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ABSTRACT 

 

Attention-Deficit/Hyperactivity Disorder (ADHD) is a prevalent 

neurodevelopmental condition that often challenges and family dynamics and 

parenting practices. This study aimed to design and evaluate a Brief Individual 

Parental Training Programme tailored for mothers of children with ADHD. The 

intervention was designed to increase mothers’ understanding of ADHD, strengthen 

their perceived family support, enhance parenting strategies, and promote positive 

interactions between mother and child. An exploratory sequential mixed-methods 

design was employed, beginning with a qualitative phase to explore the 

phenomenon, followed by a quantitative phase to examine prospective outcomes 

through pre- and post-test comparisons. The sample comprised thirty mothers of 

children aged 6–10 years diagnosed with ADHD, of different categories    was 

collected from Community Based Disability Management and  Rehabilitation 

Programme(CDMRP), Psychology Department, Calicut university and Convenient 

sampling was used. The research was conducted in two phases: Phase I involved the 

development of the intervention module and its validation through a pilot study, 

while Main Phase comprised the implementation of the main study. Pre-intervention 

assessments were conducted for both children and their mothers. The Binet–Kamat 

Test of Intelligence (BKT)was administered to rule out intellectual disability, the 

Conners Parent Rating Scale Revised (CPRS)was used to confirm the diagnosis of 

Attention-Deficit/Hyperactivity Disorder (ADHD), and the Child Behavior 

Checklist (CBCL)was employed to assess behavioural problems. For the mothers, 

the General Health Questionnaire–28 (GHQ-28) was administered to screen for 



 

psychiatric concerns, the Parental Stress Index (PSI)was used to measure stress 

levels, and the Alabama Parenting Questionnaire (APQ) was employed to evaluate 

parenting practices. 

Following these assessments, two checklists were administered sequentially: 

the ADHD Awareness Checklist, which assessed maternal knowledge about 

Attention-Deficit/Hyperactivity Disorder (ADHD), and the Family Dynamics 

Checklist, which explored perceived support and family relationships. Subsequently, 

mothers participated in an eight-session Brief Individual Parental Training 

Programme. The sessions incorporated psychoeducation on Attention-

Deficit/Hyperactivity Disorder (ADHD), strategies for managing child behaviour, 

approaches to strengthening family dynamics, and techniques for improving 

mother–child interactions through structured activities. 

Post-intervention assessments, conducted using the Alabama Parenting 

Questionnaire (APQ) and Conners Parent Rating Scale Revised (CPRS), indicated 

significant improvements in maternal awareness of Attention-Deficit/Hyperactivity 

Disorder (ADHD), parenting practices, and family interactions. These findings 

suggest that the Brief Individual Parental Training Programme is both feasible and 

effective in supporting mothers of children with ADHD, with potential for 

integration into clinical, educational, and community mental health settings. 

Key Words: Attention-Deficit/Hyperactivity Disorder (ADHD), Brief Individual 

Parental Training Programme, Family dynamics, Mother–child relationship, 

 



 

സാരാാംശാം 

ADHD ബാധിച്ച കുട്ടികളുടെ മാതാക്കടെ സഹായിക്കുന്നതിനായി Brief Individual Parental 

Training Programme  രൂപകല്പന ടെയ്ത് ഫലപ്രാപ്തി വിലയിരുത്തുകയായിരുന്നു 

പഠനത്തിടെ ലക്ഷ്യം. ഇെടപെലിന് മുമ്പായി ബിടനറ്റ്–കാമത് ബുദ്ധിമുട്ട് പരിശ ാധന, 

ശകാൺശനഴ്്‌സ് ശേറ്റിംഗ് ടെയിൽ–േിവവസ്ഡ്, Child Behavior Checklist എന്നിവ 

കുട്ടികെിൽ നൽകി. മാതാക്കെിൽ General Health Questionnaire–28, Parental Stress Index, 

Alabama Parenting Questionnaire എന്നിവ നെത്തി. തുെർന്ന് ADHD അേിവിനം 

കുടംബാന്തർബന്ധങ്ങൾക്കും രണ്ടു ടെക്കലിസ്റ്റുകൾ നൽകി. 

എട്ട് ടസഷനകളുള്ള ഇെടപെൽ മാതാക്കെിൽ വസശക്കാഎജ്യുശക്കഷൻ, കുട്ടികളുടെ 

ടപരുമാറ്റ നിയന്ത്രണരീതികൾ, കുടംബാന്തർബന്ധങ്ങളുടെ  ക്തീകരണം, മാതാവ്–കുട്ടി 

ബന്ധം ടമച്ചടെടത്തൽ എന്നിവ ഉൾടെടത്തി. ഇെടപെലിന് ശ ഷമുള്ള വിലയിരുത്തലുകൾ 

ADHD അേിവിലും രക്ഷ്ാകർതൃതവ രീതികെിലും കുടംബാന്തർബന്ധങ്ങെിലും ഗണയമായ 

പുശരാഗതി പ്രകെിെിച്ചു. 

ഫലങ്ങൾ സൂെിെിക്കുന്നത്  മാതാക്കടെ സഹായിക്കുന്ന പ്രാശയാഗികവം ഫലപ്രദവമായ 

ഇെടപെലാടണന്നും, അത് ക്ലിനിക്കൽ, വിദയാഭ്യാസ, കമ്മ്യൂണിറ്റി മാനസികാശരാഗയ 

ശമഖലകെിൽ പ്രാവർത്തികമാക്കാവന്നതാടണന്നും ആണ്. 

സൂെകപദങ്ങൾ: ശ്രദ്ധ കുേവ് / അമിത ൊഞ്ചാട്ട വയാധി (ADHD), മാതൃതവ പരി ീലനം, 

രക്ഷ്ാകർതൃതവ രീതികൾ, കുടംബാന്തർബന്ധങ്ങൾ, മാതാവ്–കുട്ടി ബന്ധം. 
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Introduction 

The present chapter provides brief descriptions on key themes of the present 

research. The following sections provide accounts of the History of Attention Deficit 

Hyperactive Disorder (ADHD), current diagnostic features, prevalence, co 

morbidity, causes, and theories regarding ADHD. Additionally, it outlines the 

concept of Parent training programme. At the end, the chapter concludes with   

objective, hypothesis and intervention process.   

1. A Brief History of Attention Deficit/ Hyperactivity Disorder (ADHD) 

Hyperactive reaction of children was the original name for 

ADHD(APA,1968).The American Psychiatric Association (APA) did not officially 

recognize it as a mental illness until the 1960s.In the 1980’s the diagnosis was 

renamed “attention deficit disorder with or without hyperactivity.”(APA,1980)Sir 

George Frederic Still, a British paediatrician, first described “an abnormal defect of 

moral control in children” (Still,1920).He discovered that while some impacted 

children were nonetheless intellectual, they were unable to regulate their behavior 

like other children.  Barkley (1990) said that many children were coming from 

problematic families and inadequate upbringing. For good prognosis he encouraged 

special environment for young people. 

According to the American Psychiatric Association (1968,1980), did not 

recognize ADHD in the first edition of the Diagnostic Statistical Manual of Mental 

Disorder (DSM). It was only in 1968, with the release of Diagnostic and Statistical 

Manual of Mental Disorders, Second Edition (DSM-II), that the disorder was 
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formally introduced under the name “Hyperkinetic Reaction of Childhood” for the 

first time. By 1980 the Diagnostic and Statistical Manual of Mental Disorders, Third 

Edition (DSMIII) renamed it to attention deficit disorder (ADD), reflecting evolving 

scientific consensus that attentional problems rather than hyperactivity were central 

to the condition. At that time scientists believed hyperactivity was not a common 

symptom of the disorder. 

The American Psychiatric Association (1980) created two subtypes of ADD: 

ADD with hyperactivity, and ADD without hyperactivity. The American Psychiatric 

Association (1987) later released a revised version of the Diagnostic and Statistical 

Manual of Mental Disorders, Third Edition (DSM-III). They renamed it attention 

deficit hyperactivity distinction. Instead of identifying subgroups of the disease, the 

American Psychological Association consolidated the three symptoms of 

hyperactivity, impulsivity, and inattention into a single list.  

Attention Deficit/ Hyperactivity Disorder (ADHD) existed throughout life, 

but under several titles. Ebaugh (1923) was one of the first to look into this subject. 

The disease known as “epidemic encephalitis “and its impact on teenagers 

captivated Dr. Ebaugh, a physician and the director of the Philadelphia general 

hospitals near Psychiatric Department.  

Many teenagers in North America experienced behavior and cognitive 

impairment similar to signs of Attention Deficit/ Hyperactivity Disorder (ADHD) in 

1917-1918 as a result of an encephalitis outbreak. Children with same disease were 

prone to arguments, hyperactive, impulsive, chatty, moody, irritable, uncontrollable, 

and experienced sleeplessness were found by Ebaugh. He reported first about 
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hyperactivity/hyperkinesis phenomena. For many years ie at least 70years 

hyperactivity was changed from one name to another and in the last 30years.  

Charles Bradley’s (1937) used the term, “organic behavior syndrome” for 

“restlessness,” “irritability,” and “over activity.”  

According to Barkley (1990), beginning in the late 1930’s researchers studied other 

causes of behavioral expression of brain injury in children. In that they found out 

that hyperactive children presented similarities to that of frontal lobe lesions who is 

having pathological deficit. This concept of brain injured child transferred to 1940’s. 

In “Minimum Brain Damage” (MBD) condition children were educated with 

minimal stimuli, in regulate classroom condition. In present condition we now know 

that stimulation is the desired treatment environment for these disordered children. 

According to Strauss& Werner (1941) and Strauss & Lehtinen 1947), also in the 

1940’s, the behavioral term of “distractibility” gets up to popularity. 

The theory of Minimum Brain Damage (MBD) became less important in 

1950’s and 1960’s because it became too unclear, too comprehensive and of little 

help for further prognosis. After that too many terms came to explain cognitive, 

learning and behavioral disorders. (Cognitive disabled (CD), Learning Disabled 

(LD), Behaviorally Disabled (BD), etc.). In 1968 the idea the hyperactivity child got 

up to fame with explanation of excessive activity level and which gave the path into 

American Psychiatric Association’s DSM-II.  

Chess (1960) authored paper that gave importance to behavioral syndrome 

that may be the result of organic pathology. She gave explanation on less serious or 

pervasive behavioral problems. She encouraged a multi-modal approach including 
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parent counseling, behavioral modification, psychotherapy, medication and special 

education (Barkley, 1990). 

More than 2000 published studies gave importance to hyperactivity but 

impulsivity came into discussion with short attention span, low frustration, 

distractibility and aggressiveness (Pooley, 1995 as cited in Barkley, 1990). At that 

time Barkley (1990) criticized regarding the above theories with lack of evidence. 

In 1970 there was a fast increase in the use of medication for hyperactive 

children with more importance to national publicity about the Ritalin treatment. 

During this time period Congress passed the Vocational Rehabilitation Act of 

1973(Public Law, 93-112) and in the same time actions came to highlight the 

nation’s awareness of disabilities (Pooley, 1995, as cited in Barkley, 1990) 

In overall observation, the 1980’s and 1990’s have given rise to considerable 

literature, an explosion of learning intervention strategies and more clearly defined 

diagnostic criteria. This actually recommend growing public and professional 

concern about this prevalent childhood disorder. 

Although girls are not inherently less vulnerable, boys are more than twice as 

likely as girls to receive an ADHD diagnosis. Females with ADHD are likely under 

diagnosed for a variety of reasons, including some differences in symptoms and an 

unequal focus on males in research (Quinn & Madhoo, 2014). 

1.1Description of the condition 

Children with attention deficit hyperactivity disorder experience impulsivity, 

hyperactivity, and inattention due to physiological changes in th brain. Preschoolers’ 

https://www.healthline.com/health/adhd/adhd-in-women
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difficulty to follow basic instructions and increased distraction are signs of 

inattention and increased distraction are signs of inattention. Their incapacity to wait 

in queue and take turns as well as their aggressive reactions to little issues, were 

characteristics of impulsivity. Constant fidgeting, difficulty setting down for quiet 

pursuits, and an incessant need to move are some of the symptoms of hyperactivity. 

Barkley,1990 cites Hopkins-Best,1999)  

ADHD is identified using the Diagnostic and Statistical Manual of Mental 

Disorders, Fifth Edition, Text Revision (DSM-5-TR), diagnostic criteria. An ongoing 

pattern of hyperactivity-impulsivity and /or inattention that impedes development or 

functioning and is typified by (1) and /or (2): 

In attentiveness For at least six months, six (or more) of the following 

symptoms have persistent to a degree that is out of line with development stage and 

has a direct detrimental influence on social and academic occupational activities:  

Note: Oppositional behavior, disobedience, aggression, or a failure to comprehend 

duties or instructions are not the only symptoms are necessary for older adults and 

teenagers(those who are 17years of age and older). a. Frequent overlooks important 

facts or makes thoughtless errors in assignments, jobs, or other tasks. 

An ongoing pattern of hyperactivity-impulsivity and/or in attention that 

impedes development or functioning and is typified by (1) or (2): 

1.Inattetnion: At least six of the following symptoms at a degree that deviates from 

developmental c stage and has a direct detrimental influence on social and academic/ 

occupational/activities, have persisted for at least six months.  
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Note Oppositional behavior, disobedience, aggression, or a failure to 

comprehend duties or instructions re not the only symptoms. At least five symptoms 

are necessary for older adults and teenagers (those who are 17 years of age and 

older). 

a.  Frequent neglects to pay attentive attention to details or makes thoughtless 

errors in assignments, work, or other activities (e.g.; misses or overlooks 

details work is wrong).  

b.  Frequently struggles to maintain focus on work or play activities (e.g. 

struggles to say attentive during extended reading lectures, or talks) 

c.  Frequently appears to be unresponsive to direct communication (e.g. mind 

appears elsewhere, even without and apparent distraction). 

d.  Frequently   disregards directions and does not complete assignments, 

chores, or work-related responsibilities (e.g. begins tasks but rapidly loses 

attention and is easily sidetracked). 

e.  Frequently struggles with organizing activities and tasks (e.g. managing 

sequential chores keeping materials and things in order sloppy, disorganized 

work, poorly managing time, missing deadlines). 

f.  Frequently avoids despise or is hesitate to perform tasks that call for 

prolonged mental effort (e.g. homework or schoolwork for older teens and 

adults completing forms reviewing lengthy papers, preparing reports). 
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g.  Frequently misplaces items needed for assignments or activities (e.g., school 

supplies, pencil, books, tools wallets, keys, documents, eyeglasses, cell 

phones). 

h.  Is frequently readily sidetracked by irrelevant stimuli which for older 

individual and adolescents may include irrelevant idea. 

i.  Frequently forgets to complete everyday tasks (such as running errands, 

completing housework, or for older people and teenager, returning calls, 

paying bills and keeping appointments). 

2.  Hyperactivity and Impulsivity: At least six of the following symptoms have 

been present for at least six months, to a degree that deviates from typical 

development and has a direct detrimental influence on social, intellectual, 

and vocational activities; 

Note: The symptoms are not limited to disobedience aggression, oppositional 

behavior or difficulty understanding tasks or directions. At least five symptoms are 

necessary for older adults and teenagers (those who are 17 years of age and older). 

a.  Frequently fidgets tap hands or feet or wriggles in the chair. 

b. Frequently gets up from their seat when it is required that they are in a 

classroom, office, or other workplace, or when they are in another situation 

that require them to stay in place). 

c.  Frequently runs around or climbs in improper places. (Note: This may be 

restricted to restlessness in adults or teenagers.) 



Introduction 

 8 

d. Frequently unable to calmly play or partake in leisure activites. 

e. is frequently “on the go”, behaving as though “driven by a motor” (for e.g. 

unable to remain motionless for long periods of time, as at meetings or 

restaurants may be perceived by other as restlessness or challenging to keep 

up with). 

f.  Frequently talks too much  

g.  Frequently answers questions before they are finished (e.g. finishing people’s 

sentences; unable to wait for turn in discussion). 

h.  Frequently finds it difficult to wait their turn such as when standing in queue 

i.  Frequently interrupts or interferes with other people e.g, butts into games, 

talks, or activities, utilizes other people’s belongings without permission, or 

in the case of teenagers and adults, interferes with or takes over what others 

are doing). 

B.  A number of hyperactive-impulsive or inattentive signs exited before the age 

of twelve. 

C.  Multiple Hyperactive impulsive or inattentive symptoms occur in two or 

more contexts (e.g, at work school, or home, with friends or family in other 

activities). 

D.  It is abundantly evident that the symptoms impair or interfere with social, 

intellectual or professional functioning.  
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E.  No other mental illness (such as a mood disorder, anxiety disorder, 

dissociative disorder, personality disorder, substance intoxication, or 

withdrawal) can better explain the symptoms, nor do they only arise 

throughout the course of schizophrenia or another psychotic disorder. 

Indicate if; 314 (F90.0) Presentation that is mostly inattentive; if during the previous 

six months, Criterion A1(in attention) is satisfied but Criteria A2(hyperactivity- 

impulsivity) is not.  

314.01(F90.1) Presentation that is primarily hyperactive and impulsive; if, during 

the previous six months, Criterion A1(inattention)has not been met but Criterion A2 

(hyperactivity, impulsivity) is.  

Indicate if: Partial remission occurs when the symptoms still affect social, academic, 

or professional functioning even after the complete requirement have been satisfied 

for the previous six months. 

Indicate the present level of severity:  

Mild: Only mild functional impairment is caused by symptoms, and there are few, if 

any symptoms beyond those necessary to make the diagnosis. 

Moderate: “mild to severe” symptoms or functional impairment are present.  

Severe: Many symptoms in excess of those required to make the diagnosis, or several 

symptoms that are particularly severe, are present, or the symptoms result in marked 

impairment in social or occupational functioning (American Psychiatric Association, 

2013) 

Unique features and characteristics 
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Inattentive   Nature 

• Finding difficulty to focus   attention to details or make faults in school work 

or in other work. 

• Frequently finding difficulty in maintaining attention in tasks or play 

activities and find it hard to finish it. 

• Often appear as if their mind is elsewhere or as if they are not listening or did 

not hear what has just been said. 

• Finding difficulty to systematically order activities and tasks 

Hyperactive Nature 

• Features   show as impatient, twist, or turn body in a seat, not seated for 

some time when situation demands, running so much, climbing here and 

there in not appropriate situation, not able to play quietly in free time, always 

move like driven by a motor or talk a lot.  

Impulsive nature 

• They include impaired executive functioning, poor sustained inhibition, poor 

behavior control, the inability to postpone gratification or delay a response, 

and the inability to suppress dominant or powerful reactions. 

• They involve in endanger situations. 

• They have unintended poisoning and wound are common in Attention-

Deficit/Hyperactivity Disorder (ADHD) children.  
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• They   demolish other things more frequently than other children.     

• They find it difficult to hold back in a line or in a group before doing an 

activity  

• They are very rigorous and take short cuts in job performance 

• They talk very insensitively without understanding others’ emotions  

• Their answers are always loud with impulsive response and interfere the 

conversation in the common place 

• They have deficiency in domains of adaptive functioning and academic 

achievement skills 

• They have difficulty in speech pragmatics (story recall, verbal fluency, poor 

rule governed behavior, mild to moderate difficulties in thinking), verbal 

working memory, and deficit in planning ability. 

• They have difficulty with emotional regulation 

These   behaviors would exhibit in many different situations includes home, 

school, work and social situation. To make the diagnosis we have to find the 

problem minimum in two different situations. It is strange in situation to show 

behavior problem same in all events. Behavior problems get severe in situation 

where sustain attention or   mental effort or that lack essential or novelty. (e.g., 

listening to classroom teachers, doing classroom assignments, listening to or reading 

lengthy materials, or working on monotonous, repetitive tasks). 



Introduction 

 12 

But Attention-Deficit/Hyperactivity Disorder (ADHD) features are less in very strict 

control situations, new settings and also in very interesting activities ie in one-to-one 

situation or in situation where reward is possible   for appropriate behavior. 

(American Psychiatric Association, 1994). 

1.2 Prevalence of Attention Deficit Hyperactivity Disorder (ADHD) 

Estimates of prevalence for ADHD vary widely and are influenced by the 

assessment’s nature, sample technique, and population variables. According to a 

study by Venkata and Paniker (2013),11.32%of elementary school students had 

ADHD.it was shown that the prevalence was higher in males (66.7%) than in 

females (33.3%). It was discovered that the prevalence was 6.84%amongthe medium 

socioeconomic group and 16.33%among the lower socioeconomic group. The age 

group of 9 and 10 years old had the highest frequency. By Chauhan et al. (2022) 

other ADHD studies was conducted in different parts of India also suggested 

prevalence between 2% to as high as 17%. In numbers, it is estimated that 10 million 

Indian children are diagnosed with ADHD annually. 

Comorbidity between Attention-Deficit/Hyperactivity Disorder (ADHD) and 

conduct problems is high. In the British Child and Adolescent Mental Health 

Survey, 27% of those with conduct disorder (CD) and 26% of those with 

oppositional defiant disorder (ODD) also qualified for a diagnosis of ADHD, and 

more than 50% of those with ADHD had a comorbid behavior disorder (Ford, 2003). 

In the mid-school years most common comorbid diagnoses with Attention-

Deficit/Hyperactivity Disorder (ADHD) during early childhood are oppositional 
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defiant disorder, enuresis and language disorder, and anxiety and tics. In 

adolescence mood disorder and substance use disorder are observed. Many children 

with Attention-Deficit/Hyperactivity Disorder (ADHD) have a specific learning 

disorder. Antisocial behaviour in later life was also appeared to precede in early 

conduct problems. (Solanto et al., 2023; Ghanizadeh, 2010; CDC, 2024). Farrington 

(1995) estimated that it is possible to predict over half of future recidivist 

delinquents based on their aggressive behaviour and a family's ineffective child 

rearing practices. The precise relationship between conduct disorder or oppositional 

defiant disorder and Attention-Deficit/Hyperactivity Disorder (ADHD), especially 

the mechanism of development of antisocial behaviour in children with ADHD, is 

not, however, fully understood. 

1.3 Etiology of Attention-Deficit/Hyperactivity Disorder (ADHD) 

The cause of ADHD has been described in various theories. Most of the 

researchers admit that there is no single reason for ADHD. Rather than there is a 

combination of factors related to hyperactivity in various degrees to cause the 

disorder. These factors may include brain damage; poor or inadequate prenatal 

nutrition and care; maternal alcohol or drug consumption during pregnancy; 

malnutrition; abusive home environments; genetic factors; high levels of stress; food 

additives or allergies; and physical, neurological, or psychiatric conditions 

(Sealander et al., 1993). According to Schwiebert& Sealander (1995), in their study 

indicated that knowing the reason   of the disorder often facilitate the   acceptance of 

the disorder and increase the readiness to do various interventions. 
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In another study   by C. Johnston, E.J. Mash (2001) indicate on 

developmental psychopathology of Attention-Deficit/Hyperactivity Disorder 

(ADHD). It incorporates and assesses the existing knowledge regarding the traits of 

families linked to attention deficit/hyperactivity disorder (ADHD)in children. 

