74%) noted a long delay, and/or needing to see multiple professionals, before obtaining a diagnosis. The reports of educators (93%) and healthcare providers (35%) also reflected delays in children receiving a diagnosis, but also in parents seeking and then accepting their child’s diagnosis. The responses of both parents and professionals were indicative of perceived stigma contributing to the delay in obtaining a diagnosis and subsequent treatment. Healthcare providers noted that parents are often afraid of their child receiving a diagnosis, believing that ADHD is like severe Autism Spectrum Disorder and their child would be excluded from regular education.

The responses of parents (52%) and professionals (86% educators and 100% healthcare providers) also indicated a lack of quality and affordable non-pharmacological services. Among the parents interviewed, while almost half reported their child had received some form of psychotherapy, most indicated no or minimal parental involvement in the treatment (i.e., treatment consisting of a child meeting with a psychologist/psychoanalyst alone). One parent indicated learning behavioral management strategies from professionals involved in the child’s care, and another reported meeting regularly with the child’s psychologist. Two parents reported they received, or were planning to participate in, behavioral management training. Both educators and healthcare providers raised concerns that parents often do not recognize the need for treatment or lack knowledge regarding appropriate treatment for ADHD.

While parents and professionals generally agreed that barriers to treatment access exist and are problematic, parents’ responses focused on the lack of availability while professionals’ responses focused on parents’ reluctance in seeking and accepting support.



3.2. Information parents have and want/need to better support their children

The responses of both parents (52%) and professionals (58% educators and 70% healthcare providers) indicated that parents would benefit from having a better understanding of ADHD and its comorbid conditions. In particular, while correctly identifying the symptoms of ADHD and listing behaviors associated with the disorder (96%), parents struggled to identify which of their children’s behaviors are due to ADHD, a comorbid condition, the child’s personality or a lack of motivation. They reported a wide range of difficulties (43% emotional, 74% learning/school, 61% social difficulties, 30% non-compliance, and 65% daily routines). Healthcare providers further reported that many parents believe ADHD is a learning problem and look for a diagnosis and assistance from educational specialists, rather than doctors or psychologists. Educators reported confusion amongst parents regarding their child’s difficulties and needs, also noting some avoidance by healthcare providers to use diagnostic labels.

The majority of parents (70%) referenced the need for information on how to manage their child’s behavior, as well as their own behavior and emotions when interacting with their child (60%). They elaborated that their child’s behavior negatively affected family relationships and that they experienced significant stress. They wanted to know how to make everyday routines easier and more pleasant, with fewer arguments and less frustration. Parents (78%) also noted wanting information on how to assist their child’s learning and organizational difficulties, how to communicate their concerns to their child’s school, and how to prevent their child from experiencing future hardships and being discriminated against. Educators (67%) identified the importance of providing parents with practical strategies on how to assist their child at home. Healthcare providers (47%) reported that families would especially benefit from support to increase structure and to improve communication in the home.

Overall, parents and professionals seemed to agree on the need for parents to have a clearer understanding of factors that contribute to the child’s behavioral difficulties and how to address them. However, even amongst professionals, there may not be consensus as to the specific nature of these difficulties.



3.3. Current parenting strategies employed

Parents were also asked about how they currently manage their children’s behavior. One parent was well informed about behavior management techniques consistent with those taught in BPT programs, but others reported having very little knowledge about how to support their children beyond common, generic parenting strategies (e.g., being positive with my child). Many parents reported using rewards, such as praise (78%), food and toys (17%), for good behavior. However, the use of praise was usually non-specific, and some parents questioned the appropriateness or effectiveness of such rewards for behavior management (4% reporting selective use of positive reinforcement for appropriate behavior). Other strategies reported included talking to the child about their behavior (56%) and implementing consequences, e.g., taking things away (26%), and using time out (13%) or grounding (26%). Raising voices (yelling/screaming) was not uncommon (34%), while some reported hitting their child (13%). Many parents noted continued difficulties in managing children’s behavior despite trying multiple strategies.