Research indicates that children with Attention-Deficit/Hyperactivity Disorder 

(ADHD) are more likely to experience stress and psychopathology as parents, 

especially when ADHD co-occurs with conduct issues. They are also more likely to 

experience disruption in family and marital functioning, disrupted parent child 

relationships certain patterns of parental cognitions about child behavior, and 

decreased parenting self-efficacy. The review does, however, show that little is 

understood about the developmental mechanisms behind these correlations or the 

ways in which family and child variables interact to influence outcomes across time. 

Furthermore, nothing is known about how gender, culture, and Attention-

Deficit/Hyperactivity Disorder (ADHD) subtype affect the relationship between 

ADHD and family factors. The study ends with suggestions on the need for more 

research to support an understanding of Attention-Deficit/Hyperactivity Disorder 

(ADHD) from the standpoint of developmental psychopathology.  

According to a different study by Dr. John Durall, which Barkley (1997) 

cites, there is a neurobiological MA development delay in very particular parts of 

the brain’s prefrontal cortex that deal with self-regulation.  Studies have begun 

comparing MRI images of the brain with results from psychological tests that gauge 

inhibitory response inhibition. The findings also indicated a correlation between 

response inhibition on psychological tests and Magnetic Resonance Imaging (MRI), 
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which frequently reveals a smaller right globus Pallidus and right Caudate Nucleus 

the brain’s right cortical striatal -thalamic- cortical circuitry.  

In adding together, infancy period stages of brain development produce 

excitatory messages cause a high level of motor activity with increased level for 

exploration. As the child grows the excitatory messages decrease and replaced with 

inhibitory messages. But Attention-Deficit/Hyperactivity Disorder (ADHD) child 

has lack of inhibition problem. The Brain’s braking or inhibitory mechanism 

depends heavily on dopamine, a neurotransmitter that transmits messages across 

synapses. However, researchers discovered that in the brain of Attention-

Deficit/Hyperactivity Disorder (ADHD) hyperactive boys, concentration stay high 

and do not correctly decrease with maturity. Even other studies also support this 

theory such as   brain imaging studies, PET and SPECT scans, have also shown 

support of either structural or functional differences in an Attention-

Deficit/Hyperactivity Disorder (ADHD) child’s brain (Durall,1999). 

In another study by Quinn (1995) neurobiological dysfunction may be the 

result of dysregulation of certain neurotransmitters, such as dopamine or 

norepinephrine, which modulate information processing to the brain. 

In American Psychiatric Association (1994), without co-morbidity, 

Attention-Deficit/Hyperactivity Disorder (ADHD)’s features include inattention to 

others’ instructions or interactions, forgetfulness, impulsiveness, difficulties with 

organization or structure, mood lability, and low frustration tolerance, which may 

result in behavior. 
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According to Barkley (1990) view attention deficit hyperactivity disorder 

(ADHD) as a motivational deficit, rather than purely a problem of attention. 

Learning disability visible with situational variability that is in some areas of 

learning are easily mastered, while others remain elusive. Changes in behavior may 

not be seen when the child is alone and also in activities which is interesting for the 

child. Behavior problems would be less if demands were not placed on them. 

According to Barkley, term “rule governed behavior” it is very difficult to deal with 

attention deficit hyperactivity disorder (ADHD) child due to their conflict starts 

unavoidably. They also have difficulty in understanding the rules which is required 

in social or school situation, often results in interpersonal conflicts with peers or 

powerful figures. The outcome was also non-compliance, oppositionality, or 

manipulative-type responses, which are tied to the child’s inability to self-regulate. 

According to Henely (1998, as cited in Barkley, 1990) a cycle of conflict and 

negativity becomes inseparably bound up with the child’s relationship to others.  

 1.3.1Neurobiological Models of Attention Deficit Hyperactivity Disorder 

(ADHD) 

The Genetic factors for attention deficit hyperactivity disorder (ADHD) 

According to Faraone et al. (2005) studies indicate that there are 76% of 

heritability of family, twin and adoption studies of ADHD.  Dopaminergic genes 

were more common in genetic studies. According to Heijtz et al. (2007) studies 

show Polymorphisms in the dopamine D4 receptor (DRD4), the dopamine 

transporter (DAT) and Beta-Hydroxilase (DBH) have been related to ADHD. 



Introduction 

 17 

The Neuroanatomical basis of Attention Deficit Hyperactivity Disorder 

ADHD) 

Studies found that the there is a reduction in total cerebral volume, the 

prefrontal cortex, the basal ganglia, the dorsal anterior cingulated cortex, the corpus 

callosum and the cerebellum. In Fronto-Striatal-Cerebellar Circuit Sowell et al. 

(2003) and  Sonuga-Barke (2002) identified abnormalities in the limbic-fronto-

striatal circuit. Shaw et al. (2007) reported there is a delay in Cortical maturation.  

The Neurochemical basis of attention deficit hyperactivity disorder 

(ADHD): 

Swanson et al. (2007), ADHD symptoms would increase in 

hypodopaminergic functions. Other theories suggest dysregulation in the dopamine 

transmission between the Prefrontal cortex and the Striatum causes ADHD cognitive 

deficits (Solanto, 2002). Moreover, hypofunction of noradrenaline and serotonin 

also associated with ADHD symptoms. 

1.3.2Neuropsychological Models of Attention Deficit Hyperactivity Disorder 

(ADHD) 

The Executive Dysfunction theory: 

Alvarez & Emory (2006) theory recommend that there is deficiency in the 

management processes such as planning, sequencing, reasoning, holding attention to 

a task which controls the “lower level” cognitive operations, such as language, 

learning and action results in ADHD symptoms. Such anomaly is caused in the 
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fronto-parietal and frontostriatalneural networks. However, the theory fails to 

identify the exact locus of dysfunction 

Behavioral/Response Inhibition Theories: 

According to Barkley (2005) studies attention deficit hyperactivity disorder 

(ADHD) has important dysfunction is failure to inhibit responses. Nigg (2001) 

stated that there are two distinct types of inhibition in ADHD: (1) executive 

inhibition and (2) motivational inhibition. Gray projected two components of 

motivational inhibition (MI): a Behavioral Inhibition System (BIS) and a Behavioral 

Approach System (BAS). Both systems fall under the reward drive component in 

impulsivity (Dawe and Loxton, 2004). 

Working Memory Deficits Theory: 

According to studies of Levy and Farrow (2001), Rapport et al. (2008) and 

Martinsen et al. (2005) in attention deficit hyperactivity disorder (ADHD), working 

memory is overloaded by external stimuli resulting in avoiding behavior and it is not 

restricted to the Central Executive but also extend to visual and phonological sub-

domains. Larger deficits in spatial working memory than for verbal working 

memory in attention deficit hyperactivity disorder (ADHD) has been reported. 

The Optimal Stimulation Theory: 

Hebb (1955) and Leuba (1955) proposed that the brain needs stimulation to 

maintain its functioning. Individual try to control their own effective amount of 

stimulation by altering their activities or attentional focus when internal and external 

stimulation are insufficient. If such behavior still unable to produce an optimal 
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arousal, then their attention, motor inhibition, and ability to allocate effort to a task 

are compromised (Banaschewski et al. 2003). 

The Cognitive-Energetic Model: 

The model comprises three components: (1) computational processes - low-

level cognitive acts that include encoding, search, decision, and motor organization 

(2) energetic pools include effort, arousal, and activation (3) management and 

evaluative mechanisms - include planning, monitoring, error detection/correction, 

and behavioral inhibition. The effort and especially the activation of energetic pools 

found to have deficits in children with attention deficit hyperactivity disorder 

(ADHD) (Sergeant, 2000). 

The Delay Aversion Model: 

According Sonuga-Barke et al. (1992) most of the attention deficit 

hyperactivity disorder (ADHD) children select immediate reward than delayed 

reward. Green et al. (1996) in Luman et al. (2005) suggested that increased temporal 

discounting effect in ADHD has been suggested to be the base of impulsivity 

symptoms. Luman et al. (2005), states that ADHD child might be able to give more 

attention in video games than learning math due frequent delivering reward system.  

 The Dual-Pathways Model: 

There are two distinct pathways in attention deficit hyperactivity disorder 

(ADHD) pathophysiology: one characterized by executive function deficits – related 

to the associative fronto-striatal circuit and the other by delay aversion related to the 

limbic fronto-striatal circuit (Sonuga-Barke,2002). The dual-pathways model, 
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categorizes neuropsychological ADHD deficits in two groups: cool processes and 

hot processes. The cool processes refer to ‘top-down’ cognitive control over 

behavior – brain regions involved in these processes are frontal regions. The hot 

processes refer to emotional and motivational aspects controlled by limbic-cortico-

striato-thalami co-cortical circuits, which are highly modulated by dopamine 

mesolimbic branches. 

 The Dynamic Developmental Theory of Attention Deficit Hyperactivity 

Disorder (ADHD): 

According to Sagvolden et al. (2005), altered reinforcement of novel 

behavior and deficient extinction of insufficient behavior are the two primary 

behavioral mechanism that underline many of the symptoms of ADHD. On schedule 

ADHD symptoms arise when socially appropriate behavior is not encouraged. 

Extinction happens when the reinforcer is no longer delivered and the response is 

not elicited.  Reinforcement and extinction processes are hypothesized to be the core 

problems in ADHD. 

 A Hybrid model of the nature of Executive function 

Barkley (1997) proposed that behavioral inhibition which is the foundation 

on which the four executive functions depend. Reconstruction affect/ motivational 

/arousal regulation, verbal working memory and nonverbal working memory are 

these four function. All of these are thought to be secret, self-directed behavioral 

patterns that produce internally represented information and have a regulating effect 

on the model’s sixth element, the motor control and execution system. Because of 



Introduction 

 21 

these executive processes, behavior can be directed towards hypothetical future 

events and effectively bridge delays in cross-temporal dependence through forms of 

inner action.  They also give rise to a new form of sustained responding, apart from 

that form controlled by the immediate prevailing contingencies. Time, timings and 

timeliness then become important concept in understanding such goal directed 

behavior and in determining it making time and social future in a way the central 

executive. The ultimate purpose of these executive actions and the self-regulation 

relative to time they provide is the net maximization of long-term consequences for 

the benefits of the individuals self-interest. 

1.4 Issue Regarding Diagnosis 

According to Jadad (1999b) the diagnosis of ADHD has motivated 

significant debate and sometimes strong and conflicting views. The use of enlisted 

diagnostic criteria, such as the DSM-IV (APA 1994) or ICD-10 (WHO 1992), may 

reduce such bias. Professional and national bodies that are concerned about the 

importance of thorough and accurate attention deficit hyperactivity disorder 

(ADHD) diagnoses have issued guidelines to encourage good practice (American 

Academy of Paediatrics 2001; SIGN 2009; Pliszka 2007; NICE 2008). 

Even in other studies shows that preschool diagnosis of attention deficit 

hyperactivity disorder (ADHD) is problematic because of lack of data in diagnostic 

practice exist (Sonuga-Barke, 2003a). According to Lahey (2004) verified that many 

four to six years old continue to meet ADHD diagnostic criteria three years on, 

because of high parental expectation about the severity of the condition and extend 

impairment it can cause. According to Sonuga-Barke (2003a), in other way even 
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where particular symptom levels are judged to be out of the normal range for that 

age, this might be brief and reflect normal step-wise or non-linear competency 

development. It is also uncertain that systematic and diagnostic way assessment in 

this age group could be problematic. It would be difficult to determine whether any 

behavioral and symptom changes brought about by the intervention happened in 

children who were actually at risk of developing ADHD as opposed to those who 

had opposition defiant disorder, conduct disorder, or were merely going through a 

specific development stage if there were no clear diagnoses for ADHD. 

1.5 Typical Therapy Approaches  

Studies shows that no single treatment     will be effective in attention deficit 

hyperactivity disorder (ADHD). According to Gomez and Cole (1991) another 

common intervention for children with ADHD is behavioral interventions. In 

general, behavioral intervention fall into two categories: (a) antecedents of behavior 

and (b) repercussions of behavior. The task the environment, and the events leading 

up to the behavior are all covered by the antecedents setting and environmental 

design aspects of the work, such as the class type (e.g.; regular versus special class), 

setting arrangement, and the structure of the setting are example of antecedent 

circumstances. Contingency management is used in consequence intervention. 

Contingency management, or the application of consequence based on certain child 

behavior has included interventions including home-based 

According to Schwieber and Sealander (1995) additional plan include group 

contingencies (strategies in which consequences for the whole group are contingent 
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on specific behaviors of individuals), peer mediated interventions, time-out, 

response-cost, and overcorrection. 

Kauffman (1993) asserts that overcorrecting, response-cost, and time out are 

all forms of punishment. Reducing unwanted behaviors with time-outs form positive 

reinforcement is a widely recognized and successful strategy. Care should be taken 

in planning and implementation of such a program (Schweibert& Sealander, 1995). 

Cost of response removing the student’s privileges or rewards is better kind of 

contingency. Another unfavourable outcome is overcorrection which forces the 

learner to either make amends or behave in a more proper manner.  

Another intervention, which are given at home and school. In other words, 

contingencies are programs that integrate parent and school initiatives to enhance 

children’s social behavior. A teacher usually fills out a three to five item checklist to 

determine whether the student has achieved the day’s behavioral objectives. The 

parents sign the report which is then sent home and returned. The parents provide 

the appropriate consequence at home by applying contingencies that have already 

been developed (Schwiebert& Sealander, 1995). The intervention would be effective 

if all are involved and understand the procedure.  

According to Gomez and Cole (1991); Kauffman (1993); Sealander et al. 

(1993) other area such as social and academic skill development are also important 

in treating ADHD symptoms. 

 According to Sealander et al. (1993) Peer-mediated interventions have 

several advantages over counselor/teacher-mediated strategies and may result in 
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important positive behavior changes. Benefits include the potential for students to 

study one another’s behavior more closely, the potential for behavior to be more 

broadly generalized across contexts and the potential for peer mediated intervention 

to save the counselor or teacher time 

According to  Black (1992) child diagnosed with attention deficit 

hyperactivity disorder (ADHD) need a broad treatment therapy plan that may or may 

not include medication. Central nervous system stimulants’ such as methlphenidate 

(Ritalin), dextromphetamone (Dexedrine), and permoline (Cylert), are often used 

medications when necessary. Compared to stimulants, antidepressants, clonidine, 

and monoamine oxidase inhibitors are less commonly utilized alternative drugs 

2. Parental Training Programme in Mothers of Children with Attention Deficit 

Hyperactivity Disorder (ADHD) 

One crucial element that attempts to improve the parent -child bond and 

lessen parental stress is the Parental Training Program. Various techniques are used 

to teach parents how to deal with difficult behaviors. Parent can benefit from this 

service by leaning practical strategies for enhancing their child’s abilities, handling 

difficult behaviors, and fostering their development. Programs for training parents 

can be set up as one on one or group sessions. The demands of parents and the goals 

of the parent training program should be developed along with the teaching 

materials that will assist the educational process prior to the planning of group or 

one on one sessions.  



Introduction 

 25 

In one of the studies seen that the parent training program was given to teach 

parents how to support their children naturally, rather than teach their children as a 

teacher would do (Fox & Binder,1990). Apart from these, the importance of parent 

training is revealed through pursuing, reinforcing the skills which are learnt at 

school, at home and the satisfaction they have out of helping their children’s 

development which proves the importance of developing and enforcing various 

parent training programmes (Fox and Binder, 1990). 

2.1General Parent training programmes based on reviews 

According to an evidence-based study by Johnston and Mash (2001), 

children with attention deficit hyperactivity disorder (ADHD) are more likely to 

experience stress and psychopathology as parents, especially when ADHD coexist 

with conduct issues. They are also more likely to experience disruptions in family 

and marital functioning disrupted parent- child relationships specific patterns of 

parental cognitions about child behavior, and decreased parenting self-efficacy. The 

development mechanisms behind these correlations, or the methods in which child 

and family factors are able to exert their effects across time, are likewise poorly 

understood, according to this research. Because of this little is known about how 

gender, culture and the kind of ADHD affect the relationship between ADHD and 

family factors.   

In another evidence based study on effective psychosocial intervention in 

Attention Deficit Hyperactivity Disorder(ADHD) Pelham (2008) indicate that 

Behavioral Parental training were more   effective  treatment  for ADHD. But 

according to Wells (2000) and NICE (2008) suggested that children with ADHD or 

https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6544776/#CD003018-bbs2-0156
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6544776/#CD003018-bbs2-0181
https://www.ncbi.nlm.nih.gov/pmc/articles/PMC6544776/#CD003018-bbs2-0153
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Hyperkinetic Disorder(HKD) had  multiple problems and comorbid disorders,  so 

multi model treatment will be effective.  

According to Pliszka (2007), parent training intervention was focused on 

psychosocial areas, such as cognitive and behavioral. These areas would help them 

in handling difficult child behavior problems. This was done through psycho 

educating parents about attention deficit hyperactivity disorder (ADHD) and how it 

affects their child performance and behavior. The nature of ADHD positive 

reinforcement techniques (such as paying close attention to appropriate behavior and 

play and ignoring inappropriate behavior), reward systems the use of “time out”, 

communication with teachers, and problem-solving planning are all covered in the 

ten to twenty weekly sessions that last one to two hours.   

A study by Anastopolous, A.  D.et al.(1993) found that parental involvement 

in a behavioral parent training (PT) program created especially for school -aged 

children with attention-deficit hyperactivity disorder (ADHD) altered parent 

functioning. Subjects who finished the nine-session physical therapy program 

created especially for school aged children with attention deficit hyperactivity 

disorder (ADHD) altered parent functioning. Subject who finished the nine-session 

physical therapy program demonstrated notable posttreatment improvement in both 

parent and child functioning which persisted two months following treatment, in 

contrast to wait list controls. Alongside parent reported improvement in the overall 

severity of their child ADHD symptoms, there were also changes in parenting stress 

reduction and parenting self-esteem.   
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Despite the extensive body of research demonstrating the effectiveness of 

stimulant medication in treating attention-deficit/hyperactivity disorder (ADHD), a 

number of pharmacological treatments, limitations underscore the urgent need to 

identify effective psychosocial interventions according to research by Chronis, 

A.M., Jones, H., and Raggi, V. (2006). Behavioral intervention such as parent 

education and school-based intervention, have been classified as empirically 

validated treatments due to the abundance of data supporting them. Furthermore, 

intense summer treatment programs, educational therapies, and social skills training 

with generalization components seem helpful in the treatment of ADHD. 

Multimodal therapy is usually required to normalize the behavior of children with 

ADHD because of the persistent impairment they experience across numerous areas 

of functioning.  

In study of Morgan, and O’Keefe (2021) found suggest that there is a 

relation between child behavior problems and parenting practices. Behavioral Parent 

Training (BPT) was given as the first line treatment for children with ADHD under 

the age of six, and as part of a combined treatment plan for children over six. The 

frequency of attention deficit hyperactivity disorder (ADHD) related problem 

behaviors of impulsivity, hyperactivity, and inattention has been shown to 

significantly decrease with BPT training. The effectiveness of the BPT program was 

assessed using the Vanderbilt ADHD Diagnostic Rating Scales for Parents and 

Teachers as well as the BPT Parenting Scales before and after the program. Each 

participant’s pre and post BPT percentage changes were computed. Following BPT, 

there was a substantial improvement in both the overall Parenting Scale score and 
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the over reactivity factor   score (p=.05). Enrolling on a BPT program can influence 

parenting styles and enhance results for children with ADHD.  

There was another    study done by Shata et al. (2014) to know the efficacy 

of   psychosocial intervention for parents of attention deficit hyperactivity disorder 

(ADHD) children in Alexandria, Egypt. That was done as pre-posttest intervention 

at Child Mental Health Clinic for School Students affiliated to the Health Insurance 

Organization, Alexandria. The objective of the intervention was to improve parent 

understanding about attention deficit hyperactivity disorder (ADHD), their parenting 

skills, stress management and problem solving, and also giving social assistance. 

Each of the 50 parents who look part was divided into group of five to eight parents. 

Each week they were given eight sessions in total. Arabic Version of the Conners’ 

Rating Scale, the Home Situation Questionnaire, the Parenting Scale, the Arabic 

Version of the Depression Anxiety Stress Scales (DASS), and a parental ADHD 

related knowledge questionnaire were used to evaluate the program both 

immediately after completion and two months later. The findings indicate that 

parents’ knowledge methods of discipline, and psychological health improved, and 

that the perceived intensity of the symptoms and problematic situation decreased. 

In another study done by  Vuori et al. (2015) was given importance   to 

Family-based psychosocial interventions for children with attention deficit 

hyperactivity disorder (ADHD), oppositional defiant disorder, and conduct disorder. 

In that, intervention family therapy, cognitive-behavioral parent training and family-

based treatment protocol were given to support the therapies for children with 

conduct disorder, oppositional defiant disorder, and attention deficit hyperactivity 

https://pubmed.ncbi.nlm.nih.gov/?term=Vuori+M&cauthor_id=26548103
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disorder (ADHD). Group based and remote intervention were provided. 

Additionally, it demonstrated increases in the quality of parenting, and the child’s 

reduced conduct and behavioral issues. 

  Lai (2018) conducted a study on   impact of Multifamily Therapy on fathers 

and mothers from Hong Kong whose children have attention deficit hyperactivity 

disorder (ADHD). Those were done on Fathers and mothers’ ratings on ADHD 

severity, parent–child relationship, parenthood stress, and parental self-esteem were 

compared between those who attended multifamily therapy and those who attended 

psychoeducation talks. Results indicated that there was reduction in ADHD 

symptoms severity in multifamily therapy than psycho educational group. In that 

study mother reported there was a competition between father and mother in parent 

and child relationship. 