3.4. Difficulties during COVID-19

Interviews took place during the COVID pandemic when most schools were closed. Treatment and evaluation services were also interrupted during this time (30%). Parents reported increased behavioral and emotional difficulties in their children (57%). They also worried about their children spending more time on screen and not having opportunities for social interaction. Many parents (70%) reported increased stress for themselves, due greater demands on them, often juggling work, childcare and assisting with their children’s online schooling.



3.5. Online information sources

As we were aware that many parents seek information about children’s behavioral difficulties and parenting strategies online, we included questions about where and how parents seek such information. Parents (61%) reported using popular online platforms such as Instagram and Whatsapp parent groups, as well as accessing professional websites such as ABDA (Brazilian Association for Attention Deficit). All parents (100%) reported accessing such information using their cell phones. While able to access information on the nature of ADHD from these sites, many parents (74%) reported difficulty finding practical information on how to manage their children’s difficulties in everyday life.




4. Discussion

A qualitative needs assessment was carried out to understand the experiences and behavioral treatment needs of families with children demonstrating ADHD symptoms. Semi-structured interviews were conducted with parents, educators, and healthcare providers. Common themes were identified via inductive coding of the interview responses. Given these themes are presented in a narrative form in the results, here we highlight those that are most relevant to the study aims.

Many of the parents who volunteered to take part in this study had sought some form of psychosocial treatment, in addition to medication. Among those whose children participated in psychotherapy, the majority reported their child meeting alone with the therapist with little parental involvement in the intervention. A small number of parents reported learning behavioral management strategies from healthcare providers. When parents were probed for the information and support they desired, many reported wanting practical information on how to manage their children’s behaviors in everyday life. They also reported experiencing significant stress and wanting to know how they could better manage their own reactions when their child does not follow their directions. Healthcare providers and educators noted that many families would benefit from learning how to create structure and develop routines in the household, and how to assist and interact with their children with ADHD at home. Some parents and professionals reported that families would also benefit from learning more about ADHD generally. However, many parents reported that information about ADHD can be found online, but that it is more difficult to find information about practical parenting strategies that work with children with ADHD. This highlights the need for demonstrations of such strategies via easily accessible formats, such as short videos.

The need for a formal diagnosis delayed treatment access for many families. This was partly due to the lack of providers offering diagnostic services. However, parents’ hesitancy in seeking and receiving a diagnosis also contributed to this delay. Many parents reported that they only sought out a diagnosis after their child’s school asked them to do so. They noted that it was challenging for them to accept that their child’s difficulties qualified for a diagnosis, or they were worried that having a diagnosis would result in discrimination and loss of educational opportunities. The responses of educators and healthcare providers confirmed that families are reluctant or afraid of seeking a diagnosis. Their responses also indicated that families are not usually aware of treatment options, with many thinking medication is the only choice. Other families prefer homeopathic treatment or educational assistance. Consistent with the literature (2, 3), educators and healthcare providers also described limited availability of accessible non-pharmacological treatment for ADHD.

These data highlight the need for increased availability of accessible non-pharmacological interventions for ADHD. These interventions should have empirical support to reduce commonly reported behavioral difficulties of children with ADHD and parental distress. Behavioral parent training fits this criteria. A pre-diagnostic, and/or post diagnosis, early behavioral intervention might be appropriate for Brazilian communities. Behavior management strategies can be useful for parents who have concerns about their child’s behavior, but have not sought or received a diagnosis for the child. Such early intervention programs have been disseminated successfully in other countries (24–26); for example, specific treatment recommendations, or treatment itself, are provided at regular developmental check-ups and through schools. While a careful diagnostic evaluation is important in developing individually tailored treatment plans, it is also important to reduce delays in families accessing accurate information about ADHD and behavioral strategies to help manage children’s behavior.

Ease of access is critical in the uptake of such early intervention programs. One way to disseminate behavioral management strategies for free or at low cost to families may be via online platforms. Such an approach is foreshadowed in calls for tiered child mental health care involving digital tools in Brazil (27). BPT programs have been offered online in other countries with emerging empirical support (28–30). Many Brazilians access information online with cell phones, which are widely available even amongst low-income communities (31, 32). Phone-based digital platforms could be considered for dissemination of behavioral parent training for families of children with mild to moderate ADHD.