 Study examined  by  Cunningham  (2007) related parenting and family 

factors that should be considered when planning and measuring the outcome of 

interventions for children with attention-deficit/hyperactivity disorder 

(ADHD).These include parenting and parent-child relationships, parental cognitions, 

parental adjustment, marital interactions, general family relationships, and adaptive 

child functioning within the family. It was determined that using multiple 

informants, creating tools with higher content and contextual validity, depending 

more on observational methods and determining which measures are most important 

to families could all improve treatment outcome measures for children with ADHD 

In another study conducted by McElroy (2002) to promote positive behavior 

in children with attention deficit hyperactivity disorder (ADHD) by educating 

https://journals.sagepub.com/doi/10.1177/1087054718756195
javascript:;
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parents on nonpharmacological management strategies. That was done in two 

phases. In the first phase, a weekly schedule template, daily report card, and parent 

tip sheet were among the evidence based national ADHD resources include in the 

educational toolkit given to parent. In phase II, parents and carers were given post 

intervention surveys to gauge results. Parents discussed how they perceive their 

child’s symptoms at home and at school, as well as how they have adopted 

psychological therapies. They also evaluated how the toolbox affected their 

discussions with parents and professional judgement.75% of parents said their 

child’s ability to focus and finish tasks improved after obtaining the toolkit. The 

majority of parents (62.5%) thought that their child’s behavior at home and at school 

had improved.  According to the providers, the toolkit had a favourable impact on 

their clinical judgement and sparked discussions about behavioral changes for the 

treatment for ADHD.     

Esmaili Alamut et al. (2016) did   this study, on to compare the effect of 

parent and child Cognitive Behaviour therapy in reduction of symptoms of attention 

deficit hyperactivity disorder (ADHD) in 7 to 12 aged children. This research was 

done in semi-experimental way. For testing including 50 sample children were 

selected from, child and adolescent psychiatry clinic which were referred to clinic 

who were suffering from ADHD based on the psychiatrist’s diagnosis. A 

questionnaire specifically designed to diagnose this kind of interference was created 

Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition, Text 

Revision (DSM-IV-TR). The sample was then divided into three groups at random: 

15 control group,18 child CBT group, and 17 parent CBT group. For eight one and a 
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half hour sessions, the parents and children in the experimental groups received 

cognitive and behavioral therapy. At baseline weeks1,4, and 8, teachers and parents 

of children with ADHD completed the DSM-IV-TR questionnaires, which were 

used to evaluate treatment effects. The data was analyzed using on-way analysis 

variance (ANOVA). According to the findings children with ADHD showed a 

substantial decrease in attention-deficit and hyperactivity at the end of the cognitive 

and behavioral groups(p<0.02) when compared to the control group.    

The effects of parent based cognitive behavioral therapy (CBT) on Attention-

Deficit/Hyperactivity Disorder (ADHD) overweight and self-esteem in obese 

children aged 6 to 11 with attention deficit hyperactivity in Isfahan was investigated 

by Afsaneh, K.A.et. (2018).40 children with ADHD who were overweight or obese 

(weight over the 85th percentile for age, height and sex diagram) and whose parents 

had referred them to the Isfahan child and Adolescent Psychiatric Clinic at Ali 

Asghar Hospital in 2015 were the subject of this quasi-experimental study. While 

the other patients in the experimental group took part in CBT sessions, twenty 

individuals received only ADHD therapy and no further intervention. The 

Coppersmith Self Esteem Scale, the ADHD Conners’ Test, and the body mass index 

(BMI) were used as analysis methods. Analysis of variance with repeated 

measurement was used to analysis the data, and the results showed that CBT by 

teaching parents had a significant effect in ADHD symptoms, overweight and the 

self-esteem of the obese children with ADHD in both the posttest and follow up 

(P<0.001). 
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According to Zwi (2011) did study on to determine whether parent training 

interventions are effective in reducing attention deficit /hyperactivity disorder 

(ADHD) symptoms and associated problems in children aged between five and 

eighteen years with a diagnosis of ADHD, compared to controls with no parent 

training intervention. They discovered that five trials that compared parent training 

with de facto treatment as usual (TAU) had 284 people who satisfied the inclusion 

criteria. A second control arm in one study was a nondirective parent support group. 

One study evaluated improvements in parenting techniques while four research 

focused on behavioral issued in children. The remaining four studies examined 

children’s behavior at home and two on behavior at school. The outcomes of the two 

studies that examined behavior at home differed one found no difference between 

treatment as usual and parent training, while the other found statistically significant 

differences between parent training and control. The outcomes of the two research 

on school behaviorals differed: one study revealed no difference between groups, 

while the second study found that parent training was effective when ADHD and 

oppositional defiant disorder were not co-occurring. In the later trial, children on 

medicine and girls had superior results. Two outcomes the child’s externalizing 

behavior and the child’s internalizing behavior were subjected to metal analysis. 

Result from a meta-analysis of three research that included information on 

externalizing behavior were not statistically significant. In the parent training 

groups, a meta-analysis of two research on internalizing behavior produced 

noteworthy findings. The findings of individual studies on the behavior outcomes of 

children varied. One small study indicated positive results on an inventory of child 

behavior problems; however, it was cautioned that the results were only useful when 
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parent training was given to individuals rather than groups. In a different study the 

intervention group showed improvement on a social skills test. 

Richards et al. (2014) investigated the association between strained parent 

child relationship and attention deficit /hyperactivity disorder (ADHD).They looked 

at the cross sectional and longitudinal links between mother’s psychopathology and 

expressed emotion (EE; warmth and criticism) and externalizing psychopathology in 

children with ADHD.385 children with ADHD mixed subtype were enrolled in the 

6year follow up study at baseline(mean age,11.5years,83.4%male),and 285 of them 

(74%) were available at follow up (mean age,17.5years,83.5%male).Measures of 

maternal EE, mother psychopathology (i.e., ADHD and affective issues), and child 

psychopathology (i.e., ADHD severity, oppositional and behavior difficulties) were 

collected at both time periods. The findings show that there was no significant 

correlation between EE and time. At baseline, we discovered a nominally negative 

correlation (p<.05) between the degree of ADHD in children and maternal warmth. 

Maternal criticism was moderately linked to child conduct issued at follow up, and it 

was considerably linked to oppositional issues in children. theoretically children’s 

conduct and oppositional issues were linked to maternal tenderness. Maternal 

psychopathology had no bearing on this correlation. There were no long-term 

correlations between baseline EE and follow up child psychopathology or between 

baseline child psychopathology and follow up EE. 

Van den Hoofdakker, M.A.et al. (2007) to investigate the effectiveness of 

behavioral parent training (BPT) as adjunct to routine clinical care (RCC). They did 

in phase wise. In the initial stage of RCC,94 children aged 4 to 12 who had been 
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referred to a Dutch outpatient mental health clinic and had attention 

deficit/hyperactivity disorder (ADHD) were randomized to receive either 5 months 

of BPT plus concurrent RCC(n=47) or 5 months of RCC(n=47) exclusively. RCC 

included family support and medication where necessary, while BPT comprised 12 

group sessions. Children with without medication were able to participate, and 

exclusively criteria were kept to a minimum. Assessments of internalizing issues, 

parenting stress, ADHD symptoms and behavioral issues reported by parents were 

conducted both before and after therapy. Twenty-five weeks after the BPT 

intervention, the BPT +RCC group underwent a follow up evaluation. On an 

intention to treat basis, repeated measure analysis of variance was conducted. 

According to    the results, both groups improved with time on every metric. BPT 

+RCC reduced internalizing (p=.042) and behavioral (p=.017) issues better than 

RCC alone. There was no difference in the results for parenting stress(p=.643) or 

ADHD symptoms (p=.161). Children who took medicine and those who did not had 

similar outcomes. More polypharmaceutical treatment was given to children 

assigned to RCC only.   

Ghanizadeh et al. (2005) investigated the effect of Parent Management 

Training (PMT) on behaviour of children diagnosed with attention deficit 

hyperactivity disorder (ADHD) and the general mental health of their parents. For 

that   Twelve parents whose children or adolescents has been diagnosed with ADHD 

consented to attend the eight weekly, one and a half hour PMT sessions. The 

children ranged in age from to thirteen. At the first and last training sessions, the 

overall Mental Health Questionnaire (GHQ28), Conners’ Parent Rating Scale -

Revised (CPR-R), and Conners’ teacher rating Scale Revised (CTRS) were used to 
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evaluate the overall mental health of the parents and the behavior of their children. 

The findings show a significant decline in the CPRS-R overall score as well as in the 

subscale scores assessing conduct issues, learning issues, and the hyperactivity 

index. There was no discernible change in any of the CTRS-R scores.   The GHQ -

28 mean scores were significantly lower following the intervention that they were 

prior to it.       

 Dutta (2017)   present study assessed the comparative efficacy of both 

multimodal and behavioural treatment approaches on symptoms severity level of 

children with attention deficit /hyperactivity disorder (ADHD) as well as on the 

selected variables: family pathology; parenting style; parents’ trait anxiety level; 

marital quality of the parents and general well-being of parents. The sample 

consisted of families involving 20 children with ADHD (Combined type) (6 to 

10years old) and their parents. The families were randomly assigned into 2 groups; 

one received behavioural intervention and the other received multimodal 

intervention. The interventions were given in individual sessions, once a week, for a 

period of 10 sessions. While using ADHD medication, children with ADHD were 

evaluated and trained. Data analysis demonstrates that both therapeutic modalities 

found to be effective in reducing the severity of the ADHD core symptoms. Mothers 

of children with ADHD found to be benefitted more following multimodal 

intervention with respect to family pathology and marital quality measures; whereas 

fathers showed more involvement in parenting following multimodal therapy. 

General well-being of both the parents got significantly enhanced following multi 

modal intervention in comparison to behavioural intervention. The findings indicate 

that multimodal treatment programs have the better potential to facilitate 

symptomatic and global ADHD management. 
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 Paliwal et al. (2017) done psychological support for parents of children in 

Meerut cantonment who suffer from attention deficit hyperactivity disorder. It was 

done for parents of children with attention deficit /hyperactivity disorder (ADHD) 

(3-15 yrs) The research design for the study was Experimental research with Pre-

Post Test Design and was conducted in line with action research in the form of 

psychological intervention. Parents were measured on needs and stress before the 

introduction of psychological intervention. The impact of intervention was equal to 

the level of phenomenon after intervention minus the level of phenomenon before 

the intervention. In present study cross-sectional method has been used. Asha School 

was selected for working with ADHD children and their parents / legal guardian, 

who were considered as population for the study. Purposive sampling technique was 

adopted for the study ADHD children and their parents/legal guardian. Children 

were administered Development Screening Test and Vineland Social Maturity Scale 

were used. On the basis of scores, those children who exhibited higher symptoms of 

ADHD were considered for further study. For parents/Legal guardians Stressful life 

events scale for parents (PSLES) was used. Parents needs and problems were also 

assessed. The study has been conducted in three phases; Phase (l) was screening 

phase, Phase (II) was Planning, Organizing and Conduct of Psychological 

Intervention and Phase (III) was Assessment of Impact of Psychological 

Intervention. Main findings of the study out of 30 children, 18 males and 12 females 

were identified as ADHD children. Nine ADHD children (five males and four 

females), were identified as predominantly inattentive; three ADHD children (two 

males and one female) were predominantly hyperactive-impulsive; thirteen ADHD 

children (seven males and six females) were hyperactive; and five ADHD children 

(four males and one female) were impulsive ADHD children and parents of these 
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children were considered for further study.  Mothers were 21.8 years old on average, 

and fathers were 31.6 years old. According to the table, parents came from variety of 

socio-economic backgrounds. Parents from middle class and lower-class background 

made up comparatively larger amounts (56.60 and 26.60 percent, respectively). It is 

evident that those with lower and moderate socioeconomic class are more likely to 

have ADHD. Nuclear families made up a larger share of parents of children with 

ADHD (80%). Approximately 57 per cent children were in the I.Q. range of 20 to 51 

(trainable group); 37 per cent belonged to 52 to 84 I.Q. range (educable group) and 7 

per cent children were in severe retardation group.  On the basis of S.Q., 57 per cent 

were in trainable group. (S.Q. range of 20 to 51) followed by educable group (37 per 

cent) in the S.Q. range of 52 to 84 and seven per cent children were in severe 

retardation group Majority parents (86.6 per cent) needed guidance related to 

behaviour problems followed by dealing with out-of-control children (53.3 per cent) 

and hyperactive children (53.3 percent). Parent knowledge of ADHD was lacking in 

73% of cases. Due to differing viewpoints, 70% of parents encountered difficulties 

when it came to raising children with ADHD. They had to deal with sarcastic 

societal attitudes and social stigmas in the community. Compared to mild and 

negative stress, parents have a higher level of positive stress in their lives. A three-

month psychological intervention of parents of children with ADHD was planned 

and carried out based on need. CBT was a psychological intervention. Parents 

received training in behavior therapy, individual and group psychotherapies, how to 

manage children at home and various stress reduction techniques. Because   without 

their parents, children could not improve. Children and their parents received 

psychological support. First month: In the first month, sessions were conducted in 

five weeks. First week had two sessions of rapport building; second week had 2 
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sessions and third week had one session. Fourth week had 1 session and fifth week 

had 2 sessions.  Stress scores after the test have significantly decreased. There is no 

discernible difference in the stress scores if mothers and fathers under unpleasant 

situations. They (97%) said they learnt child behaviour management, enhanced their 

competence and confidence to care for children, improved their mutual relationship 

with child through open communication.  They (97%) learnt problem-solving skills 

like self-talk. They learnt how and when to be lenient and when to be liberal. When 

to provide extra time for recreational activities.  The majority of the parents’ (94%) 

questions about how to deal with children who are out of control, impulsive, 

hyperactive, or inattentive, a s well as when to enforce rules, be firm, be patient, or 

give special treatment were addressed during the psychological intervention. 

OVER VIEW OF LITERATURE AND REVIEW 

So previous studies indicate that most of the interventions were done on 

behavior and cognitive areas of the child by giving training to the   mother or by 

psycho educating the mother for few sessions. So, my research is on Parental 

management training to mother, based on integrated method to develop skills in 

parents to deal with child cognitive, emotional and behavioral problems. 

Rational for the present study 

Numerous other studies have proposed that a child’s attention deficit 

/hyperactivity disorder (ADHD) may result from a combination of inadequate 

parenting and specific temperamental traits, such as distractibility. Carlson et al. 

(1995) investigated the role of both children’s temperament and maternal 

characteristics in predicting hyperactivity at ages 6–8. They discovered that while a 
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child’s degree of distractibility predicted later hyperactivity, overstimulating and 

intrusive parenting in the early years of life was a strong predictor of later 

hyperactivity.  

In another similar studies of have documented impaired parenting and family 

functioning associate with adult ADHD (Biederman et al. 2002; Chronis-Tuscano et 

al. 2008; Murray and Johnston 2006). According to this research, women who have 

been diagnosed with ADHD or who exhibit elevated symptoms of the disorder are 

more likely to be permissive and overreacted, less involved positive and consistent, 

and less adapt at planning, monitoring and problem solving than mothers who do not 

have ADHD. 

But there are   studies which have attempted to improve parenting deficits by 

treating mothers with ADHD with stimulants have found that, despite reductions in 

adult attention deficit /hyperactivity disorder (ADHD) symptoms, parenting remains 

unchanged (Chronis-Tuscano et al. 2010).  According to another research by Sonuga 

Barke, Daley and Thompson (2002), preschool aged children with ADHD who had 

mothers with high levels of ADHD symptoms themselves received less benefits 

from a parent education program. This finding suggested that maternal ADHD may 

interact with early-onset ADHD symptoms in children to produce greater 

symptomatology later in life, possibly because mothers with high levels of ADHD 

symptoms are at risk for exhibiting the maladaptive parenting behavior 

In another empirical study to examine the relation between parental attention 

deficit /hyperactivity disorder (ADHD) symptoms and child outcomes following 

behavioral parent training, it was reported that mothers who had the highest self-

reported ADHD symptoms (i.e., those in the highest third of the sample on an adult 
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ADHD measure) reported no child symptom reduction following a parent training 

program for their preschool-aged children with ADHD (Sonuga-Barke et al. 2002). 

Even though studies indicate that after parental training programme in 

mothers there were decrease in attention deficit /hyperactivity disorder (ADHD) 

symptoms in their children but the other studies shows that there was less 

improvement in parenting after parent training programme to mothers, in severe 

cases of ADHD symptoms in children. This may be due to lack of mother’s 

attendance in the training programme, severity of ADHD symptoms in child or in 

mother, and due to lack of support from spouse and family to mothers. 

So, there is a need to evaluate the efficacy of parental training programme in 

mothers to reduce attention deficit /hyperactivity disorder (ADHD) symptoms in 

their child. Because mother spent most of the time with their children, and most of 

the studies done in severity of   ADHD symptoms in child, and less studies in 

parenting skills. 

Aim  

         It is about to enhance parental awareness of attention deficit /hyperactivity 

disorder (ADHD), strengthen perceived support from family members, improve 

mother–child interactions, and promote consistent and effective parenting practices. 

The focus is on developing cognitive, behavioral, and emotional management 

strategies for the child through a personalized, one-on-one parent training program. 

Research Question 

        The key research question is formulated as “How   effective is   an individual 

parental training programme for mothers in reducing attention deficit hyperactivity 
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disorder (ADHD) symptoms in their children and improving their parenting skills?” 

Based on this sub questions were also formulated such as: 

1. Does participation in an Individual Parental Training Programme reduce 

ADHD symptoms in children? 

2. Does the Individual Parental Training Programme improve parenting skills 

among mothers of children with ADHD? 

Objective  

Designing Brief Individual Parental Training Programme in mothers of 

children with attention deficit /hyperactivity disorder (ADHD) and assessing the 

efficacy of the impact of training in parenting   children with ADHD through pre and 

post-test. 

To examine the impact of training in of the Brief Individual Parental 

Training Programme on the behavioural outcomes of children with Attention-

Deficit/Hyperactivity Disorder (ADHD), as reflected in changes between pre-test 

and post-test measures. 

Hypotheses 

1.  There will be a significant difference in the parenting practices of mothers of 

children with Attention-Deficit/Hyperactivity Disorder (ADHD) following 

participation in the Brief Individual Parental Training Programme. 

2. There will be a significant difference in the behavioural outcomes of children 

with Attention-Deficit/Hyperactivity Disorder (ADHD) following the Brief 

Individual Parental Training Programme provided to their mothers. 
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How intervention work in the session   

Figure 1  

Flow chart representation of the research process 

 

 

 

                                                                    

 

  

 

 

 

 

 

 

 

 

 

Last two sessions emphasize on mother child relationship, focusing on   behavior 

analysis to   better understanding the child introducing basic methods for enhancing 

the child’s learning and execution of skills, which are often impacted by ADHD. 

These strategies aimed to support the child’s academic and everyday functioning 

through consistent and structured interventions. 

 

First two sessions deal with psychoeducation based on awareness checklist 

completed prior to the start of the parent training program 

 

Next four sessions focus on family dynamics. Including mother coping mechanism 

under stress, spousal support in rearing the child with ADHD, and the perceived 

support from in-laws and siblings. Prior to these sessions, a checklist was provided 

to assess the mother's perception of family support and to identify any feelings of 

isolation 

• Pre assessments in children using e Binet Kamat Test of Intelligence (BKT) 

assessment to know their intelligence level, Conners’ Parent Rating Scale–

Revised  (CRS-R)   to diagnose ADHD, and Child Behavior Checklist (CBCL) 

to rule out other behavior problems in   children 

• Pre assessments in mothers using APQ to know their parenting skills using 

for mothers with ADHD child, and GHQ to rule to psychiatric issues 

 

 

 

 

 

 

 

Post assessment using the Alabama Parenting Questionnaire (APQ) was 

administered to evaluate changes in parenting skills, and the Conners’ Parent 

Rating Scale–Revised (CRS-R) was evaluated to assess after the sessions to know 

there is any reduction in ADHD symptoms later following the sessions 

https://www.google.com/search?q=Binet+Kamat+Test+of+Intelligence+%28BKT%29&sca_esv=2827ae63164125c3&biw=770&bih=696&sxsrf=ANbL-n7-GQDqJAG6DP8-Ozekh4g2AEH-mg%3A1771600480671&ei=YHqYaarHKIyX4-EP4NaA4Qg&oq=BINET&gs_lp=Egxnd3Mtd2l6LXNlcnAiBUJJTkVUKgIIADIKEAAYgAQYQxiKBTIKEAAYgAQYQxiKBTIKEAAYgAQYQxiKBTIFEAAYgAQyBRAAGIAEMgUQLhiABDIFEAAYgAQyChAAGIAEGEMYigUyBRAAGIAEMgUQABiABEigJlCuCFiVDnABeAGQAQCYAeABoAHVBqoBBTAuNC4xuAEByAEA-AEBmAIGoAKgB6gCCsICBxAjGCcY6gLCAgoQIxiABBgnGIoFwgIEECMYJ8ICEBAuGIAEGNEDGEMYxwEYigXCAgsQABiABBiRAhiKBcICCBAAGIAEGLEDwgIQEAAYgAQYsQMYQxiDARiKBcICDRAAGIAEGLEDGEMYigWYAwjxBY2J0JsE6YajkgcFMS40LjGgB4k4sgcFMC40LjG4B5gHwgcHMi01LjAuMcgHPYAIAA&sclient=gws-wiz-serp&ved=2ahUKEwihjruVruiSAxVYxDgGHWfBFRIQgK4QegYIAAgAEAM
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Method 

Research methods refer to the various techniques and procedures employed 

in booming out to an investigation. It is the way answering the research question by 

structured way of collecting the data, organizing it, analyzing the result and get into 

a decision. Data collection is comprised of      observing, measuring and recording 

the information. Another way is data analysis, in   which arranging and organizing 

the data which we got and find out the importance of it and then generalizing it. 

Then finally writing the report for the outcome of the research study.  Rizvi, T. 

(Ed.). (2019).  

Noushad (2024) research is of two types. One is based on Purpose and 

another   one is based on Method. In Purpose type of research, three categories of 

research exist. Three types of research: Basic research is a kind of scientific study 

that aims to comprehend and increase our understanding of a particular event or 

topic. One kind of research is called applied research. Applied research, is a type of 

research that   takes the data from the   basic research and applies it to answer a 

question and give a possible solution. In Evaluative research method is used to get in 

depth understanding   about the concept and collect data to help improve the   

solution. In Method, second type of research which includes Historical, Descriptive, 

Correlation, Ex Post Facto, Experimental, Case Survey, and Content Analysis. 

Historical research involves collecting and analyzing data to understand and 

evaluates data to understand reports or observation made by others. Descriptive 

research is a research method explain the characteristics of the population or 

phenomenon being studied. A correlation research design explores relationships 

between two variables (or more) without the researcher control or manipulating any 
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of them. Bhattacherjee (2012) Ex post facto design is considered a quasi-

experimental type of study, which involves grouping participants together based 

upon specific characteristics or traits they share. It also emphasizes on how actions 

that have already occurred can predict certain causes. McLeod (2019) experimental 

research is a scientific methodology of understanding relationship between two or 

more variables. Baxter and Jack  (2008) case survey is a qualitative investigating 

design in which the researcher explores in depth a program, event, activity, process 

or one or more individual. Schreier (2012) Content analysis, on the otherwise is a 

research technique used to find out whether specific words, themes, or concepts are 

present in a particular piece of qualitative data, such text. Researchers can measure 

and investigate the meanings and investigate the meaning, frequency and 

connections of these elements by using content analysis. 