The current study provided an opportunity to hear directly from parents, and those working with families, what is needed to better support families of children with ADHD in Brazil, albeit with a relatively small sample. In recruiting parents, we relied on their reports of their children’s symptoms. Thus, the sample includes those with a formal diagnosis of ADHD as well as those demonstrating elevated symptoms of ADHD, increasing the generalizability of the findings. The parents learned about the current study online and volunteered to participate; thus they were likely a sample of motivated parents with resources to access the study information and are not representative of the entire Brazilian population needing treatment for their children with ADHD. While this sampling method mirrored the recruitment strategy planned for the online program in development, this may have impacted the findings. Among the lower-resourced families, the availability of affordable treatment is likely even more scarce, and the acceptance and knowledge about behavioral disorders and treatment is likely more limited (33, 34). As a counterpoint, responses from educators and healthcare providers working in both private and public sectors provided diverse perspectives. As in all qualitative research, the influence of the researchers’ viewpoints and experiences needs to be acknowledged. However, we used consensus among three researchers from different professional backgrounds (psychiatrist, psychologist, neuroscientist) in coding the data, which were then reviewed by two senior researchers (GT, PM) who were not involved in data collection.

The in-depth interviews with the stakeholders of a planned online BPT program provided important insights regarding necessary content and possible delivery strategies. The themes emerging from the current study, and the literature on psychosocial treatment for ADHD, also suggest behavioral parent training programs would be an important addition to child mental health services in Brazil. Such programs should be easily accessible, offer practical strategies for dealing with everyday life challenges, and provide support for parents. The dissemination of such programs would help address existing treatment gaps for Brazilian children with ADHD and their families. To support such dissemination, community wide educational programing may also be needed. Helping parents, educators, and healthcare providers understand the importance of recognizing ADHD and receiving caregiver-focused therapy would increase the acceptability of parent training programs. Given that school personnel are usually the first to raise concerns about the child’s behaviors and act as facilitators for help seeking, schools may be particularly suited for such educational programming and for reaching the families who may benefit from an online BPT program.
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Footnotes

1   https://www.nice.org.uk/guidance/ng87/chapter/Recommendations#managing-adhd

2   www.habitepais.com.br; https://www.rededorsaoluiz.com.br/instituto/idor; https://tdah.org.br/

3   https://delvetool.com/
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(n=23)
M D Range

Parent education (years) 169 29 10-20
Mothers n 19.(82%)
Income (ABEP) class’ n Aand BL 7 (30%), B2 7 (30%), C1 and €29 (40%)
Services in private sector 1 Health 18 (78%), education 17 (74%)
Childs age (years) 93 28 4-16
Child with ADHD diagnosis n 18 (78%)
SNAP inattention sum 24 31 15-27
SNAP hyperactivity/impulsivity sum 187 63 0-27

(n=15)
Professional role 1 Educational specialist 6 (40%), teacher 5 (33%), school principal 2 (13%), school counselor/psychologist 2 (13%)
Services in private sector 1 6(40%)+3 (20%) in both

(n=16)
Professional role 1 Psychiatrist 5 (31%), psychologist 3 (31%), speech therapist 3 (19%), pediatrician 3 (19%)
Services in private sector 1 7 (44%)+6 (38%) in both

"ABEP social economic strata based on average household income estimation (A and B1 > 10, B2: 5-10, C1: 3-5, C2: 1-2 x minimum wage).
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Themes

Barriers to accessing psychosocial treatment

Participants (%

Codes

Diffculty obtaining a diagnosis rior to accessng treatment (as identified by parents and professionals)

Parent Takes along time to reccive an 7%

appropriate evaluation/diagnosis

Waiting untl recommendation/ 7%

pressure from school to get a

diagnosis

Educator | Parents’diffculty secking, 93%
accepting, or sharing a diagnosis

Healthcare | Parents’dificulty secking, 35%

recelving, or acceptinga

diagnosis

Months to see specialists for an evaluation
Multple professionals for a diagnosis (with long waits

between appointments)

Sought a diagnt

fier school sugges

Hesitation due to possible discriminations (if

diagnosed)