In other way research method is broadly classified as qualitative and 

quantitative approach. In Qualitative research method focuses more on   how 

participants experience each life events and its interpretation. This method only we 

can use when we give chance to participants to express themselves openly without   

any constraints. Types of qualitative approach are Ethnography involves the close 

observation people’s behavior and interactions and cultural practices with their 

natural settings. Grounded theory focuses to investigate a specific phenomenon or 

process with the goal of constructing new theories based on gathering and 

examination of empirical data. Action research studies improve progressional 

practices and examine the impact of the actions implemented. Phenomenological 

research objective is to understand and characterize a particular fundamental 

element. Narrative research centers on how individuals construct and communicate 

their personal stories   as well as the cultural discourse. Quantitative approach is to 
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observe how conditions or events that affect people and it clearly express through 

statistics and numbers. Qualitative research includes methodologies such as 

questionnaires, structured observation or experiments. (Creswell & Creswell, 2018) 

Another method in research method is Mixed Method which   are becoming 

increasingly important for addressing impact research questions” (Saville, 2012). By 

integrating both qualitative and quantitative approaches, combining two sets of 

strengths while minimizing the drawback of each approach offers the highest chance 

of addressing research problems (Johnson & Onwuegbuzie,2004). Researchers can 

obtain research topics with adequate specificity and elucidation by employing mixed 

methods research.  Enosh, Tzafrir and Stolovy (2014) stated that mixed methods 

research aids in extrapolating the results and significant ramifications of the studied 

problems to the entire populace. Additionally, it advances research question in a 

suitable and moral way, which entails gathering evaluating interpreting and 

disseminating both qualitative and quantitative elements into s single study, is also 

entails connecting or integrating them so that they are conversing with one another. 

The exploratory sequential mixed methods technique is a popular strategy that starts 

with a qualitative phase to investigate a phenomenon and then moves into a 

quantitative phase to test or generalize the results. 

DESIGN OF THE STUDY  

An exploratory sequential mixed-methods design was employed, beginning 

with a qualitative phase to explore the phenomenon, followed by a quantitative 

phase to examine prospective outcomes through cross-sectional pre- and post-test 

comparisons (Creswell & Plano Clark, 2011). The research was conducted in two 

phases: Phase I involved the development of the intervention module and its 
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validation through a pilot study, while Main Phase comprised the implementation of 

the main study. 

Figure 2  

Overall design of the study 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

PHASE 1 

Development of the intervention  

  Reviewing previous models  

  Analysis of research in books  

  Reviews of relevant literature about parent training    

    programme  

  Professional recommendations for module 

development  

 

Pilot study  

 

  Individual Parental Training   Programme was 

assessed   among ten mothers of children with ADHD 

using a    pre- and post-test   design.  

  In addition, two checklists used in the study were 

subjected to validation as part of the pilot phase.  

MAIN PHASE  

Equip parents with practical, evidence-based strategies 

o Enhance parental awareness of ADHD 

o Strengthen perceived support from family members 

and spouse 

o Improve mother child interaction and promote 

consistent and effective parenting practices 
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PHASE I: Development of the module 

1. Reviewing previous models 

Barkley (2013) Barkley’s Parent Training Program, developed by Dr. Russell 

A. Barkley, a leading expert in the field of ADHD, is a well-established behavioral 

intervention designed specifically for parents of children between the ages 3 to 12 

years diagnosed with attention-deficit/hyperactivity disorder (ADHD). The program 

is grounded in the principles of Behavioral Parent Training (BPT) and applied 

behavior analysis. Its core objectives are to reduce child behavior problems such as 

inattention, defiance, and impulsivity; improve the quality of parent-child 

interactions; equip parents with consistent, structured behavior management 

strategies; and strengthen parental confidence while reducing caregiver stress. The 

model comprises ten key components. First, it provides psychoeducation, helping 

parents understand ADHD as a neurodevelopmental disorder rather than a result of 

poor parenting, thereby reducing guilt and stigma. Parents are trained to monitor 

their child’s behavior regularly, identify triggers and consequences, and use praise 

and positive attention to reinforce desirable behaviors. A structured token economy 

system is introduced to link rewards to behavioral goals. Parents are also taught to 

give effective commands using calm, specific instructions and to ignore minor 

misbehaviors strategically. Time-out techniques are used as consistent and calm 

consequences, not as punitive measures. The program emphasizes establishing daily 

routines covering school, meals, play, and sleep and encourages the use of visual 

schedules and timers to manage transitions. Additionally, it promotes problem-

solving and negotiation by teaching children decision-making within appropriate 
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limits and role-playing solutions. Lastly, it addresses parental stress by normalizing 

emotional challenges and encouraging self-care and social support. 

In adapting Barkley’s model to the Indian context, several culturally 

sensitive modifications have been recommended, as illustrated in the work of 

(Ruchita, 2021). These adaptations include replacing material rewards with 

contextually appropriate reinforcers such as verbal praise from elders or family 

outings, addressing maternal guilt and the influence of extended family dynamics, 

and simplifying intervention language and examples to match regional literacy 

levels. Moreover, training is often conducted in the mother tongue or regional 

languages to enhance understanding and engagement. 

In reviewing existing parent training models, the present intervention the 

Brief Individual Parental Training Programme was specifically developed for 

mothers of children diagnosed with Attention-Deficit/Hyperactivity Disorder 

(ADHD). The training module was designed prior to the pilot phase through a 

systematic development process that included consultation of standard textbooks, a 

comprehensive review of relevant literature, expert evaluations, and incorporation of 

feedback from the research supervisor. The programme emphasized 

psychoeducation, with a particular focus on assessing and enhancing maternal 

awareness of ADHD. Additionally, the intervention actively involved key family 

members namely grandparents, siblings, and the spouse to strengthen perceived 

familial support by evaluating and addressing the mother’s perception of support 

within the family system. The intervention also prioritized improving the mother–

child relationship and fostering positive developmental outcomes in children by 
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promoting informed parenting practices related to cognitive stimulation, emotional 

regulation, and behavioral modification 

2.Analysis of research in books: 

Attention-Deficit/Hyperactivity Disorder (ADHD) is widely familiar as a 

universal disorder, with an increasing international recognition of both its existence 

and its impairing condition, for which psychosocial treatments for effective 

managements (Barkley,2006). Research has verified that providing a suitable 

combination of treatments as needed will result in enhance functioning for the child 

over the short term. Most effective treatment will be parent training programme 

which involve increase parent understanding, differentiate incompetence from non-

compliance, develop parent ability to provide direction to the child, and end 

interaction successfully. In that integrated cognitive behavioral model and social 

skill training were also accepted as an essential component in multi treatment 

approach (Goldstein & Goldstein, 1990).  

3.Reviews of relevant literature about parent training programme:  

 Several authors have contributed significant insights into parent training 

programs for Attention-Deficit/Hyperactivity Disorder (ADHD), emphasizing the 

role of parents in managing ADHD-related behaviours. According to Barkley 

(2006), a parent training program based on behavioural principles is designed to help 

parents manage children with ADHD and its associated behaviour problems. 

Barkley suggests that structured routines, consistency, and the use of behavioural 

techniques lead to improvements in the mother-child relationship and help in 
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managing ADHD symptoms. In a similar vein, Monastra (2014) argues that 

medication alone is insufficient to address Attention-Deficit/Hyperactivity Disorder 

(ADHD) symptoms. He emphasizes the need for parents to adopt specific strategies 

that support their child’s development and self-regulation. This aligns with the 

perspective who notes that children with ADHD do not engage in problematic 

behaviour intentionally; rather, they lack the skills of flexibility, frustration 

tolerance, and problem-solving to cope with demands. Meanwhile, Dawson and 

Guare (2008) focus on building executive function skills in children with attention 

issues. They assert that while children with ADHD are often highly intelligent, they 

frequently lack essential executive skills such as time management, planning, and 

self-control, which are critical to success. This ties into Robin (2006) review, which 

highlights the importance of parent training interventions to help manage ADHD 

behaviours at home. Reid Lyon (2001) contributes to the discussion by focusing on 

learning disabilities that often co-occur with ADHD. Lyon advocates for remedial 

training and psychological interventions, which can significantly improve the 

functioning of children with ADHD. Rapport (2013) similarly suggests that specific 

parenting strategies can be highly effective in managing ADHD behaviours and 

improving the overall child-parent dynamic. Quinn and Maitland (2011) provide a 

parent-centered approach to managing children with ADHD, where parents are 

given tailored training to address their child's needs. Similarly, Brown (2008) 

focuses on the deficits in executive function that are common in children with 

ADHD. He highlights how parent training can play a key role in addressing these 

deficits and improving children's organizational skills and impulse control. Finally, 

Goldstein and Goldstein (1998) discusses the psychological and behavioral aspects 
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of ADHD, emphasizing the need for parental involvement in teaching children to 

navigate their challenges. Goldstein stresses that parents can help their children 

develop coping strategies and improve emotional regulation through structured 

training. These diverse perspectives underscore the critical role of parent training 

programs in managing ADHD symptoms, highlighting the importance of structured 

interventions, behavioral techniques, and executive function support in fostering 

long-term success for children with ADHD. Shah, Sharma, Grover, and Sachdeva 

(2021) conducted a culturally contextualized, non-randomized pre-post study 

evaluating the usefulness of a parent skills training intervention (PSTI) for Indian 

families of children diagnosed with ADHD. Delivered through videoconferencing in 

10 weekly sessions, the PSTI was integrated with standard clinical care. The 

intervention led to statistically significant improvements across key ADHD 

domains, such as inattention, hyperactivity/impulsivity, conduct issues, academic 

performance, and classroom behavior. Additionally, qualitative feedback highlighted 

increased parental awareness, reduced guilt, and improved relationships, although 

some parents reported difficulty sustaining strategies over time. Methodological 

limitations—such as the absence of a randomized control group, exclusive reliance 

on parent-reported outcomes, and lack of long-term follow-up—restrict the causal 

inferences and generalizability of findings. Nonetheless, the study provides 

compelling support for culturally adapted behavioral interventions and the feasibility 

of remote delivery formats in Indian clinical settings. Another study did by Dekkers 

et al. (2021) conducted a comprehensive meta-regression analysis aimed at 

identifying the most effective behavioral components within parent training (PT) 

programs for improving parental outcomes when managing children diagnosed with 
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ADHD. Unlike traditional meta-analyses that assess general intervention 

effectiveness, this study dissected specific behavioral techniques to determine their 

distinct contributions to outcomes such as positive and negative parenting practices, 

parental mental health, parenting competence, and parent–child relationship quality. 

From over 23,000 screened studies, 29 randomized controlled trials (RCTs) were 

selected, yielding 138 effect sizes and involving 2,345 participants. The researchers 

coded and analysed 39 behavioral techniques, offering a granular look at 

intervention components. Results revealed small- to medium-sized improvements 

across all targeted parental outcomes. Notably, antecedent-based strategies (e.g., 

setting expectations, structuring environments) and reinforcement of desired 

behaviors emerged as the most impactful. These techniques were significantly linked 

to improved parental confidence, mental health, and reduced negative parenting 

behaviors. A critical insight was that higher amounts of psychoeducation were 

negatively associated with outcomes, suggesting that knowledge-based sessions 

without practical behavioral components might not be sufficient—and could even 

dilute intervention efficacy. The study’s strengths lie in its methodological rigor, 

including the use of manual-based coding, meta-regression modeling, and detailed 

sensitivity analyses. However, a noted limitation is that the techniques were not 

evaluated in complete isolation, so while associations are strong, causal claims about 

individual techniques remain tentative. Even so, the findings have practical 

implications: PT programs should emphasize active behavioral strategies over purely 

educational components for greater parental benefit. In 2022 there was another 

systematic review, Hakami and Che Ahmad synthesized findings from eight 

controlled studies focusing on parent-administered behavioral interventions for 
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children with ADHD. The review reinforced the value of caregiver-led strategies in 

managing ADHD symptomatology, noting consistent improvements in behavioral 

outcomes. While the findings align with global clinical guidelines emphasizing 

parent involvement, the review lacks methodological depth, such as detailed bias 

assessments and discussion of intervention heterogeneity. Absence of effect size 

data and long-term outcome evaluations further limits the conclusions. Despite these 

gaps, the review’s key contribution lies in affirming the effectiveness and practical 

applicability of parent-administered interventions as a frontline approach for ADHD 

treatment. Another research continues on evidence-based behaviour parent training 

by Marquet-Doléac, Biotteau, and Chaix (2024) directed a methodical review of 

randomized controlled trials (RCTs) assessing BPT for school-aged children with 

ADHD. Their inclusion of 20 studies across five major databases provides a broad 

yet focused assessment. The review highlighted significant benefits of BPT for both 

parents and children, including reductions in parenting stress and improvements in 

child behavior, especially as perceived by parents. However, the heterogeneity in 

study designs and measures limited the generalizability of the findings. The authors 

rightly conclude that BPT is effective, but emphasize the need for individualized and 

context-sensitive approaches. In contrast, Nijboer et al. (2024) investigated a brief 

BPT format in a nonrandomized pilot involving 28 families. Their findings are 

notable for demonstrating moderate-to-large within-group effects on daily-rated 

behavior problems and high treatment fidelity (96%). Despite some limitations such 

as a lack of randomization and reliance on a historical control the study provides 

promising evidence that condensed interventions may enhance accessibility without 

severely compromising efficacy. It fills an important gap in implementation science 
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by exploring more resource-efficient models of parent training. Another study did by 

Zainel and Yaseen (2024) offered a large-scale, cross-sectional evaluation of a 

parent training program in Iraq. Involving 500 children with ADHD, the study found 

statistically significant improvements in both child outcomes and parental 

functioning post-intervention (p = 0.007). However, methodological concerns—such 

as the cross-sectional design, lack of control group, and unclear measurement 

tools—limit causal interpretation. Still, the study makes a valuable contribution by 

illustrating the relevance and impact of culturally grounded interventions in non-

Western settings. Pezzica and Bigozzi (2015) explored the impact of parental 

mentalization as a supplementary element within traditional parent training models. 

Comparing a standard Cognitive Behavioral Parent Training (PTCC) with an 

enhanced model (PTCC-M) that integrates emotional awareness and reflective 

functioning, the study found that parents in the PTCC-M condition reported greater 

perceived competence, emotional atonement, and partner support. These findings 

emphasize the value of incorporating components that go beyond behavior 

management to include deeper emotional understanding and parent-child relational 

quality. While the study was limited by sample size and generalizability, it 

contributes an important perspective to Attention-Deficit/Hyperactivity Disorder 

(ADHD) intervention research highlighting the relevance of parental self-reflection 

and affective engagement in improving treatment outcomes. Complementing this 

micro-level perspective, Fabiano et al. (2015) directed a meta-review of 12 existing 

meta-analyses on psychosocial treatments for children with ADHD. The study 

identified significant inconsistencies across reviews, including limited overlap in 

included trials (ranging from 2% to 46%) and varied methodological standards. 
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Despite these discrepancies, the review confirmed that psychosocial interventions 

generally yield moderate to strong effects in improving behavioral and social 

outcomes, while outcomes in academic domains remain less robust. The authors 

advocate for the standardization of inclusion criteria, clearer operational definitions 

of psychosocial treatments, and closer attention to outcome moderators to enhance 

the interpretability and applicability of future research. 

Together, these studies illustrate two critical insights. First, as shown by 

Pezzica and Bigozzi (2016), enhancing parent training with emotional and reflective 

dimensions may yield more sustainable family-level improvements. Second, as 

Fabiano et al. (2015) demonstrate, the field requires better methodological 

consistency to synthesize and evaluate the diverse body of ADHD interventions. 

Moving forward, integration of reflective parenting components and meta-analytic 

rigor may enhance both clinical efficacy and research coherence. Hartman (2003) 

highlights the potential usefulness of Parent Training (PT) interventions for families 

of children diagnosed with Attention-Deficit/Hyperactivity Disorder (ADHD), 

particularly when comorbid with Conduct Disorder. The study underscores PT's 

capacity to address core ADHD symptoms—inattention, hyperactivity, and 

impulsivity—as well as broader behavioral challenges associated with comorbid 

conditions. The review notes that mothers who undergo PT report improved 

perceptions of their children and themselves, which contributes to enhanced 

emotional understanding and parent–child dynamics. The intervention appears to 

positively affect both maternal self-esteem and children’s behavioral outcomes, 

including increased attentiveness and reduced anger in post-treatment assessments. 
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Importantly, the study implies that the acquisition of knowledge about ADHD, along 

with practical behavioral strategies, allows parents to modify their parenting style in 

a way that is more attuned to their child’s individual needs. This adaptive parenting 

approach contributes to healthier family functioning and reduced parental stress. 

While the study supports the benefits of PT in ADHD management, it would benefit 

from clearer methodological details (e.g., sample size, duration of training, and 

outcome measures used). Nonetheless, Hartman’s findings affirm the critical role of 

parent-focused interventions in fostering behavioral improvements and emotional 

resilience within families navigating ADHD-related challenges. 

4.Professional   recommendations for   module development  

Professional recommendations are included in this module development to 

ensure the content is evidence-based, practical, culturally appropriate, ethically 

sound, and scientifically valid. Experts help tailor the module to real-world needs, 

improve its effectiveness, and enhance its acceptance by the users.  

The initial draft of the module was sent to field experts with an introduction 

explaining its purpose and feedback requirements. Based on their feedback, 

necessary changes were made, and the revised module was shared again for final 

confirmation. 

a. Objective  

To enhance the understanding and management of ADHD, thereby 

strengthening training programs for mothers. 
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b. Participants  

Clinical psychologists, specializing in this area, and other rehabilitation 

professionals—such as speech therapists, special educators, and occupational 

therapists with experience in intervention programs for children with ADHD since 

5years were consulted during the module development. Professional experts 

includes5 clinical psychologist,2 speech therapist, 3 special educators,2 occupational 

therapist. Total professional included in recommendations were 12 

c. Measures  

Qualitative suggestions were taken from each area of therapist to modify 

module preparation.  

Inclusion criteria 

Professionals with a minimum of five years of experience working in 

the field of disability. 

Professionals proficient in both spoken and written English and 

Malayalam. 

Exclusion criteria 

Professionals with less than five years of experience in the field of 

disability were excluded. 

Professionals who were not proficient in both spoken and written 

English and Malayalam were excluded from the study. 
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 d. Procedure 

A preliminary version of the parent training module was developed 

based on relevant books and literature reviews. This initial draft was then 

reviewed by professional experts in the field. Prior to distributing the module 

for expert feedback, a brief introduction was included, outlining the purpose 

of the module, the specific input being sought, and the expected time frame 

for response. The module, along with a structured questionnaire targeting 

suggestions regarding the training content, target population, and areas 

requiring improvement, was sent to experts via email at their convenience. 

Based on the feedback received, appropriate modifications were made to the 

session content. The revised and finalized version of the module was 

subsequently emailed to the experts for confirmation. 

e. Data analysis 

 A descriptive qualitative approach was utilized to analyze data derived from 

previous model, academic books, literature reviews, and expert feedback. This 

method objects to offer a complete summary of events in the everyday terms of 

those events, without the imposition of pre-existing theoretical frameworks. The 

focus was on identifying and organizing meaningful content related to the 

development of the parent training module. Expert suggestions were reviewed and 

grouped based on similarity, relevance, and applicability. Data from previous 

module, books, literature reviews, and expert recommendations were analyzed using 

a descriptive qualitative approach to identify key concepts relevant to the 

development of the training module. 
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          In the descriptive qualitative approach, the primary purpose was to inform 

the development of the parent training module. Key areas for parent training were 

explored through previous model, extensive review of academic books, scholarly 

articles, and expert suggestions. Relevant content from each source was carefully 

examined, and significant points were identified and extracted. These data were then 

organized into key meaningful areas, allowing for a structured integration of 

evidence-based practices and expert recommendations into the module content. 

f. Validity 

Suggestions for improvement were collected in areas such as language 

simplification in session. The inputs were carefully reviewed and incorporated into 

the module as appropriate. 

g. Guidelines for Developing Program Content 

The guide emphasized starting with a thorough assessment of the child's 

behavioral challenges and the parent's current parenting practices. This helped in 

identifying specific areas for intervention and in tailoring the content to individual 

needs. Then   Incorporation of theoretical frameworks, the content was structured in 

alignment with key psychological theories such as behavioral theory, social learning 

theory, family systems theory, and cognitive-behavioral principles. This ensured that 

each session had a solid theoretical foundation and addressed multiple dimensions of 

parenting and child behavior, then Session-Wise Structuring, the research guide 

recommended organizing the programme into clearly defined sessions, each with 

specific objectives. Sessions were to include: A review of the previous session, 
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Introduction of new skills or concepts, Practical exercises, home assignments to 

apply the learned techniques. The researcher advised mechanisms for ongoing 

monitoring, such as verbal self-reports from the parents, discussion of assignments, 

and behavioral observations. This helped track progress and address any challenges 

in implementation. Focus on Parent Empowerment Content was designed to not only 

address child behavior but also empower parents by improving their confidence, 

emotional regulation, and problem-solving skills, as guided by the researcher. 

Finally, the researcher recommended pre- and post-assessment using standardized 

tools like the Alabama Parenting Questionnaire (APQ) and Conners’ Rating Scale–

Revised (CRS-R) to evaluate the effectiveness of the training. 

The module and checklist were validated during the preliminary stage through 

a pilot study. 

Pilot Study 

a. Objective  

The preliminarily developed Individual Parental Training Programme was 

assessed among ten mothers of children with ADHD using a pre- and post-test 

design. In addition, two checklists used in the study were subjected to validation as 

part of the pilot phase. 

b. Hypotheses  

I. There will be a significant difference in the parenting practices of mothers of 

children with ADHD after participating in the, the Brief Individual Parental 

Training Programme.      
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II. There will be a significant difference in the ADHD symptoms of children 

whose mothers received the Brief Individual Parental Training Programme. 

c. Participants  

Sample  

Sample will consist of ten Mothers   of their   children with   Attention-

Deficit/Hyperactivity Disorder (ADHD) of different categories    will be collected 

from Community based Disability Management Rehabilitation Programme 

(CDMRP), Psychology Department, Calicut university. Convenient sampling was 

used. 