Long time between notifying a concern and family
receiving a diagnosis

Difficulty seeking a diagnosis (fnancial, motivation,
concern over medication)

Difficulty accepting childs diffculies or diagnosis

Hsitancy vith disorder lbel by familics and
profesionals due to stigma

Familieshidinga diagnoss

Parents unabe to entify childs diffcalties

Parents/schaols not secing ADHD asa clinical disorder

Alack of availability of behaviorally oiented treatments,in partiular BPT (asidentified by parents and professionals)

Parent Has had difficuly receiving any 2%

non-pharmacological treatment

Child has received some type of

57%)
peychotherapy (s not)

Parent involved in childs 9% (91%)
treatment (vs. not)
Parent has received behavior 9% (91%)
management training (vs. not)

Educator | Families have diffcultes 6%
accessing behavioral health care

Healthcare | Familes have difficlties 100%

accessing behavioral health care

Information parents want/need to better support their children

Diffcutis children expericnce (a identfied by parents

Parent ADHD-specific behavior 96%
diffculties
Emotional diffculties 0%
Learning/school difficulties 4%
Social diffculties 61%
Non-compliance/needing to 0%

repeat directions

Struggle with daily routines. 5%

Diffcultcs parentsfamiis experience (as identified by parents)
Parent Disruption on famil e
relationship

Parents experiencing stress 2%

Information parents want/need o as identifed by parentsand professonals)

Parent Knowledge about ADHD 2%
How to manage childs behavior 0%
How to manage own behavior/ 0%

responses to child

Hovsto desl it other 8%
dificulies

Educator | Knowledge sbout ADHD 0%
Howtoassist their child %

Healtheare | Knowledge sbout ADHD 0%
Howtoassist theirchild %

Current parenting strategies employed (as identified by parents)

Parent General use of praise. 7%
General use of tangible rewards 17%
Selective use of positive %

reinforcement for appropriate.

behavior
Use of stimulus/enironmental 13%
control

Use of prompts %
Organize environment 5%
Talk o the child 6%
Negative punishment (take 2%

things avay)

Negative punishment (time out) 3%
Negative punishment 26%
(grounding)

Positive punishment (raised 3%
voice)

Positive punishment (physical) 3%
General strategies improve %

mood, family relationship

Diffclties during COVID (a dentiied by parents)

Parent Treatment disruption 0%
Increased difficulties/challenges 5%
of child
Increased parental stress 70%

Sources and contents of online information accessed (as identified by parents)

Parent Sought information online on 6%

their own or afer recommended

by professionals

Access online information from 2%
computer

Access online information from 100%
phone

Dificultis finding practical 7%

information online

No availabilty of professionals taking health insurance

Alack of professionals or high-quality

Difficulty geting to treatment due o a lack of
transportation (e.g. bus fare)

Psychotherapy (incl, CBT, general therapy’ child plays
a game with therapist)

Meet with a childs therapist regularly

Received some advice from professionals

Any mention o receiving behavior management or
parent raining

Parents do not have financial resources to pay for
treatment

Parents do not recognize the need fo treatment (thus
do not seek treatment)

Lack of appropriate and affordable services
Parents/families do not hav time to attend treatment
Familes do not have transportation to attend treatment
Parents do not have financial resources (o pay for
treatment

Have never been offered other types of treatment than
medication

Parents interested in medication only (due to lack of
information on/availability of other interventions)
Lack of services in public health care sttings
Parents do not recognize the need for treatment (thus
do not seek treatment)

Lack of knowledge about what reatment is appropriate
for ADHD

Parents/families do not hav time to attend treatment

Families do not have transportation to attend treatment

Inattention
Hyperactivity

Impulsivity

rritabiliy/emotional outbursts
Anxious/sensitive

Criesoften

Difficulty completing homevwork

Writing diffculies

shy

Difficulty making friends/getting along with others

Diffculty with social communication

Do not follow rules/comply with directions
Repeat directions over and over

Frequent reminders required

Difficulty starting homework

Difficulties during meal, bath, and bedtime

Disturbs other family members' mood and everyday
life

Frequent arguments

‘Constantly require parental attention (parents cannot
do othertasks)

‘Cannot go out due to childs behavior

Emotional burnout/eshaustion/despair
Frustration

Insecurity/feclinglost
Guiltfrustration about self

Feeling sadcrying

When and how ADHD is diagnosed/subtypes are
determined (impulsive, inattentive or both)

Which behaviors due to ADHD or something ele (lack
of interest, stubborn)

Creating/dealing with everyday routine

Dealing with childs frustration

Reducing screen time

Help child engage in homework

Do not know how to act/react to the child

Managing own stress

Scream less

Be more patient

How much o praise the
Help with learning/academics

Child leaning/organizing their room
Communication with school

Protecting the child from stigma/discrimination
Concerns for future

How toidentify ADHD

Appropriate treatment

Differential diagnosis

Long-term consequences

Establishing daily routines

Using positive reinforcement/praise

Practical parenting stategies

Learning strategies appropriate for the child
Understanding ADHD.

Differential iagnosis

Difference between a linical disorder and childs
personality motivation, will

Reduce prejudice about ADHD and other diagnosis

Information about medication

Improve daily structure and organization

Improve parent-child interaction/communication

Praise ofien
“Tellchild ‘Tm proud of you: ‘good boy’ etc.
Buy things for good behavior

Use positive reinforcement’ for specific behavior

Reduce distractions

‘Warnings and reminders

House ules
Checklists

Notebook for eminders

Explain consequences

Explain that they have todo what required of them,
whats important

Explain how the childs behaviors make them (parents)

fel

‘Take away cell phones, video games

Give time out

Ground

Yell, scream at child

Slap on the hand orin other parts of the body

“Try to have fun together as a family

Provide careftenderness

Treatment interrupted
Difficultes with online therapy

Cannot start treatment

Behavior regressed
Increased screen time

Decreased social contacts, extracurricular activities

Increased child-care responsibilty

Disruption in daly routines

Decreased patience

Professional webs
Google:

Instagram

YouTube videos

‘WhatsApp parent groups

Computer

Phone

Difficulty finding online information about practical

strategies

Exemplar responses

“Afir a pediarician, took 3months to see a neurologist who told
me tosee  psychiatrst, which took 5 months.Sill waiting for a
psychologist to doa test”

“They all had diferent diagnosesfor my son”

“Lonew my davghter was struggling, but 1 thought was st the
phase. I talked 0 a doctor after school made me.”

Ut hard for me to accept”

“Fworry that she will not b able o stay in school”

“There are many familcs that are ashamed.”

“Some families are slow to accep the child hasdiffcultis”
“Fanilies areafvai that children with ADHD will not be abl to

Learn

“Instead of going t0 @ doctor; familis look for educational
profissionals for a diagnosis”
“They think that the symptoms will disappear with time and that it

isa learning problen.

s a struggl to find professionals who takes health insurance.”
“There s a lack of specialists. When 1 find them, they do not have

opening

“My child had therapy - he played games and did drawings”
“The therapist would talk to my hild,but not sure what”
“The therapist usually meets with my hild but tals 10 me
sometimes”

“Yes, I partcipated in behavior management training”

“We can convincethe fanilies 0 ook for help, sometines manage
o get an appointmentat aclinic that accept public health
insurance, butthen families do not have money for bus fcket 10 gt
there”

“For many familes, gettng food s theirpriorty, and they do not
think attending o the childs behavior problen s ot that
important’”

“Specalsts do not have appointments available, il many months
ahead”

“Theygo 10 a doctor, who barely evaluates and gives medication
hats fe through public insurance - isperidone instead of Rialin”
“Parents go to psychopedagogues forhelp, without Kowing they
specializesinlearning problenns”

“Many ask about phytotherapies and homeapathy”

“Parents do not accept the diagnosis and say in my time there was

o such hing’ [as ADHDJ"

“My child lacks focus and forgets what he was doing in the midle
of the task”

“He runs around and talks a lot - cannat st sl during a meal”
“Does things withou thinking. When we talk about it he knows
what e did wrong, but then does it again.”