Inclusion criteria    

• Children with ADHD  

• Children    ages between 6 and 10 

• Children living with their Biological Mothers. 

• Primary caretaker must be mother 

Exclusion criteria 

• Children IQ above 90 were   only included  

• Mother having psychiatric problems.  

• Children having other physical and mental disabilities and psychiatric 

complaints  
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• Child taking stimulant medication for ADHD 

d. Measures 

Prior to starting the intervention, assessments were conducted for both the 

child and the mother to confirm that they met the specified inclusion and exclusion 

criteria. Additionally, two checklists were administered before   the sessions to 

assess the mother’s knowledge of Attention-Deficit/Hyperactivity Disorder (ADHD) 

and her perceived level of support from family members and her spouse. 

For child  

1. The Binet-Kamat Test of Intelligence (BKT) was administered by the 

researcher, a qualified clinical psychologist, to assess the intelligence 

quotient (IQ) as well as educational abilities, including memory, 

comprehension, analysis, interpretation, repetition, and problem-solving 

skills. This test includes both verbal and performance components and is 

suitable for individuals aged 3 to 22 years, as well as adults with intellectual 

disabilities. In this research this test was specifically used to rule out 

intellectual disability among children with Attention-Deficit/Hyperactivity 

Disorder (ADHD). Only mothers of children with average intelligence were 

included in the parental intervention. The Binet Kamat Test of Intelligence 

(BKT) evaluates a range of cognitive domains, including verbal 

comprehension, reasoning, memory, visual-spatial abilities, quantitative 

reasoning, and problem-solving. It effectively measures a child’s overall 

intelligence through culturally adapted tasks that assess language 
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understanding, information recall, and spatial navigation within the Indian 

context.  

2. To assess and diagnose ADHD in children, the Conners' Parent Rating 

Scales-Revised (CRS-R), developed by C. Keith Conners, was utilized. This 

paper-and-pencil assessment tool was completed by the mother, who rated 

her child's cognitive functioning, oppositional behavior, and hyperactivity 

levels based on observations over the past year. 

3. To understand   child behavior problems which is comorbid in Attention-

Deficit/Hyperactivity Disorder (ADHD) child, The Child Behavior 

Checklist (CBCL) was administered. This checklist done by mother to 

identifying problem behavior in their child. Recent studies have employed 

confirmatory factor analysis to examine the structure. The raw score for each 

symptom is calculated by adding up similar things. Aggressive behavior 

Anxious/Depressed Attention Problems, Ruling Breaking Behavior, Somatic 

Complaints, Social Problems, Thought Problem, and Withdrawn/Depressed 

are the eight experimentally derived syndrome measures. Furthermore, a 

number of syndrome scales were combined to create two “broad band” 

scales: Anxious/depressed, and somatic complaints scores are examples of 

externalizing problems. The sum of the scores for each problems item is used 

to determine the total problems scores. The test’s validity is congruence 

validity and its reliability is test-retest reliability.       
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For mothers: 

1. Parenting practices were evaluated using the Alabama Parenting 

Questionnaire (APQ; Shelton et al., 1996), a 42-item measure in which 

parents state how often they engage in specific parenting behaviors. The 

APQ assess five core domains: Involvement, Positive Parenting, Poor 

Monitoring/Supervision, Inconsistent Discipline, and Corporal Punishment. 

Each item is rated on a 5-point Likert scale ranging from 1 (never) to 5 

(always). The APQ   demonstrates moderate to high internal consistency 

(Shelton et al., 1996), and test-retest reliability over a three-year period 

averages 0.65 (McMahon et al., 1997). 

2. The General Health Questionnaire -28 (GHQ-28), developed by Goldenberg 

in 1978, is a widely used screening tool designed to identify individuals who 

are likely to have, or are at risk of developing, psychiatric disorders. Since its 

development, the GHQ-28 has been translated into 38 languages. It consists 

of 28 items assess    emotional distress particularly in medical settings. Based 

on factor   analysis, the GHQ-28 has been   divided into four subscales. 

These are: somatic symptoms (items 1–7); anxiety/insomnia (items 8–14); 

social dysfunction (items 15–21), and severe depression (items 22–28) 

(Goldberg 1978).  

3. To know the stress level in mother Parent stress index scale (PSI) was   also 

done in beginning of the session. It   is a parent self-report questionnaire. The 

purpose of the 101 item test is to detect possibly unhealthy parent-child 

relationships. The PSI predicts a child’s future psychological adjustment and 
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aids in intervention in high stress areas. There were 101 things on the scale. 

A 5-point   Likert scale, with 1 denoting strongly disagree and 5 denoting 

strongly agree, is used to score each item. After summarizing and converting 

the responses into percentages, the score was transformed into qualitative 

variables by categorizing them using a 60% cutoff criterion. Parenting stress 

was rated as high scores>60%) or low (scores<60%) depending on whether it 

was related to the child’s or parent’s domains. B. the overall score for 

parenting stress in both areas is likewise regarded as high (scores>60%) and 

low (scores,60%). 

e. Validity 

The validation of the module and checklist was carried out with ten mothers 

using pre- and post-intervention assessments of parenting practices and Attention-

Deficit/Hyperactivity Disorder (ADHD) symptoms in their children. These 

assessments were conducted before and after the implementation of the Brief 

Individual Parental Training Intervention. 

Before the intervention began, both mothers and children underwent 

screening to determine their eligibility for the study. To exclude children with 

intellectual disabilities or borderline intelligence, the Binet-Kamat Test of 

Intelligence was administered. Behavioral issues were assessed using the Child 

Behaviour Checklist (CBCL), and the Conners' Parent Rating Scales-Revised (CRS-

R) was used to confirm the diagnosis of ADHD. 



Method 

 66 

The General Health Questionnaire (GHQ) was used to assess psychiatric 

concerns in mothers, while parenting practices were evaluated using the Alabama 

Parenting Questionnaire (APQ) and maternal stress levels were measured with the 

Parenting Stress Index (PSI). 

After assessing the conditions of both the mother and the child, a brief 

individual parental training program was initiated. The intervention consisted of 

eight sessions focusing on three key areas. The first area involved providing 

psychoeducation to the mother. Before beginning this, an Attention-

Deficit/Hyperactivity Disorder (ADHD) awareness checklist was administered to 

assess her existing knowledge. Based on her responses, tailored psychoeducation 

was provided, covering the nature of ADHD, its causes, and general strategies for 

management. The second session served as a follow-up, during which the therapist 

reviewed the mother’s understanding of ADHD and explored her grasp of the 

condition as it relates to her child. 

The second area of focus was family dynamics, addressed over six sessions. 

This component explored the mother's coping mechanisms under stress, the level of 

support she received from her spouse in raising a child with ADHD, and the 

perceived support from in-laws and siblings. Prior to starting these sessions, a 

checklist was provided to assess the mother's perception of familial support and to 

identify any feelings of isolation. 

The third session began with introducing coping strategies for the mother. 

This included cognitive restructuring to reduce stigma, embarrassment, and to foster 

acceptance of her child’s condition. Guidance was also provided on how to handle 
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negative or insensitive remarks from family members. To address the child's early 

emotional and behavioral challenges, the mother was trained in basic behavior 

therapy techniques such as contingency management and time-out methods, aimed 

at improving the mother-child relationship. 

In the fourth session, the therapist followed up on these issues, discussing the 

mother's progress and any ongoing challenges. Beginning with the fifth session, the 

focus shifted to helping the mother educate her spouse about Attention-

Deficit/Hyperactivity Disorder (ADHD). She was encouraged to seek his support in 

facilitating attention enhancement tasks and managing behavioral and emotional 

issues in their child. The sixth session continued this work, including a follow-up 

discussion, and introduced the concept of adopting a democratic parenting style. The 

mother was guided on how to involve the father more actively in parenting and share 

responsibilities for their child with ADHD. 

        The third area focused on strengthening the mother–child relationship. The 

seventh session began with helping the mother better understand her child's 

condition through behavior analysis. This approach enabled her to identify specific 

behavior patterns and apply appropriate behavioral techniques to manage them 

effectively. As a result, the mother could respond more sensitively to her child’s 

needs and support the development of skills that promote better compliance and 

cooperation. 

Behavior analysis also guided the mother in refining her parenting strategies 

to be more responsive and effective. In the eighth session, the focus shifted to 

introducing basic methods for enhancing the child’s learning and execution of skills, 

which are often impacted by Attention-Deficit/Hyperactivity Disorder (ADHD). 
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These strategies aimed to support the child’s academic and everyday functioning 

through consistent and structured interventions. 

f. Data analysis   

        Descriptive analysis was employed in the pilot study to identify patterns and 

relationships within the data. Frequency distribution and measures of central 

tendency were used to examine these patterns. To assess the content of mothers' 

knowledge regarding Attention-Deficit/Hyperactivity Disorder (ADHD) and the 

perceived support they received from their families, frequency distribution was 

utilized. Additionally, the association between parenting practices scores before and 

after the exam and the decrease in ADHD symptoms in their children was assessed 

using a t-test.   

Main Phase  

         The main phase was conducted in a sequential manner. 

a. Objective  

  Main phase is to equip parents with practical, evidence-based strategies to 

better understand, manage, and support their child with Attention-

Deficit/Hyperactivity Disorder (ADHD). This phase also aims to enhance parental 

awareness of ADHD, strengthen perceived support from family members, improve 

mother–child interactions, and promote consistent and effective parenting practices. 

The focus is on developing cognitive, behavioral, and emotional management 

strategies for the child through a personalized, one-on-one parent training program. 
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c. Hypothesis  

  There will be a significant difference in parenting practices and a reduction 

in Attention-Deficit/Hyperactivity Disorder (ADHD) related problems in children 

following the Individual Parental Training Programme. 

d. Participants  

Sample  

       Sample will consist of thirty Mothers   of their   children with   Attention-

Deficit/Hyperactivity Disorder (ADHD) of different categories    will be collected 

from Community Disability Management Rehabilitation Programme(CDMRP), 

Psychology Department, Calicut university. Convenient sampling was used. 

Inclusion criteria    

• Children with ADHD  

• Children aged between of 6 and 10 years 

• Children living with their Biological Mothers. 

• Primary caretaker must be mother 

Exclusion criteria 

• Children IQ above 90 were   only included  

• Mother having psychiatric problems.  
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• Children having other physical and mental disabilities and psychiatric 

complaints  

• Child taking stimulant medication for ADHD 

e. Measures 

Before initiating the intervention, assessments were conducted for both the 

child and the mother to confirm their eligibility based on the inclusion and exclusion 

criteria. In Addition, two checklists were administered to assess the mother’s 

knowledge of Attention-Deficit/Hyperactivity Disorder (ADHD) and her perceived 

support from family members and spouse. 

For child  

1 The Binet-Kamat Test of Intelligence (BKT) was administered by the 

researcher, a qualified clinical psychologist, to assess the intelligence 

quotient (IQ) as well as educational abilities, including memory, 

comprehension, analysis, interpretation, repetition, and problem-solving 

skills. This test includes both verbal and performance components and is 

suitable for individuals aged 3 to 22 years, as well as adults with intellectual 

disabilities. In this research this test was specifically used to rule out 

intellectual disability among children with Attention-Deficit/Hyperactivity 

Disorder (ADHD). Only mothers of children with average intelligence were 

included in the parental intervention. The BKT evaluates a range of cognitive 

domains, including verbal comprehension, reasoning, memory, visual-spatial 

abilities, quantitative reasoning, and problem-solving. It effectively measures 
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a child’s overall intelligence through culturally adapted tasks that assess 

language understanding, information recall, and spatial navigation within the 

Indian context.  

2 To diagnose Attention-Deficit/Hyperactivity Disorder (ADHD) in children, 

the Conners' Parent Rating Scales-Revised (CRS-R), developed by C. Keith 

Conners, was utilized. This is a paper-and-pencil assessment tool completed 

by the mother, who rated her child's cognitive functioning, oppositional 

behavior, and hyperactivity levels based on observations over the past year. 

4. The Child Behavior Checklist (CBCL)was utilized to comprehend behavioral 

issues that are comorbid in children with Attention-Deficit/Hyperactivity 

Disorder (ADHD). Using this checklist mothers can recognize their child’s 

problematic behavior. Confirmatory factor analysis (CFA) has been used in 

recent investigations to validate the items structural make up. The raw score 

for each symptom is calculated by adding up similar things.  Aggressive 

Behavior, Anxious/Depressed Attention Problems, Rule breaking Behavior, 

Somatic complaints, Social Problems, thought Problems, and 

Withdrawn/Depressed are the eight experimentally derived syndrome 

measures. two “broad band” scales were also created by combining multiple 

syndrome scales: Anxious/depressed, and somatic complaints scores are 

examples of internalizing problems, rule breaking and aggressive behavior 

are examples of externalsing problems, rule breaking and aggressive 

behavior are examples of externalizing problems. The sum of the scores for 

each problem item is used to determine the total problems score. The tests 
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validity is congruence validity, and its reliability is test-retest reliability.    

(Achenbach & Rescorla, 2001) 

  For mothers: 

4. Parenting practices were assessed using the Alabama Parenting 

Questionnaire (APQ; Shelton et al., 1996), a 42-item measure in which 

parents indicate the frequency of specific parenting behaviors. The APQ 

evaluates five key domains: Involvement, Positive Parenting, Poor 

Monitoring/Supervision, Inconsistent Discipline, and Corporal Punishment. 

Items are rated on a 5-point Likert scale ranging from 1 (never) to 5 

(always). The measure demonstrates moderate to high internal consistency, 

and test-retest reliability over a three-year period averages 0.65. (Shelton et 

al., 1996) 

5. To screen yes for psychiatric illness in mother, The General Health 

Questionnaire (GHQ-28) was administered. It developed by Goldberg in 

1978 and it is widely used screening instrument designed to identify 

individuals who are likely to have or be at risk of developing, psychiatric 

disorders. It has been    translated into 38 languages and is commonly used in 

both clinical and research settings. The GHQ-28 consist of 28-item that 

assess    emotional distress in medical population. Through factor   analysis, 

the GHQ-28 has been   divided into four subscales. These are: somatic 

symptoms (items 1–7); anxiety/insomnia (items 8–14); social dysfunction 

(items 15–21), and severe depression (items 22–28) (Goldberg, 1978).  
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6    To know the stress level in mother Parent stress index scale (PSI) was   also 

done in beginning of the session. The PSI is a parent self-report, comprising 

101-items questionnaire, designed to identify potentially dysfunctional 

parent-child interaction. The PSI focuses intervention into high stress areas 

and predicts children's future psychosocial adjustment. Each item is rated on 

a 5- point   Likert scale format, ranging from strongly agree (5) to strongly 

disagree (1). The scores were summarized up and converted into percentage, 

then the score, were converted into qualitative variables through 

categorization based on a cutoff point of 60%. A- scoring of parenting stress 

regarding either of the child's domains or parent's domains was considered 

high with scores ≥ 60% and low with scores <60%. B-Total scoring of 

parenting stress regarding both domains together was considered high with 

scores ≥ 60% and low with scores < 60%. 

e.Validity  

  The validation of the module carried out with Thirty mothers using pre- and 

post-intervention assessments of parenting practices and Attention-

Deficit/Hyperactivity Disorder (ADHD) symptoms in their children. These 

assessments were conducted before and after the implementation of the Brief 

Individual Parental Training Intervention. 

Before the intervention began, both mothers and children underwent 

screening to determine their eligibility for the study. To exclude children with 

intellectual disabilities or borderline intelligence, the Binet-Kamat Test of 

Intelligence was administered. Behavioral issues were assessed using the Child 
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Behaviour Checklist (CBCL), and the Conners' Parent Rating Scales-Revised (CRS-

R) were utilized to support and use to confirm the diagnosis of Attention-

Deficit/Hyperactivity Disorder (ADHD). 

Mothers were assessed for psychiatric concerns using the General Health 

Questionnaire (GHQ) while parenting practices were evaluated using the Alabama 

Parenting Questionnaire (APQ), and maternal stress levels were measured with the 

Parenting Stress Index (PSI). 

After assessing the conditions of both the mother and the child, a brief 

individual parental training program was initiated. The intervention consisted of 

eight sessions focusing on three key areas. The first area involved providing 

psychoeducation to the mother. Before beginning this, an Attention-

Deficit/Hyperactivity Disorder (ADHD) awareness checklist was administered to 

assess her existing knowledge. Based on her responses, tailored psychoeducation 

was provided, covering the nature of ADHD, its causes, and general strategies for 

management. The second session served as a follow-up, during which the therapist 

reviewed the mother’s understanding of ADHD and explored her grasp of the 

condition as it relates to her child. 

The second area of focus was family dynamics, addressed over six sessions. 

This component explored the mother's coping mechanisms under stress, the level of 

support she received from her spouse in raising a child with Attention-

Deficit/Hyperactivity Disorder (ADHD), and the perceived support from in-laws and 

siblings. Prior to starting these sessions, a checklist was provided to assess the 

mother's perception of familial support and to identify any feelings of isolation. 
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The third session began with introducing coping strategies for the mother. 

This included cognitive restructuring to reduce stigma, embarrassment, and to foster 

acceptance of her child’s condition. Guidance was also provided on how to handle 

negative or insensitive remarks from family members. To address the child's early 

emotional and behavioral challenges, the mother was trained in basic behavior 

therapy techniques such as contingency management and time-out methods, aimed 

at improving the mother-child relationship. 

In the fourth session, the therapist followed up on these issues, discussing the 

mother's progress and any ongoing challenges. Beginning with the fifth session, the 

focus shifted to helping the mother educate her spouse about Attention-

Deficit/Hyperactivity Disorder (ADHD). She was encouraged to seek his support in 

facilitating attention enhancement tasks and managing behavioral and emotional 

issues in their child. The sixth session continued this work, including a follow-up 

discussion, and introduced the concept of adopting a democratic parenting style. The 

mother was guided on how to involve the father more actively in parenting and share 

responsibilities for their child with ADHD. 

        The third area focused on strengthening the mother–child relationship. The 

seventh session began with helping the mother better understand her child's 

condition through behavior analysis. This approach enabled her to identify specific 

behavior patterns and apply appropriate behavioral techniques to manage them 

effectively. As a result, the mother could respond more sensitively to her child’s 

needs and support the development of skills that promote better compliance and 

cooperation. 
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Behavior analysis also guided the mother in refining her parenting strategies 

to be more responsive and effective. In the eighth session, the focus shifted to 

introducing basic methods for enhancing the child’s learning and execution of skills, 

which are often impacted by Attention-Deficit/Hyperactivity Disorder (ADHD). 

These strategies aimed to support the child’s academic and everyday functioning 

through consistent and structured interventions. 

f. Mode of Delivery  

 The intervention sessions were delivered individually, meaning they 

followed a one-on-one format between the therapist and the parent participant. This 

individualized approach allowed the content, pace, and interaction could be adjusted 

according to the specific needs, concerns, and progress of each parent. The sessions 

were conducted at the Community Disability Management and Rehabilitation 

Program (CDMRP), housed within the Department of Psychology at the University 

of Calicut. This setting provided a structured, supportive, and professional 

environment conducive to focused learning and skill development. 

g. Facilitation and Interaction Strategies 

The intervention sessions were conducted on an individual basis, following a 

one-on-one format between the therapist and each parent participant. This 

individualized approach allowed for personalized attention, ensuring that the 

training could be tailored to the unique challenges, parenting styles, and progress of 

each parent-child dyad. At the beginning of each session, participants were asked to 

provide a follow-up or feedback on the implementation of strategies discussed in the 
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previous session. This served two key purposes: (1) it reinforced the application of 

learned skills at home, and (2) it enabled the therapist to address any difficulties, 

clarify doubts, and adjust the intervention as needed. 

All sessions were held at the Community Disability Management and 

Rehabilitation Program (CDMRP), located within the Department of Psychology at 

the University of Calicut. The CDMRP provided a structured, professional, and 

resource-equipped environment conducive to learning and therapeutic engagement. 

h. Theoretical and Empirical Basis The individual parental training program for 

children with Attention-Deficit/Hyperactivity Disorder (ADHD) is grounded in 

several well-established psychological theories, each contributing to the structure 

and goals of the intervention. The individual parental training program designed for 

children with Attention-Deficit/Hyperactivity Disorder (ADHD) is grounded in 

several well-established psychological theories that inform both its structure and 

objectives. One foundational framework is the Behavioral Theory developed by B. 

F. Skinner, which is based on the principles of operant conditioning. This theory 

posits that behavior is influenced by its consequences. In the context of parental 

training, this approach is applied by teaching parents to reinforce desirable behaviors 

such as completing homework through positive reinforcement, while managing 

undesirable behaviors such as interrupting or aggression through planned ignoring or 

consistent consequences. The aim is to promote self-regulation and task compliance 

in children by establishing predictable routines and structured responses (Barkley, 

2013). This program also draws on   Social Learning Theory proposed by Albert 

Bandura, which emphasizes   that behavior is learned through observation, imitation, 
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and modelling (Bandura,1977). Within the context of Attention-

Deficit/Hyperactivity Disorder (ADHD), parents are taught to model calm, 

organized, and consistent behavior, recognizing that children benefit from clear and 

predictable cues. By actively demonstrating appropriate behaviors and engaging 

positively with their children, parents help shape more adaptive behavior patterns, 

enhancing overall parent-child interaction quality. Additionally, the intervention 

incorporates principles from Family Systems Theory, which views the family as an 

interconnected system where changes in one member affect the entire unit. ADHD 

symptoms can disrupt family harmony, leading to conflict, stress, and inconsistent 

parenting. Parental training grounded in family systems theory aims to restore 

balance within the family by improving communication, establishing structured 

routines, and enhancing emotional regulation among all members. This systemic 

approach supports a more cohesive and supportive family environment. Finally, the 

program integrates Cognitive-Behavioral Principles, which help parents identify and 

manage their own cognitive and emotional responses to parenting challenges. CBT 

techniques assist parents in reframing negative thoughts, engaging in constructive 

problem-solving, and regulating emotional reactions such as guilt or frustration 

(Beck, 2011). These strategies not only enhance the parent’s psychological well-

being but also foster a more nurturing and responsive caregiving environment. 

i. Monitoring progress 

  Maternal self-reports, provided verbally, were used to monitor both 

engagement and the acquisition of skills. 
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j. Progression to the concluding phase 

Over a period of four months, no active intervention was provided; however, 

the mother–child relationship was monitored through periodic assignments. 

Following the monitoring phase, a post-intervention assessment was conducted to 

evaluate the efficacy of the brief group-based parental training program. Parenting 

skills among mothers were assessed using the Alabama Parenting Questionnaire 

(APQ), while reductions in children’s Attention-Deficit/Hyperactivity Disorder 

(ADHD) symptoms were measured using the Conners' Parent Rating Scale–Revised 

(CRS-R). 

 Summary of the chapter 

This chapter outlines the research design, procedures, and techniques used to 

conduct the study. An exploratory sequential mixed-methods design was adopted, 

beginning with a qualitative phase to explore the phenomenon and inform 

intervention development, followed by a quantitative phase to assess outcomes using 

a cross-sectional pre- and post-test design. The study was conducted in two stages: 

Phase 1 (exploratory and developmental) and the Main Phase (intervention and 

evaluation). In Phase 1, a parental training module was developed based on existing 

models, literature reviews, professional input, and theoretical frameworks. This 

preliminary module was then pilot tested with eight mothers of children diagnosed 

with Attention-Deficit/Hyperactivity Disorder (ADHD). Prior to the intervention, 

participants were screened and the diagnosis of ADHD was confirmed using 

standardized assessments. The pilot intervention involved eight individual training 

sessions, after which feedback was collected to identify limitations in the module. 

https://chatgpt.com/?q=Attention-Deficit%2FHyperactivity%20Disorder%20(ADHD)
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Based on insights from the pilot study, the module was revised to enhance mothers’ 

awareness of ADHD, increase perceived support, and strengthen the mother–child 

relationship. In the Main Phase, the revised module was implemented using the 

same structure and procedures. Assessments were carried out both before and after 

the intervention to see how well the training program improved parenting techniques 

and decreased children’s symptoms of ADHD. 
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This chapter presents the inferences drawn from the study, interpreted in 

light of relevant empirical findings and theoretical frameworks, with statistical 

analysis conducted using Jamovi software. As the present research was conducted in 

two distinct phases each employing different tools for screening, diagnosis, and pre-

test/post-test evaluations the results are discussed accordingly. The discussion 

begins with the findings from Phase 1 in the pilot study, followed by insights gained 

from the Main phase involving the development and refinement of the intervention, 

and concludes with the outcomes. 

Although results from Phase 1 in the pilot study were briefly presented, they 

were meaningfully integrated into the subsequent main phase. The Main phase 

served to further validate and refine the intervention through pre- and post-

intervention assessments of parenting practices and Attention-Deficit/Hyperactivity 

Disorder (ADHD) symptoms." 

Phase 1 

 Pilot study 

The pilot phase of the study aimed to assess the preliminary version of the 

Brief Individual Parental Training Programme and to validate two checklists 

developed for the intervention. A pre- and post-test design was employed with a 

sample of ten biological mothers of children diagnosed with Attention-

Deficit/Hyperactivity Disorder (ADHD). Participants were selected using 

convenient sampling from the Community Disability Management Rehabilitation 

Programme (CDMRP) at the Department of Psychology, University of Calicut. 

Inclusion criteria required that the children be between the ages of 6 and 10, 

reside with their biological mothers, and that the mother be the primary caregiver. 
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Children with an intelligence quotient (IQ) above 90 were included, while those with 

other physical, mental, or psychiatric disorders, as well as those on stimulant 

medication, were excluded. Mothers with diagnosed psychiatric illnesses were also 

excluded from participation. 

To ensure eligibility, both mothers and children underwent initial screening. 

To evaluate the child’s overall cognitive functioning and rule out intellectual 

disability, the Binet Kamath Test of Intelligence (BKT) was used. Using the 

Conner’s Parent Rating Scales Revised (CRS-R), a mother reported tool that 

evaluates cognitive challenges, oppositional behaviors, and hyperactivity, the 

diagnosis of Attention-Deficit/Hyperactivity Disorder (ADHD) was verified. Mother 

also filled out the Child Behavior Checklist (CBCL), which was used to evaluate 

comorbid behavioral and emotional issues. 

The General Health Questionnaire-28 was used to test mothers for mental 

health issues (GHQ). The Alabama Parenting Questionnaire (APQ), which assesses 

five areas of parenting behaviors, was used to measure parenting practices. The 

Parenting Stress levels evaluated using the Parenting Stress Index (PSI) which 

focused on the domains of both parents and children. Before the intervention, the 

mother was also given   two checklists, the first the Attention-Deficit/Hyperactivity 

Disorder (ADHD) Awareness Checklist, was administered prior to the beginning of 

the sessions to assess the mother’s knowledge of ADHD. The second was given at 

the start of the third session, which addressed family dynamics, to evaluate her 

perceived support from her spouse and family.” 



Result and Discussion 

 83 

Mothers took part in an eight session Brief Individual Parental Training 

Program following first evaluations. The first session focused on psychoeducation, 

tailored according to the results of the Attention-Deficit/Hyperactivity Disorder 

(ADHD) Awareness Checklist, and included information on the nature, causes, and 

management strategies for ADHD. The second session involved a review of the 

mother’s understanding of ADHD. The next six sessions addressed family dynamics 

and the mother–child relationship. Topics included maternal coping strategies, 

perceived spousal and familial support, stigma reduction through cognitive 

restructuring, and the application of behavioral techniques such as contingency 

management and time-out methods. Sessions five and six encouraged the mother to 

educate family members about his condition and involve the father in child-rearing 

responsibilities and introduced democratic parenting practices. The final sessions 

focused on behavior analysis to identify patterns in the child’s behavior, and on 

introducing techniques to support the child’s academic and functional skill 

development. 

To validate the intervention and the checklists, pre- and post-intervention 

assessments were conducted using the Alabama Parenting Questionnaire (APQ) and 

Conner’s Parent Rating Scales Revised (CRS-R) to measure changes in parenting 

practices and Attention-Deficit/Hyperactivity Disorder (ADHD) symptoms, 

respectively. Descriptive statistics, including frequency distribution were used to 

analyse maternal knowledge and perceived family support. A paired-samples t-test 

was also used to examine the effectiveness of the intervention by comparing pre- 

and post-test scores on parenting practices and the reduction of ADHD symptoms in 

children. 
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Table1  

Percentage Analysis of Mothers awareness Levels Regarding Attention 

Deficit/Hyperactivity disorder (ADHD) 

Items Frequency Percentage 

Do you know your child condition           8 80% 

Do you know what is attention and what is its   deficit                                                                      4 40% 

Do you know the clinical features of attention deficit                                 1 10% 

Do you know what is hyperactivity    2 20% 

When you say the child is hyperactive         1 10% 

Do you know what is impulsivity               1 10% 

Do you know what are the clinical features of impulsive 

child            

0 0% 

Do you know academic difficulty 

 child facing due to ADHD                         

6 60% 

Do you know social skill problems  

child facing due to ADHD                          

1 10% 

Do you know execution difficulty 

 child facing due to ADHD                         

1 10% 

Do you know child facing other  

emotional problem due to ADHD               

1 10% 

 

Table 1 indicates the awareness of mothers regarding various features of 

Attention-Deficit/Hyperactivity Disorder (ADHD) in their children. The findings 

indicate a substantial recognition of behavioral concerns but a limited understanding 

of ADHD as a clinical condition. Results show that 80% of mothers are aware of 

behavioral issues such as temper tantrums, anger outbursts, and stubbornness. 
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However, these behaviors are not explicitly linked to ADHD-related impulsivity. 

Instead, mothers tend to perceive impulsivity as a general behavioral problem rather 

than a core symptom of ADHD. Regarding academic difficulties, 60% of mothers 

acknowledge challenges related to attention deficit or ADHD, though only 40% 

specifically recognize attention deficit as a symptom. The tendency to attribute 

inattentiveness to personality traits rather than a clinical disorder may reflect a lack 

of psychoeducation about ADHD, which can hinder timely intervention and support. 

Awareness of hyperactivity as a symptom of ADHD is low (20%), suggesting that 

many mothers may not differentiate high activity levels from typical childhood 

energy. More notably, only 10% of mothers demonstrate an understanding of the 

broader clinical features of ADHD, including attention deficit, impulsivity, social 

skill difficulties, executive function deficits, and emotional regulation issues. These 

findings highlight a significant gap in parental awareness regarding the 

multidimensional nature of ADHD. Importantly, 0% of mothers recognize 

impulsivity as a specific feature of ADHD, reinforcing the notion that impulsive 

behaviors are frequently misinterpreted as general misbehaviour rather than a 

neurodevelopmental symptom. The finding that all mothers lack awareness of 

ADHDs. 
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Table 2 

Checklist for Perceived Support from Family Using Percentage Analysis 

Item                                      Frequency Percentage 

Do you have difficulty in  

accepting the child having ADHD in the 

family                    

1 10% 

Do you have difficulty in managing 

emotional behavior problems of the child 

having ADHD in the family                                

3 30% 

Do you lack support from spouse in 

rearing the child with ADHD?                                  

3 30% 

Do you lack perceived support from grand 

parents and siblings of the child having 

ADHD                     

0 0% 

Do you feel isolated from the family due 

to   your child having ADHD?                              

3 30% 

Do you think that due to our child having 

ADHD others in the family members 

representing unpredictable behaviors                         

1 10% 

Do you think that there is an imbalance 

happened in the family due to this child  

having ADHD                                        

1 10% 

Do you think that family members 

lack in the understanding the child 

condition          

2 20% 

Do you think that difference in  

parenting in the spouse that affect our 

child having ADHD in rearing                                                   

1 10% 

Do you feel lack of communication 

 in between family members that interfere 

in our ADHD child rearing condition                                   

1 10% 

 

The present study explores the level of support mothers perceive from family 

members and their attitudes toward managing Attention-Deficit/Hyperactivity 

Disorder (ADHD)-related challenges in their children. The findings indicate 

variations in the degree of family support, which significantly influence maternal 
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experiences and coping strategies. Results show that 30% of mothers experience 

insufficient support in managing their child’s emotional and behavioral difficulties. 

These mothers report a lack of spousal support and feelings of isolation from family 

members due to their child’s condition. Conversely, 70% of mothers perceive 

adequate support in these areas, highlighting the protective role of family 

involvement in managing Attention-Deficit/Hyperactivity Disorder (ADHD)-related 

challenges. Regarding family understanding of the child’s condition, 80% of 

mothers believe their family comprehends the difficulties associated with ADHD, 

whereas 20% feel unsupported in this regard. This discrepancy suggests that while 

many families acknowledge ADHD, some may lack the necessary awareness or 

willingness to engage in a supportive manner. Crucially, in key areas such as family 

acceptance of the child's condition, minimizing unpredictable behaviors among 

family members, maintaining family balance, reducing parenting discrepancies, and 

fostering effective communication within the family, 90% of mothers report 

substantial support. This level of support is essential, as it enhances parents' ability 

to manage their child’s symptoms effectively and contributes to a stable family 

environment. Notably, the findings emphasize the significant role of grandparents in 

child-rearing. Full support from grandparents appears to be a critical factor in 

providing emotional and practical assistance to mothers, reinforcing the importance 

of extended family in caregiving dynamics. Overall, these findings highlight the 

positive impact of strong family support on parental coping mechanisms and child 

management strategies. However, the 30% of mothers who experience insufficient 

support remain at risk of increased stress, underscoring the need for family-focused 
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interventions that promote spousal and extended family involvement in ADHD 

management 

Table 3  

Pre- and Post-Intervention Scores on the Five Subscales of the Alabama Parenting 

Questionnaire (APQ) among Mothers of Children with Attention-

Deficit/Hyperactivity Disorder (ADHD) (N = 10) 

Variable 

Pre Post t 

value 
Sig 

Mean SD Mean SD 

PRE- POST Positive Involvement 

with children        

73.70 7.903 64.10 4.654 1.10 0.299 

PRE- POST Supervision 

 and Monitoring                        

39.50 

 

4.249 40.50 5.297 2.75 .22 

PRE- POST   

Use of Positive Discipline           

Techniques                                

26.70 2.541 28.00 2.000 1.89 .092 

PRE- POST Consistency  

in the use of such discipline      

25.00 6.200 21.00 4.899 3.23 .010 

PRE-F POST   

  Corporal Punishment                

18.50 3.274 14.50 4.601 4.71 .001 

PRE-APQ POST APQ              7.00 2.160 3.70 0.823 3.74 .005 

 

Table 3 indicates Pre- and post-intervention assessment of parenting 

dimensions across the five subscales of the Alabama Parenting Questionnaire (APQ) 

among ten mothers of children with Attention-Deficit/Hyperactivity Disorder 

(ADHD). Pre-Post assessment of the parenting dimensions of the five subscales for 
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mothers of children with ADHD of ten mothers. Positive Involvement with Children 

Pre-test   mean = 73.70 (SD = 7.903). Post-test mean = 64.10 (SD = 4.654). Mean 

difference = 1.10.p-value = 0.299 This suggests no significant change in the level of 

positive involvement with children after the intervention. Supervision and 

Monitoring: Pre-test mean = 39.50 (SD = 4.249). Post-test mean = 40.50 (SD = 

5.297). Mean difference = 2.75.p-value = 0.22The slight improvement in 

supervision and monitoring of the child is not statistically significant. Use of 

Positive Discipline Techniques Pre-test mean = 26.70 (SD = 2.541). Post-test mean 

= 28.00 (SD = 2.000). Mean difference = 1.89.p-value = 0.092 This indicates a trend 

toward improvement in using positive discipline techniques, though the change is 

not statistically significant. Consistency in the Use of Discipline: Pre-test mean = 

25.00 (SD = 6.200). Post-test mean = 21.00 (SD = 4.899). Mean difference = 3.23. 

p-value = 0.010 (statistically significant). This demonstrates a significant reduction 

in consistency in discipline practices post-test, which may reflect challenges in 

maintaining discipline routines. Corporal Punishment: Pre-test mean = 18.50 (SD = 

3.274). Post-test mean = 14.50 (SD = 4.601). Mean difference = 4.71.p-value = 

0.001.  There is a significant reduction in the use of corporal punishment following 

the intervention. Overall Parenting Practices (APQ): Pre-test mean = 7.00 (SD = 

2.160). Post-test mean = 3.70 (SD = 0.823). Mean difference = 3.74.p-value = 0.005 

This indicates a significant overall improvement in parenting practices as measured 

by the Alabama Parenting Questionnaire (APQ).  
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Table 4 

Means, Standard Deviations, t-Values, and Significance Levels for the Four 

Dimensions of Attention-Deficit/Hyperactivity Disorder (ADHD) in Pre- and Post-

Assessment Using the Conners Parent   Rating Scale-Revised (Pilot Study with 10 

Children) 

Variable 
Pre 

Mean         SD 

Post 

Mean       SD 
t value Sig 

Oppositional 12.30 2.36 8.50 1.51 4.52 .001 

Cognitive problem/ Intension 12.20 4.52 9.00 2.87 2.80 .021 

Hyperactivity 14.40 3.10 9.40 4.06 5.44 <.001 

ADHD Index 26.60 5.38 19.80 3.08 4.92 <.001 

Totals 65.50 10.29 46 6.91 5.30 <.001 

 

Table 4 This represents the pre-test and post-test scores on the Conners 

Parent Rating Scale -Revised in the pilot study. The results indicated a statistically 

significant reduction in oppositional behavior scores from pre-test (M = 12.30, SD = 

2.36) to post-test (M = 8.50, SD = 1.51), t = 4.52, p = .001. Cognitive 

problems/inattention also showed a significant decrease from pre-test (M = 12.20, 

SD = 4.52) to post-test (M = 9.00, SD = 2.87), t= 2.80, p = .021.Hyperactivity scores 

significantly declined from pre-test (M = 14.40, SD = 3.10) to post-test (M = 9.40, 

SD = 4.06), t= 5.44, p < .001. The ADHD Index showed a significant reduction from 

pre-test (M = 26.60, SD = 5.38) to post-test (M = 19.80, SD = 3.08), t = 4.92, p < 

.001.Overall total scores significantly decreased from pre-test (M = 65.50, SD = 

10.29) to post-test (M = 46.00, SD = 6.91), t = 5.30, p < .001. These findings 

suggest that the intervention was effective in significantly reducing core symptoms 
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and behavioral difficulties associated with Attention-Deficit/Hyperactivity Disorder 

(ADHD). 

Discussion of Pilot study  

The efficacy of the brief individual parent training intervention during the 

pilot phase was evaluated through checklist responses assessing maternal awareness 

of Attention-Deficit/Hyperactivity Disorder (ADHD), perceived family support, 

parenting practices (measured via the Alabama Parenting Questionnaire), and 

ADHD symptomatology (via the Conners Parent Rating Scale-Revised). The 

findings provide important insights into both the strengths and limitations of the 

intervention, as well as broader psychosocial factors influencing parenting 

outcomes. 

The results revealed a notable gap in parental awareness regarding the 

multidimensional and neurodevelopmental nature of Attention-Deficit/Hyperactivity 

Disorder (ADHD). While mothers were able to identify certain behavioural features 

of the condition, these were often misinterpreted as instances of intentional 

misbehaviour rather than symptoms of an underlying disorder. This lack of 

comprehensive understanding was observed across all participants, indicating a 

general deficit in ADHD-related knowledge. These results highlight the necessity of 

more focused psychoeducational elements in parent education programs to help 

correctly conceptualize ADHD and lessen the stigma attached to child conduct. 

The results demonstrated the positive impact of robust familial networks on 

improving parental coping and child management techniques in terms of perceived 
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family support. Nonetheless almost 30% of mothers said their spouses or other 

family members did not provide enough support. The subgroup continues to be 

especially continued to be especially vulnerable to parental difficulties and high 

stress levels. These findings inclusive strategies in intervention frameworks that 

promote shared accountability and involvement in Attention-Deficit/Hyperactivity 

Disorder (ADHD) management outside of the primary carer 

Analysis of the Alabama Parenting Questionnaire (APQ) subscales revealed 

no statistically significant improvement in the following areas related to parenting 

practices: Use of positive discipline Techniques, Supervision and monitoring and 

Positive Involvement. These facets of parenting are frequently influenced by 

ingrained attitudes, emotional reactivity, and internalised caregiving models that 

stem from the carers own early life experiences. Therefore, in order to bring about 

significant change, individuals might need more intensive, customized and 

prolonged in intervention efforts. Furthermore, the degree of involvement with these 

particular parenting approaches may have been influenced by participant differences 

in cognitive and motivational readiness for behavioral change. These results imply 

that short term interventions might not be able to significantly alter more complex 

relational or emotional parenting styles.   

Conversely, considerable improvement was noted in Consistency in the Use 

of Discipline and Reduction in Corporal Punishment. These modifications imply 

that the intervention’s behavioral modelling and structured skill-based training were 

successful in changing particular, outwardly visible parenting practices. The 

emphasis on setting consistent standards and supporting nonviolent disciplinary 
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alternatives appears to have allowed parents to accept these techniques more readily. 

The direct application and clarity of the behavioral methods taught throughout the 

sessions are probably what caused these changes. 

Post-intervention evaluations of children behavioral outcomes showed 

statistically significant decreases in the ADHD Index, Impulsivity, Cognitive 

Problems/Inattention and Oppositional Behaviour. These outcomes show how well 

the parent skills training programme works to change the main symptoms of 

Attention-Deficit/Hyperactivity Disorder (ADHD). Children may have shown better 

attention and impulse control, improved parent child interactions and more effective 

behavior regulation as a result of more parental consistency and less physical 

punishment. These results align with the theoretical framework of behavioural 

parent training, which holds that by altering environment circumstances and 

reinforcement patterns, parenting practices can enhance child conduct in proportion.  

Before the interventions main phase, change was made in response to the 

pilot study’s results. Parental individual training sessions were redesigned to 

emphasized the development of good parenting technique, raising knowledge of 

Attention-Deficit/Hyperactivity Disorder (ADHD), and strengthen the sense of 

family support. This improvement addressed the relational emotional and cognitive 

aspects of parenting as well as the larger familial context in which child 

development takes places. These also helped parents learn effective management 

techniques, boost their perception of family support and improve parent child 

interactions. 
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Main phase 

The results obtained from the pilot phase provided a solid phase for 

improving the intervention’s main phase. According to the findings, a large number 

of mothers had incomplete or erroneous knowledge of Attention-

Deficit/Hyperactivity Disorder (ADHD) and commonly mistakenly attributed its 

primary neurodevelopmental characteristics to deliberate misbehaviour. Significant 

discrepancies in the use of successful parenting techniques were also discovered and 

differences in how supportive families were seen further underscored the need for a 

more thorough approach. Despite the short individual training session’s initial 

success in raising parental awareness and competence levels, the outcomes highlight 

the need for a more comprehensive organised intervention approach. Crucially, the 

pilot period also showed a measurable decrease in ADHD symptoms among 

children, indicating the intervention’s potential effectiveness and reinforcing its 

ongoing development and suitability for use in a bigger, more representative 

population.    

In response to the findings derived from the pilot phase, alterations were 

made to both the content and delivery of the intervention for implementation in the 

main phase. The checklist used to assess parental awareness of Attention-

Deficit/Hyperactivity Disorder (ADHD) and perceived familial support 

demonstrated acceptable validity during the pilot phase, thereby justifying its 

continued use. Given the consistency in study objectives and participant 

characteristics across both phases, the same checklist was employed in the main 

phase to confirm methodological continuity. This checklist effectively captured the 
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extent of maternal unawareness regarding ADHD symptomatology and the level of 

perceived support from immediate family members, including siblings, 

grandparents, and the child’s father. The main phase focused on applying an 

individualized parent training program tailored specifically for mothers of children 

diagnosed with Attention-Deficit/Hyperactivity Disorder (ADHD). The primary 

objective was to evaluate the efficacy of the revised intervention in enhancing 

parenting skills and improving the management of ADHD-related behavioral issues 

in children. A pre-test–post-test design was employed with a sample of 30 biological 

mothers, selected through convenient sampling from the Community Disability 

Management and Rehabilitation Programme (CDMRP) under the Department of 

Psychology, University of Calicut. The inclusion and exclusion criteria remained 

consistent with those used in the pilot phase. Children were eligible to participate if 

they were between 6 and 10 years of age, resided with their biological mothers, and 

if the mother was the primary caregiver. Children with an intelligence quotient (IQ) 

above 90 were included, while those with comorbid physical, mental, or psychiatric 

conditions, as well as those on stimulant medications, were excluded. Similarly, 

mothers with diagnosed psychiatric illnesses were not included in the study. 

Although socio-demographic data (SDD) were not collected during the pilot 

phase, they were incorporated in the main phase to provide general background 

knowledge for the researcher while administering the intervention. Gathering 

information on variables such as maternal age, education, occupation, and family 

structure helped contextualize the sample and allowed for a better understanding of 

the participants’ living conditions and potential influences on parenting practices. 
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While not used for hypothesis testing, the SDD served to enhance the interpretive 

depth of the study. 