“My childis very emotional”

“He getshurt very easily” “Heis very insecure”

It takes long time to do homework.”
“My child has problems at school, especally with wring”
“Mychild gets angry at her riends with ltle things, and does not
want to play with them anymore

“Heis very happy: and sometimes over the p - ths rives people
anay’”

“Lhave to repeat fifty thousand times and he stilldoes o listen.”
“He never cosesthe doo, never brings his towel 0 the shower
Ftold him so many times.”

“His opposition o rules s very siressul”

“We argue about homework allthe time - he procrastinates”

My hild s loving,but isimpusiviy disturs the peace ofthe
ity

“He needs constan attenton - wants o talk and show us things ll
the time”

s brother does ot understand hin - ets anvoyed and fighs
with i alot”

0 do ot have a social e anymare. We cannot even goto church

because he will ot sit il

“Icannot take it anymore.”
“Iin exhausted:”

“Isometimes think I'n horrible -t not the way I was raised”
“Lhave no escape valve atall, it very hard”

“Nobody takes care of me, it hard:”

“WWe know that he has ADHD, but do not know exactly what

ADHD is and how it isdiffrent from a disobedient chid:

“We want practicalinformation - on how o approach and deal

with my child”
“I want something simple - like how I can get my child get started.

on homework”

“When you as a parent lose your limit, what do you do?"

1 getstessed and angry - do not know what else 10 do to get my.
childs attention.”

“Iin affaid to paise - t could have negative effects”

“Ido not know how to help my chid with his schoolwork.”
“My biggest concern isthat f he does not learn ow to deal with
hese symptoms, he will not be able o take care of himselfas an

adut?

“Parents need to know how t0 support their child outsde school”
“Parents need to wnderstand that treatment takes time, and the

chitd will ned support throughout mach of thir school e

“Parents need o know

¢ o organize things at home and set up a
routine:
“Parents need to understand that a child with ADHD needs help,

cannot do things alone”

“Familis need to really understand what a child with ADHD is
like?

“Wesee a lot of ADHD children with parents thinking they are
autistic”

“Parents are worried about ADHD treatment, because they think
medications are addictive, are used at parties and can illthe
ahild”

“Parents need tolearn how to reac 1o their child and how to help
the child diferently”

“Parents need o listen 10 how the child feels and build trust”

“Oh, 1 aways praise him. 1 el him you are wonderful, yo are
smart and all that”

L buy him ice creanm sometimes”

“When he doessomething well, he asks for  toy, i i in my budgel,
Touyit”

It is amazing how well e responds to poitive reinforcement;

Alays . when he s schoolwork, 1 take away st ryto
puthin ina guicte plac,away fons he door and windon:
“What  Havelearned i my daily I, which wasa tp from the
teacher, s how 1o give the command”

0l i t write down hings he does ot want o forge”

“Try 10 have him use checklsts and cell phone alarms”

“Usually,we try to explain what's right and what' wrong”
“ tell him about consequences,like what happens when he does not

do homework”

“Sometimes 1 threaten him -'f you continue like this, 1 will take
away the cel phone and video game'”
“I make her stand still and think for 5 min.”

“Lask her to reflct and, depending on her behavior, I ground her”

“We nd up yelling and fighting with i tryingtoshow i hat
heis wrong’

Give afow slaps on the bute”

“She crieshe his,then 1 lp hertoo”

“IWe are rying 0 connect better with him.”

“The therapist stopped treatment in person when the pandemic hit
last year”

“We are waiting for a psychologist o conme back afier this pandemic
to.do the test with him”

“He got worse during the pandemic”

“He has so much energy from being home and is out of control”

1 got sressed secing him on the computer and cell phone all the
time?

“Making hitm pay attention to online classesis very stressf.

“He cannot do online clases on his own, then I cannot do my
work”

“The pandemic made it diffcult for us fo et along with each other”

ook for Instagram groups o try 0 understand my hilds
conditon.”

“Hooked at the ABDA website and found some artices and books”™
“Ltry 0 ook around forinformation online. 1 fel that doctors and
vescarchers know a ot, but its ot being passed on t0 hose who
really need t”

U follow several websites that gives information abou the disorder,

but Lalready know llthat. I harder to find information that

helps me with my chid; everyday behavio
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