To ensure measurement consistency and enable meaningful cross phase 

comparison, the same set of psychological evaluation instruments was employed in 

both the pilot and main phases. During the pilot phase, the target sample Indian 

parents of children with Attention-Deficit/Hyperactivity Disorder (ADHD) was 

asked to rate the instruments clarity, cultural for and initial reliability. The results 

showed that participants understood the tools well and that their evaluations were 

administered in the main phase without any changes in light of this preliminary 

evidence of validity and reliability. The study internal validity was enhanced and 

measurement bias was reduced thanks to this methodological consistency 

(Creswell&Creswell,2018). Furthermore, any observed changes in outcomes could 

be ascribed to the intervention rather than inconsistent assessments because the same 

assessment framework was used. Both mothers and children went through an initial 

screening procedure to guarantee proper selection. The Binet Kamath Intelligence 

Test (BKT) was conducted by the researcher, a qualified clinical psychologist, to 

measure general cognitive functioning and to rule out intellectual disability. The 

Conners Parent Rating Scale - Revised (CRS-R), a parent reported tool used to 

evaluate oppositional behavior, cognitive problems, and hyperactivity was used to 

validate the Attention-Deficit/Hyperactivity Disorder (ADHD) diagnosis. The 

mother completed the Child behaviour Checklist (CBCL) which was used to further 

assess comorbid behavioural and emotional issues. 
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To check for mental health issues, mothers were given the General 

HealthQuestionnaire-28(GHQ). The Alabama Parenting Questionnaire (APQ), 

which gauges five important areas of parenting behaviors was used to evaluate 

parenting practices. Additionally, two distinct checklists were given at various 

intervals; the Perceived Family support Checklist was given before the session to 

assess the mother’s perceptions of the emotional and practical support she received 

from her family and spouse, and the ADHD Awareness Checklist was given before 

the intervention to assess the mother’s knowledge and comprehension of Attention-

Deficit/Hyperactivity Disorder (ADHD). 

Mother took part in an eight session Brief Individual parental Training 

Program after the first evaluations. Based on the findings of the ADHD Awareness 

Checklist, the first session’s psychoeducation focus covered topics such as the 

nature, causes and management technique of Attention-Deficit/Hyperactivity 

Disorder ADHD. In the second session, the mother’s knowledge of ADHD 

reviewed. The mother child bond and family dynamics were the topics of the 

following six sessions, Maternal coping mechanisms, perceived support from 

spouses and family, cognitive restructuring to lessen stigma, and the use of 

behavioral interventions like time ours and contingency management were among 

the subjects covered. In sessions five and six, authoritative parenting techniques 

were introduced, and the mother was urged to educate and involve the father and 

other family members in child rearing duties 

In order to find patterns in the child’s behavior, the final sessions 

concentrated on behavior analysis. They also included strategies to help the younger 
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develop their academic and functional skills. To maintain uniformity, the checklist 

and intervention protocol used in the pilot phase were carried over into the study’s 

main phase. The Conners’ Rating Scale Revised (CRS-R) and the Alabama 

Parenting Questionnaire (APQ)were used for pre and post intervention evaluations 

to gauge changes in Attention-Deficit/Hyperactivity Disorder (ADHD) 

symptomatology and parenting styles, respectively. The analysis of mother 

knowledge and perceived family support was done using descriptive statistics, such 

as measures of central tendency and frequency distributions. A paired samples t test 

was used to compare the pre post test results on parenting techniques and the 

intensity of children’s ADHD symptoms in order to evaluate the effectiveness of the 

intervention. 

Table 5  

Mother and child sociodemographic and parenting characteristics  

Variable Frequency (n) Percentage % 

Participant   

Mother of ADHD male child 30 100 

Birth weight of child   

Above2.5gm 26 86.6% 

Below 2.5gm 3 10% 

Age Range of Mother   

20-30 9 90% 

30-40 7 70% 

40-50 2 20% 

Medication during gestation   

No 26 86.6% 
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Yes 4 13.3% 

Education of mother   

Number of mothers completed 

10thclass 

8 26.6 

Number of mothers completed 12th 

class  

11 36.6 

Number of mothers completed above 

plus two TTC, DIPLOMA, DEGREE, 

BED 

11 36.6 

Education of child   

Number of children in first std  18 

Number of children in second std  2 

Number of children in third std  3 

Number of children in fourth std  3 

Number of children in fifth std  4 

Mother age at time of delivery   

18-20 5 16.6 

20-37 25 83.3 

Parenting Style   

Authoritative 28 93.3 

Authoritarian 1 3.33 

Permissive 1 3.33 

Mother Temperament   

Slow to warm up 24 80 

Difficult 5 16.6 

Easy 1 3.33 

Mother child relation   

Secured 24 80 

Ambivalent 6 20 
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Sociodemographic and Parenting features of mother and child, as shown in 

Table 5, looked at the psychosocial and demographic traits of mother of male 

children with attention deficit/hyperactivity disorder (ADHD). Mothers (N=30) 

made up the entire sample and were represented by 100% of the respondents. Only a 

small percentage(n=3,10%) were categorised as low birth weight, whereas the 

majority of children (n=26, 86.6%) were reported to have a normal birth weight 

(above 2.5kg). Although previous research has identified low birth weight as a 

potential risk factor among the current group (Banerjee et al., 2021). This group’s 

preponderance of normal birth weight may suggest that other variables, such 

parental practices or environmental stresses, may have a bigger impact on how 

ADHD symptoms appear. According to the age distribution of mothers, the majority 

were in the 20-30 and 30-40 age ranges, making them comparatively young, due to 

reduced rates of child bearing in that age group, a lesser percentage were in the 40-

50 age range. Furthermore 83.3% of mothers gave birth between the ages of 20 and 

37, compared to just 16.6% in the 18-20 age range, according to data on maternal 

age at delivery. These findings fit with conventional reproductive trends and show 

that ADHD is frequently found among children on to mothers within the average 

childbearing age. The mother’s educational background fell into three main 

categories: education beyond higher secondary (n=11,36.6%) which included 

Bachelor of Education (B.Ed.) degrees, diplomas, Teacher Training 

Certificates(TTC), and undergraduates degrees;10th standard (n=8,26.6%;and 12th 

standards(n=11,36.6%).According to this educational profile, a significant 

percentage of mothers had completed at least higher secondary school, which could 

have improved the access to and use of knowledge on diagnosing and treating 
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ADHD(Daley et al;2014). The existence of mother with less education, however, 

also emphasises how crucial it to adapt psychoeducational materials to a range of 

literacy levels. ADHD symptoms are frequently identified around the time of school 

enrolment, as evidenced by the fact that majority of the children (n=18 were enrolled 

in the first standard. 

In the second (n=2), third (n=3), fourth n=3), and fifth (n=4) standards, fewer 

children were seen. According to this pattern, the early school years could be a 

crucial time for seeing behavioural and attentional issues that lead to clinical 

assessment and diagnosis (DuPaul et al;2011). According to the results,93.3% of 

women used an authoritative parenting style, which is defined by adequate control 

and high responsiveness. Permissive (3.33%) and authoritarian (3.33%) styles were 

reported by only one mother each. Given its proven correlation with favourable child 

outcomes, such as emotional regulation and social competence domains frequently 

compromised in children with attention deficit/hyperactivity disorder (ADHD) the 

prevalence of the authoritative style is hopeful (Baumrind, 1991; Biederman et al., 

2002). Mother temperament analysis reveal that the majority of mother were 

classified as “slow to warm up” (n=24,80%) showing hesitancy and caution in 

unfamiliar circumstances. However, only one mother was categorised as “easy” 

(3.33%), while a smaller number had a “difficult” temperament(n=5,16.6%). The 

speed and adaptability of meeting the requirements of a kid with ADHD might be 

impacted by a temperamentally cautious parenting approach, especially in situations 

that are unfamiliar or stressful. These temperament traits could influence both 

parenting behavior and stress levels in caregiving contexts (Chess & Thomas, 1996). 

The mother–child relationship was largely reported as secure (n = 24, 80%), with the 

remaining 20% (n = 6) classified as ambivalent. A secure attachment between 
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mother and child has been linked to improved emotional functioning and behavioral 

outcomes in children with attention deficit/hyperactivity disorder (ADHD), 

suggesting a protective role against the disorder’s challenges. In contrast, ambivalent 

attachment patterns may reflect inconsistent caregiving or emotional unavailability, 

which can exacerbate behavioral symptoms (Hinshaw, 2002). These findings point 

to the importance of early relational support and parental guidance programs that 

promote secure attachment. Taken together, the results highlight generally positive 

parenting practices and relational dynamics among mothers in the sample. However, 

the presence of less optimal patterns in a minority of families such as authoritarian 

parenting, difficult maternal temperament, or ambivalent attachment—underscores 

the need for individualized, culturally sensitive interventions.  

Table 6  

Awareness Checklist for Attention-Deficit/Hyperactivity Disorder and Percentage 

Analysis 

Item Frequency 

(n) 
Percentage% 

1. Child condition 11 36.6 

2.Know about Attention 22 73.3 

3.Clinical features of attention 1 3.33 

4.Know about hyperactivity 12 40 

5.Hyperactivity features 1 3.33 

6.Impulsivity 2 6.66 

7.Features of impulsivity 0 0 

8.Accademic difficulty 7 23.33 

9.Social skill problems 3 10 

10.Executive difficulty 3 10 

11.Emotional problems 2 6.66 
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Mothers of children with Attention Deficit/Hyperactivity (ADHD) exhibit a 

diverse pattern of knowledge, according to research on parental awareness and 

comprehension of the disorder. While a substantial proportion of participants (n = 

22, 73.3%) reported being aware of the term “attention,” only a very small number 

(n = 1, 3.33%) demonstrated an understanding of its clinical features. Similarly, 

while 12 mothers (40%) indicated familiarity with the term “hyperactivity,” only 

one participant (3.33%) was able to identify specific features of hyperactivity. 

Knowledge about impulsivity was notably low, with only two participants (6.66%) 

acknowledging awareness of the term and none (0%) able to describe its features. 

These results indicate that although many mothers are somewhat familiar 

with general attention deficit/hyperactivity disorder (ADHD)-related terminology, 

detailed knowledge about symptomatology particularly regarding impulsivity and 

clinical diagnostic criteria is limited. This gap is significant, as accurate parental 

understanding of ADHD symptoms is crucial for early identification, appropriate 

intervention, and effective home-based behavioral management strategies (Daley et 

al., 2014; Sciutto et al., 2000). 

When the data from the main phase are compared with findings from the 

pilot phase (see Table 6), a significant gap in parental awareness becomes even more 

evident. In both phases, while basic recognition of terms such as attention and 

hyperactivity was present, understanding of the clinical features of attention, 

hyperactivity, and impulsivity as well as knowledge of associated challenges such as 
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executive functioning deficits, social skill difficulties, and emotional problems 

remained limited. These patterns point to a consistent lack of in-depth awareness 

across both study phases. 

Such persistent gaps highlight the need for targeted psychoeducational 

interventions. General awareness is not sufficient; parents must be equipped with a 

deeper understanding of attention deficit/hyperactivity disorder (ADHD)’s 

manifestations to facilitate early detection and improve their child’s access to 

interventions. This is particularly important given that only 36.6% of mothers 

reported awareness of their child's condition and even fewer recognized associated 

functional impairments such as academic (23.3%), social (10%), or emotional 

(6.66%) difficulties. 

Overall, the data underscore the importance of integrating comprehensive 

parent training focused not only on symptom identification but also on the broader 

developmental challenges faced by children with attention deficit/hyperactivity 

disorder (ADHD). Enhancing parental insight into these areas may strengthen 

collaborative care efforts, promote timely interventions, and ultimately support 

better long-term outcomes for affected children (Chronis et al., 2004; Barkley, 

2014). 
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Table 7 

 Percentage Analysis of mothers perceived family support 

 Items Frequency 

(n) 

Percentage 

% 

1 Difficulty in accepting the child  2 6.66 

2 Difficulty in managing emotional   behaviour   

problem 

15 50 

3 Lack of support from spouse in rearing the child 3 10 

4 Lack perceived support from grandparents and 

siblings of the child  

10 33.3 

5 Do you feel isolated from the family 3 10 

6 Other family member represent unpredictable          

behavior  

4 13.3 

7 Imbalance happened in the family 3 10 

8 Lack understanding of family members 13 43.3 

9 Difference in parenting  5 16.6 

10 Lack of communication in between family 

members 

4 13.3 

11 Supportive factors getting from family 5 16.6 

 

The data reveals a range of family-related difficulties experienced by 

mothers of children diagnosed with ADHD. The most frequently reported challenge 

was difficulty in managing emotional behaviour problems (50%), indicating a 

pressing need for behavioral management support within the home. This finding is 

consistent with research highlighting that children with ADHD often exhibit 
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emotional dysregulation, placing significant stress on caregivers (Barkley, 2015). 

Another prominent concern was the lack of understanding from family members 

(43.3%), which may contribute to feelings of invalidation and hinder effective 

caregiving. Emotional and informational support from family has been identified as 

a critical protective factor for parental well-being (Chronis et al., 2007). 

Furthermore, a substantial number of participants reported lack of perceived support 

from extended family members such as grandparents and siblings (33.3%), 

suggesting that ADHD-related caregiving is often an isolating experience, especially 

in joint or extended family systems prevalent in Indian culture. Differences in 

parenting approaches (16.6%) and lack of communication among family members 

(13.3%) reflect intrafamilial conflict, which can worsen the stress experienced by the 

primary caregiver. This aligns with prior studies that emphasize how inconsistent 

parenting strategies and poor spousal or family communication can negatively affect 

child outcomes (Johnston & Mash, 2001). Interestingly, only a small percentage 

(6.66%) reported difficulty in accepting the child, implying that while acceptance 

may not be a primary issue, managing day-to-day behavioral challenges and family 

dynamics remains critical. Finally, the presence of supportive factors from the family 

was acknowledged by only 16.6% of participants, indicating that positive familial 

support is limited for most caregivers in this sample. 
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Table 8 

Pre- and Post-Intervention Scores on the Five Subscales of the Alabama Parenting 

Questionnaire (APQ) for Mothers of Children with ADHD (N = 30) 

Variable 

Pre 

Mean     

SD 

Post 

Mean 

t 

SD   Value   Sig     

Cohen’s 

d 

Positive Involvement with 

children 
39.33 4.63 41.43 3.84 3.87 <.001    .706 

Supervision andMonitoring 27.27 2.53 28.43 1.94 3.25 0.003     .593 

Use of Positive Discipline 

Techniques 
22.80 6.75 19.57 6.32 3.44 0.002     .628 

Consistency 18.03 4.72 14.23 4.67 6.76 <.001  1.234 

Corporal Punishment 8.07 2.68 4.57 2.53 6.91 <.001  1.261 

Total 75.17 9.20 66.83 8.89 5.44 <.001  .994 

 

Table 8 indicates series of paired-samples t-tests which were conducted to 

examine the effect of the intervention on various parenting dimensions. There was a 

significant increase in positive involvement with children from pre-test (M = 39.33, 

SD = 4.63) to post-test (M = 41.43, SD = 3.84), t = 3.87, p < .001, with a moderate to 

large effect size (d = 0.706), indicating a statistically significant improvement in this 

domain. The improvement in positive involvement may be attributed to the 

intervention’s emphasis on building emotional connection, enhancing 

communication, and encouraging parents to engage more consistently and 

meaningfully with their children. Through structured sessions focusing on empathy, 

active listening, and recognition of the child's emotional needs, parents may have 

developed a deeper understanding of how their involvement impacts their child's 

behavior and well-being. Furthermore, mothers were probably inspired to embrace 
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more responsive and loving behaviors in their daily interactions by the growing 

understanding of and reinforcement of good parenting strategies. Likewise, modest 

effect size (d=0.593) indicated improved parental monitoring after the intervention 

and a significant rise in supervision and monitoring scores was seen from the 

pretest(M=27.27,SD=2.53) to the post test (M=28.43,SD=1.94),t=3.25,p=.003.This 

implies that the intervention was successful in enhancing the mother’s supervision 

and awareness of the child’s everyday actions and conduct. The intervention’s 

emphasis on teaching mothers the value of regular supervision, establishing clear 

expectation, and monitoring behavioral patterns in children with ADHD may be the 

reason for the improvement in this area. The program probably promoted more 

proactive and regular participation in behavior monitoring by raising mother 

awareness of the benefits of organised monitoring for safety and behavioral 

regulation.  

In contrast, positive discipline scores showed a significant decrease from pre-

test (M = 22.80, SD = 6.75) to post-test (M = 19.57, SD = 6.32), t= 3.44, p = .002, 

with a moderate effect size (d = 0.628) indicating a reduced confidence on positive 

discipline strategies post-intervention. This may reflect a shift in parental focus 

toward emotional regulation and relationship-based approaches over behavioral 

reinforcement techniques. Increased awareness of their own parenting styles may 

have led some parents to become more cautious or uncertain about applying specific 

disciplinary strategies, especially during the transition phase following the 

intervention. A significant reduction was also found in consistency scores, from pre-

test (M = 18.03, SD = 4.72) to post-test (M = 14.23, SD = 4.67), t = 6.76, p < .001, 
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and a large effect size (d = 1.234) reflecting decreased consistency in parenting 

behavior.  While consistency is typically a positive parenting trait, this decrease may 

reflect greater parental honesty and insight gained during the intervention. Parents 

may have become more self-aware of inconsistencies they had previously 

overlooked, leading to more accurate post-test reporting. Additionally, the process of 

integrating new parenting strategies could have temporarily disrupted previously 

established routines, contributing to variability in parenting behavior. Corporal 

punishment scores significantly decreased from pre-test (M = 8.07, SD = 2.68) to 

post-test (M = 4.57, SD = 2.53), t= 6.91, p < .001, with a large effect size (d = 

1.261), indicating a marked reduction in the use of corporal punishment. indicates 

the intervention’s success in discouraging harsh disciplinary practices and promoting 

more constructive, non-violent approaches to child behavior management. The 

sessions likely emphasized the negative long-term effects of physical punishment 

and provided alternative methods rooted in empathy, communication, and structured 

guidance, thereby encouraging parents to adopt healthier disciplinary practices. 

Finally, analysis of the total parenting score revealed a significant decrease from 

pre-test (M = 75.17, SD = 9.20) to post-test (M = 66.83, SD = 5.44), t = 5.44, p < 

.001 with effect size was large (d = 0.994), This suggests that the intervention led to 

an overall improvement in parenting practices as measured by the total score. 

Together, these findings highlight a nuanced pattern of change: while certain 

dimensions showed expected improvements, others may reflect transitional phases 

in parenting behavior or increased self-awareness rather than a decline in parenting 

quality.  
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Table 9  

Indicates Mean, Standard Deviation, t-Test, and Significance of the Four 

Dimensions of ADHD in Pre-Post Assessment of Conners Parent Rating Scale-

Revised 

Variable 

Pre 

Mean             

SD 

Post 

Mean             

SD 

t value 
Sig    Cohen’s 

d 

Oppositional 12.53 3.15 8.97 2.13 7.60 <.001    1.388 

Cognitive problem/ 

Intension 
12.10 3.79 9.00 2.64 5.80 <.001    1.059     

               

Hyperactivity 13.50 2.81 10.80 3.02 4.96 <.001       .905 

ADHD Index 26.93 3.98 21.17 2.61 7.67 <.001    1.401      

               

Totals 65.13 7.59 50.30 5.73 9.06 <.001    1.653          

               

 

A series of paired-samples t-tests were conducted to evaluate the 

effectiveness of the intervention in addressing Attention-Deficit/Hyperactivity 

Disorder (ADHD) related behavioral concerns. The results revealed statistically 

significant improvements across all assessed domains. Specifically, there was a 

significant reduction in Oppositional Behavior scores from pre-intervention (M = 

12.53, SD = 3.15) to post-intervention (M = 8.97, SD = 2.13), t = 7.60, p < .001, 

with a large effect size (d = 1.388), indicating strong practical significance. 

indicating a notable decrease in oppositional tendencies following the intervention. 

This improvement may be attributed to the structured parent training program, 
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which likely enhanced mothers’ understanding of behavioral triggers and promoted 

the use of effective behavioral management strategies. 

In a similar pattern, scores on the Cognitive Problems/Inattention subscale 

significantly declined from pre-intervention (M = 12.10, SD = 3.79) to post-

intervention (M = 9.00, SD = 2.64), t = 5.80, p < .001, with a large effect size (d = 

1.059). This suggests improvements in children’s attentional functioning as 

perceived by the mothers, possibly reflecting increased parental awareness and 

improved ability to support and guide their children in sustaining attention and 

regulating behavior. 

Hyperactivity scores also demonstrated a significant reduction from pre-

intervention (M = 13.50, SD = 2.81) to post-intervention (M = 10.80, SD = 3.02), t = 

4.96, p < .001with a large effect size (d = 0.905). This decrease may reflect the 

incorporation of structured physical activities into the child’s daily routine, which 

likely contributed to better regulation of impulsive behavior. These improvements 

can be attributed to behavioral strategies learned by the mothers during the 

intervention sessions. 

The ADHD Index score showed a substantial decrease from pre-test (M = 

26.93, SD = 3.98) to post-test (M = 21.17, SD = 2.61), t = 7.67, p < .001, with a very 

large effect size (d = 1.401), suggesting a marked improvement, representing a 

significant overall reduction in Attention-Deficit/Hyperactivity Disorder (ADHD) 

symptom severity. This composite measure reflects broad improvements in the 

child’s behavior, which can be seen as a strong indicator of the intervention’s 

effectiveness in targeting core ADHD features. 
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Finally, the Total Score across all behavioral domains significantly declined 

from pre-test (M = 65.13, SD = 7.59) to post-test (M = 50.30, SD = 5.73), t = 9.06, p 

< .001, and corresponding Cohen’s d = 1.653. This comprehensive reduction across 

oppositional behavior, inattention, and hyperactivity domains suggests a substantial 

improvement in the child’s overall behavioral functioning following the parent-

based intervention. 

According to mother, these results offer compelling proof of the 

intervention’s efficacy in lowering Attention-Deficit/Hyperactivity Disorder 

(ADHD) symptomatology and related behavioral problems. The observed gains in 

number of areas most likely stem from a combination of improved parent child 

interaction patterns encouraged by the intervention, more parental knowledge and 

increase use of perceived familial support. 

SUMMARY OF THE CHAPTER 

The results of the study were reported in this chapter, emphasising the short 

individual parental training program’s efficacy for mother of children with attention 

deficit/hyperactivity disorder (ADHD). Both standardised tests and checklists 

created by the researcher were used in the two phases of the study pilot and main to 

evaluate results pertaining to child symptomatology and parenting practices. 

Results from the pilot phase showed that mother’s knowledge of the clinical 

characteristics of Attention-Deficit/Hyperactivity Disorder (ADHD) was lacking. Core 

symptoms like impulsivity, inattention and executive dysfunction were not well 

understood, despite the recognition of certain behavioural features. In spite of this, 
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certain parenting practices, such as less physical punishment and more consistent 

discipline, saw notable benefits as a result of the pilot intervention. Additionally, 

children oppositional behaviour, in attention, hyperactivity and general ADHD 

symptoms were significant decreased, confirming the intervention’s initial efficacy.   

Building upon the pilot study, the main phase involved a larger sample and 

applied a refined version of the intervention. Results revealed statistically significant 

improvements across all domains of parenting assessed by the Alabama Parenting 

Questionnaire (APQ), including increased positive involvement, enhanced 

supervision, and reduced use of harsh or inconsistent discipline. Likewise, children 

exhibited marked reductions in Attention-Deficit/Hyperactivity Disorder (ADHD) 

symptoms as measured by the Conners Parent Rating Scale, with large effect sizes 

indicating substantial clinical improvement. 

The discussion highlighted how the intervention effectively addressed 

observable parenting behaviors and improved child outcomes. However, emotional 

and relational components of parenting such as deep parental involvement and 

cognitive reframing showed moderate progress, suggesting the need for longer-term 

or more intensive intervention approaches. The study also emphasized the role of 

family support, particularly spousal and grandparental involvement, in enhancing 

intervention effectiveness. 

Overall, the results underscore the value of   skill-based parental training in 

improving the management of ADHD and fostering healthier parent–child 

interactions.  
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In Parental Training Programme, Parents are taught skills to manage 

challenging behaviors through different methods. This training programme helps 

parents to learn about effective ways to improve their child's skills, manage 

challenging behaviors, and support their child's growth and development. In a study 

done by Morgan and O’Keefe (2021) found a relationship between child behavior 

problems and parenting practices. So primary treatment line was behavioral parent 

training and result showed that there was notable improvement in parenting practices 

and child behavior. In another study done by Pliszka (2007) parent training 

intervention was focused on psycho social intervention such as cognition and 

behavioral. This help parents to manage with their children behavior problem in 

more effective way when they were aware about it.  

Need and Significance  

Although several studies report a reduction in children’s Attention-

Deficit/Hyperactivity Disorder (ADHD) symptoms following parental training 

programmes, other research indicates limited improvement in parenting skills among 

mothers, particularly in cases involving severe ADHD symptoms in children. 

Factors such as inconsistent attendance by mothers in the training sessions, the 

severity of the child's ADHD symptoms, and insufficient support from spouses and 

family members may contribute to this outcome. Therefore, it is essential to evaluate 

the effectiveness of parental training programmes in such contexts. The present 

study specifically focuses on implementing a parent training programme for 

mothers, aiming to reduce ADHD symptoms in their children. This focus is based on 

the premise that mothers typically spend more time with their children, and while 
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considerable research has addressed the severity of ADHD symptoms, 

comparatively fewer studies have examined improvements in parenting skills. 

Research Aim  

The aim of the study is to design and evaluate individual parental training 

programme for mothers in reducing Attention Deficit/Hyperactivity Disorder 

(ADHD) symptoms in their children and to assess improvement in parenting skills 

following the intervention. 

The current titled as “DESIGNING AND EVALUATING THE BRIEF 

INDIVIDUAL   PARENTAL TRAINING PROGRAMME FOR MOTHERS OF 

CHILDREN WITH ADHD” 

Working Defntion 

Attention Deficit Hyperactivity Disorder (ADHD) is a 

neurodevelopmental disorder characterized by persistent patterns of inattention, 

hyperactivity, and impulsivity. These symptoms interfere with functioning or 

development across social, academic and occupational functioning level. According 

to the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM 

5), ADHD symptoms must be evident before the age of 12, occur in two or more 

settings and cause significant impairment in daily life. 

Individual parental training programme is a structured evidence-based 

intervention designed to enhance parenting skills through one-to-one session 

between trained professional and a parent. This programme focuses on teaching 

specific strategies to manage child cognition, emotions, behavior, academic and 
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social challenges in Attention Deficit Hyperactivity Disorder (ADHD)   to mothers. 

It is done through psycho educating the mother about the condition, improving 

parenting skills with perceived support from family, and improving the   relationship 

between mother and child based on tailored guidance and support given to each 

mother. 

Parenting skills refer to a set of learned behaviors, strategies, and practices 

that enables parents to effectively nurture, guide and manage their child’s 

development and behavior. These skills include consistent discipline, effective 

communication, emotional support, supervision, problem solving and promoting a 

positive parent child relationship. Strong parenting skills contribute to child’s 

emotional, social and cognitive growth as well as the management of the same. 

Research Objective  

1. To assess the improvement in parenting skills among mothers after 

participating in the Individual Parent Training Programme. 

2. To evaluate the effectiveness of an Individual Parental Training Programme 

for mothers in reducing ADHD symptoms in their children. 

Research Question 

The key research question is formulated as “How   effective is   an individual 

parental training programme for mothers in reducing ADHD symptoms in their 

children and improving their parenting skills?” Based on this sub questions were 

also formulated such as: 
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1. Does participation in an Individual Parental Training Programme reduce 

ADHD symptoms in children? 

2. Does the Individual Parental Training Programme improve parenting skills 

among mothers of children with ADHD? 

Inferences 

Current study adopts an exploratory sequential mixed-methods design was 

employed, beginning with a qualitative phase to explore the phenomenon, followed 

by a quantitative phase to examine prospective outcomes through cross-sectional 

pre- and post-test comparisons. The research was conducted in two phases: Phase I 

and Main phase. Each phase differs in terms of objectives, designs and measures 

used and the way it has been carried out. Each phase contributed to the planning and 

procedure for the forthcoming phases.  

Phase I consist of Development of   the intervention and Pilot study 

Development of the intervention 

The individual Parental Training Programme was constructed through 

systematic process  

• Reviewing previous   models:  

Foundational frameworks of Barkley’s Parent Training Program were 

reviewed to identify core behavioral management components that consistently 

produce positive outcomes in families of children with ADHD. Additionally, 



Summary and Conclusion 

 119 

Ruchita’s adaptation of Barkley’s model was examined for its culturally sensitive 

modifications tailored to the Indian context 

•  Analysis of research in books: 

An analysis of both classic and contemporary texts on behavioral parent 

training was conducted to extract evidence-based strategies related to skill 

acquisition, session sequencing, and home implementation. Research indicates that a 

well-balanced combination of interventions enhances short-term functioning in 

children with Attention-Deficit/Hyperactivity Disorder (ADHD). Among these, parent 

training programs have proven particularly effective, as they aim to increase parental 

understanding, distinguish between a child's incompetence and non-compliance, 

enhance parents' ability to provide clear guidance, and promote successful parent–

child interactions 

• Reviews of relevant literature about parent training programme: 

Recent empirical studies and meta-analysis on parent training programmes 

for Attention-Deficit/Hyperactivity Disorder (ADHD) were synthesized to ensure 

the intervention. These programmes focus on equipping parents with skills to 

understand their child's behavior, implement consistent discipline strategies, and 

improve parent–child interactions. Studies consistently show that structured parent 

training leads to reductions in symptoms such as inattention, hyperactivity, and 

oppositional behavior. Furthermore, the literature emphasizes the importance of 

tailoring these interventions to suit the cultural and contextual needs of families, 

ensuring better engagement and outcomes.   
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• Professional   recommendations for   module development:  

Feedback from professionals was solicited to refine session and, 

objective. This initial draft was then reviewed by professional experts in the 

field. Prior to distributing the module for expert feedback, a brief 

introduction was included, outlining the purpose of the module, the specific 

input being sought, and the expected time frame for response. The module, 

along with a structured questionnaire targeting suggestions regarding the 

training content, target population, and areas requiring improvement, was 

sent to experts via email at their convenience. Based on the feedback 

received, appropriate modifications were made to the session content. The 

revised and finalized version of the module was subsequently emailed to the 

experts for confirmation. 

Pilot study   

The Individual Parental Training Programme was assessed with eight 

mothers of children diagnosed with Attention-Deficit/Hyperactivity Disorder 

(ADHD), joined from the Community Development Management Rehabilitation 

Programme (CDMRP) at the Department of Psychology, University of Calicut. A 

convenient sampling method was used, and the study utilized a pre- and post-test 

design. Participants were carefully chosen based on clearly defined inclusion and 

exclusion criteria to confirm their suitability for the intervention. Initial screening 

procedures were applied for both the children and their mothers. For the children, 

the Binet-Kamat Test of Intelligence was assessed to exclude intellectual disabilities, 

the Child Behaviour Checklist (CBCL) was used to identify and rule out intrinsic 
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and extrinsic behavioral problems, and the Conners' Rating Scales–Revised (CRS-R) 

was used to confirm an ADHD diagnosis. The mother’s psychological wellbeing 

was evaluated using the General health Questionnaire (GHQ), their parenting 

practices were assessed using the Alabama Parenting Questionnaire (APQ) and their 

parenting stress levels were measured using the Parenting Stress Index (PSI). 

Furthermore, during the pilot phase, the study’s Awareness Checklist and Family 

Dynamics Checklist were verified. Each parent participant and the researcher had 

one -on one session to carry out the intervention in an individual fashion.  

The eight individualised sessions of the intervention were centred on three 

main topics, improving the mother child bond, family dynamics and 

psychoeducation. In order to help mother comprehend Attention-

Deficit/Hyperactivity Disorder (ADHD) its causes and management techniques, the 

first two sessions included psychoeducation based on an ADHD awareness 

checklist. In the second follow up session, the therapist went over the mother’s 

knowledge of ADHD and examined how she understood the disorder in relation to 

her child. Family dynamics was the second area of emphasis and it was covered in 

four sessions. This component examined how the mother coped with stress; how 

supportive her spouse was of her in raising a kid with ADHD and how supportive 

her in laws and siblings were perceived to be. A checklist was given to the mother 

prior to the commencement of these sessions in order to gauge her sense of support 

from her family and to spot any emotions of loneliness. Enhancing the mother child 

bond was the focus of the third intervention area. In order to help the mother identify 

certain behavioural patterns and implement suitable behavioural management 
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strategies, the seventh session was devoted to improving the mother’s 

comprehension of her child’s situation. This improved comprehension facilitates 

more attentive and perceptive reactions to the child’s demands, which in turn 

supports the development of adherence and teamwork abilities. The workshop also 

sought to assist women in improving their methods of parenting in order to make 

them more successful and responsive. In the eighth session, the attention moved to 

introducing basic strategies for improving the child’s learning and skill execution, 

which are frequently compromised in children with ADHD. These strategies were 

designed to support both academic performance and daily functioning through 

regular and organised interventions. 

 Descriptive statistics indicated meaningful gains in positive parenting 

practices and reductions in reported ADHD symptoms, supporting the programme’s 

promise and warranting progression to the main study. 

Main phase 

Based on insights gained from the pilot study, the intervention module was 

revised while retaining the same overall structure and procedures. The main phase 

was implemented with a sample of 30 mothers of children diagnosed with Attention-

Deficit/Hyperactivity Disorder (ADHD) was collected from Community 

Development Management Rehabilitation Programme(CDMRP), Psychology 

Department, Calicut university. Convenient sampling was used. The sample was 

selected based on specific inclusion and exclusion criteria and same screening tools 

and checklists were utilized in child and mother to ensure consistency in assessment. 
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In this phase main aim was to to equip parents with practical, evidence-based 

strategies to better understand, manage, and support their child with Attention-

Deficit/Hyperactivity Disorder (ADHD). The intervention consisted of eight 

sessions focusing on three key areas. The first area involved providing 

psychoeducation to the mother. To evaluate her present knowledge, an ADHD 

awareness checklist was administered to assess her existing knowledge. Based on 

her responses, personalized psychoeducation was provided, covering the nature of 

ADHD, its causes, and general strategies for management. The second session 

served as a follow-up, during which the therapist reviewed the mother’s 

understanding of ADHD and examine her hole on   the condition as it relates to her 

child. 

Over four sessions the attention was mainly on family pattern of 

intervention. This component explored the mother's coping mechanisms under 

stress, the level of support she received from her spouse in raising a child with 

Attention-Deficit/Hyperactivity Disorder (ADHD), and the perceived support from 

in-laws and siblings. Before   starting these sessions, a checklist was given to 

evaluate the mother's ability of familial support and to identify any feelings of lack 

of social contact. 

The third session was to   introduce mother to designed plan of action. This 

was for the mother to have a more accurate and helpful thoughts rather than negative 

and an inaccurate one. The goal was to replace negative remarks from family 

members with more realistic one. This included cognitive restructuring to reduce 

stigma, embarrassment, and to foster acceptance of her child’s condition. Guidance 
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was also provided on how to handle negative or insensitive remarks from family 

members. To address the child's early emotional and behavioral challenges, the 

mother was trained in basic behavior therapy techniques such as contingency 

management and time-out methods, aimed at improving the mother-child 

relationship. 

The therapist followed up on these concerns in the fourth session, talking 

about the mother’s development and any lingering difficulties. The emphasis 

changed to assisting the mother in educating her partner about Attention-

Deficit/Hyperactivity Disorder (ADHD) starting with the fifth session. She was 

urged to ask for his assistance in controlling their child’s behavioral and emotional 

problem as well as in encouraging attention enhancing activities. This work was 

continued in the sixth session, which also included a follow-up conversation and the 

introduction of the idea of democratic parenting. The mother received guidance on 

how to share tasks for their child with ADHD and encourage the father to be more 

involved in parenting.    

Enhancing the mother child bond was the third component of the 

intervention. The goal of the seventh session was to help the mother better 

understand her child’s condition so that she could identify particular behavior 

patterns and use the right behavioral management strategies. This enhanced 

comprehension made it easier to respond to the child’s demands in a more sensitive 

and perceptive manner, which in turn supported the growth of cooperation and 

compliance abilities. The workshop also sought to assist women in improving their 

methods of parenting in order to make them more successful and responsive. In the 
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eighth session, the emphasis switched to presenting fundamental techniques for 

enhancing the child’s ability to learn and execute skills, which are often impaired in 

children with Attention-Deficit/Hyperactivity Disorder (ADHD). These tactics were 

created to provide regular and organised interventions to enhance everyday living as 

well as academic achievement.       

Pre Post intervention assessments were conducted to evaluated the 

effectiveness of the parent training program. 

The results of study suggest that the Brief Individual Parental Training 

Programme is effective in enhancing parenting skills and managing behavioural 

difficulties in children with ADHD. The observed improvements indicate that 

structured parental interventions can play a crucial role in addressing the challenges 

associated with ADHD. 

The study’s objectives were successfully achieved, and the hypotheses 

regarding significant differences in parenting practices and reduction in  ADHD 

symptoms in children  following the intervention were supported. 

Overall, the study concludes that empowering parents through targeted training 

programmes can lead to meaningful positive outcomes for both mothers and children 

with ADHD, highlighting the importance of parent-focused interventions in clinical 

and community settings. 
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Implication 

A quick individual parental training intervention can significantly can 

significantly enhance family dynamics and child outcomes by teaching women how 

to properly manage their children’s thoughts, feeling and behaviors. 
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The Brief Individual Parent Training Programme was created for mothers of 

children with Attention-Deficit/Hyperactivity Disorder (ADHD), and its efficacy 

was assessed in this study. The following suggestion were made for future research, 

and practice under the light of findings. 

1. Practice Recommendations 

To give parents of children with ADHD format support, the Brief Individual 

Parent Training Programme can be incorporated into the regular offering of child 

guidance clinics, school counselling centers. 

This training program can be used as a structured intervention by mental 

health professional, such as psychiatric social works, clinical psychologist and 

counsellors, to improve mother child relationships, develop parenting techniques, 

and increase parental awareness 

This training program may be modified for use in parent support groups by 

community-based organizations and non-governmental organizations involved in 

child mental health in order to raise awareness and lessen the stigma associated with 

Attention-Deficit/Hyperactivity Disorder (ADHD). 

2. Recommendations for Future Research 

To improve the findings generalizability larger and more diverse parent 

samples may be used in future studies 
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The long- term efficacy of the Brief individual parent training programme in 

maintaining gains in parenting techniques, family support and parental knowledge 

may be evaluated through longitudinal research. 

In order to encourage share responsibility and comprehensive family support, 

future iterations the program may investigate the participation of father or other 

caregivers. 

The efficacy of the Brief individual parent training programme in 

comparison to group-based parent education programs. 

Clinical Implications 

The findings of the present study suggest that a Brief Individual Parental Training 

Programme can be an effective intervention for improving parenting practices 

among mothers of children with Attention-Deficit/Hyperactivity Disorder (ADHD) 

and reducing associated difficulties in children. This highlights the importance of 

incorporating parent-focused interventions into routine clinical practice. Mental 

health professionals, including clinical psychologists and child psychiatrists, may 

utilize brief, structured training programmes as cost-effective and time-efficient 

strategies for managing ADHD-related challenges. Furthermore, such interventions 

can enhance parental competence, reduce stress, and promote better parent–child 

interactions, thereby contributing to improved overall functioning of the child. 
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Theoretical Implications 

The study contributes to the existing body of knowledge on behavioural and 

cognitive-behavioural models of ADHD management by reinforcing the role of 

environmental and parenting factors in influencing child behaviour. The results 

support theories that emphasize parent-mediated interventions as critical 

components in the treatment of ADHD. By demonstrating measurable changes in 

both parenting practices and child outcomes, the study adds empirical support to 

social learning theory and behaviour modification principles, which posit that 

structured parental guidance and reinforcement strategies can lead to positive 

behavioural changes in children. 

Methodological Implications 

 Methodologically, the present study demonstrates the effectiveness of a 

pretest–posttest design in evaluating intervention outcomes. This design provides a 

systematic approach to assessing changes following the implementation of 

structured programmes. However, the use of a sample limited to mothers of children 

with ADHD highlights the need for future research to include more diverse 

participants, such as fathers and other caregivers, to enhance the generalizability of 

findings. 

Furthermore, the structured delivery of the Brief Individual Parental Training 

Programme supports the feasibility of short-term, focused interventions within 

clinical and community settings. Future research may strengthen methodological 

rigor by incorporating follow-up assessments to examine the long-term effectiveness 

and sustainability of intervention outcomes.
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Appendix 1 

CONSENT FORM 

 

I …………..agree to participate in  research, conducted by SARA RENNI for Phd work in 

“Designing And  Evaluating  The Brief  Individual  Parental Training Programme For 

Mothers Of Children With ADHD” under Psychology Department Prajyoti Niketan 

College. I have received reassurance that the information I share will remain strictly 

confidential. Anonymity will be assured by not using any name in any type of publication. If 

I have any question about conduct of research project I may contact the researcher. 

 I am  willing to participate in this research work, and would like to  undergo  training 

programme.  

 

 

                                                                                    

                                                                                                                           

Signature of the researcher                                                                   Signature of the mother 
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Appendix 2 

SOCIO DEMOGRAPHIC DATA 

 

Name of the Mother and Child in abbreviation:  

Gender of the Child        : 

Birth weight       : 

Age of the  mother and child                           : 

Any medication during gestation period   : NO/YES if yes please mention 

it…….. 

Any kind of physical illness 

Education of mother and child: 

Annual  Income  status : BPL………… APL………… 

Religion   : 

 Family    :  Joint/Neutral 

Age on Delivery  : 

Type of Parenting style           : Authoritarian / Authoritative / Permissive  

No: of Siblings of the child : 

Temperament of the mother : Easy / Slow-to-warm-up / Difficult 

Mother and child relationship : Secured / Ambivalent / Avoidant / Unorganized  

Diagnosis   :  

Duration of the condition : 
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Appendix 4 





Appendix 5 

Child Behaviour Checklist for Ages 6-18 
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Appendix 6 

GENERAL HEALTH QUESTIONNAIRE - 28 

(David Goldberg and Hiller, 1979) 
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Appendix 7 

The Parenting Stress Index - Standard Form 

 

The Parenting Stress Index - Standard Form 

The PSI is a parent self-report, 101-item questionnaire, designed to identify 

potentially dysfunctional parent-child systems. The PSI focuses intervention into 

high stress areas and predicts children's future psychosocial adjustment. There 

exists a substantial body of published research linking PSI scores to observed parent 

and child behaviors and to child's attachment style and social skills. 

The Parenting Stress Index - Short Form 

The PSI-SF consists of 36 items derived from the PSI which comprise three scales: 

Parental Distress, Difficult Child Characteristics, and Dysfunctional Parent-Child 

Interaction. It is recommended that all PSI-SF users to consider using the 

regular PSI given that the savings of 10-15 minutes is not worth the loss of the 

information from the PSI subscales, each of which have established validity. Given 

the range of the variables measured by the regular PSI's subscales, treatment 

effects are more likely to be identified and treatment planning is facilitated. 

 
Citation: Abidin, R.R. (1995). Parenting Stress Index, Third Edition: Professional 

Manual. Odessa, FL: Psychological Assessment Resources, Inc. The most recent is 

4th edition: Parenting Stress Index (PSI-4), Fourth Edition By Richard R. Abidin, 

PhD - See more at: http://www.wpspublish.com/store/p/2925/parenting-stress-index-

psi-4-fourth-edition#sthash.M8v0Uzw9.dpuf The Parenting Stress Index (PSI-4), 

Fourth Edition, published by WPS for clinicians, educators and researchers, can be 

purchased online. Author Abidin, Richard R. Purpose “Designed to evaluate the 

magnitude of stress in the parent-child system.”  

Publication 

 

http://www.wpspublish.com/store/p/2925/parenting-stress-index-psi-4-fourth-edition#sthash.M8v0Uzw9.dpuf
http://www.wpspublish.com/store/p/2925/parenting-stress-index-psi-4-fourth-edition#sthash.M8v0Uzw9.dpuf
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WE USED THE PARENTING STRESS INDEX (PSI) STANDARD FORM: ANSWERED BY THE PARENTS 

 

CHILD DOMAINS 

WE USED THE PARENTING STRESS INDEX (PSI) STANDARD FORM: ANSWERED BY THE PARENTS 

CHILD DOMAINS 

Item  
Strongly 

agree 
Agree  

Not 

sure 
Disagree  

Strongly 

disagree 

First: Distraction/hyperactivity 

1 when my child asks for something, he usually continues in his 

attempts to get what he wants. 

2. My son (daughter) is active to the extent of overwhelming me. 

3. It seems my son (daughter) is easily to get distracted. 

4. If I compare my son (daughter) to most of the other kids, I find that 

he had difficulty focusing his attention. 

5. My son (daughter) remains mostly for more than ten minutes playing 

with a game. 

6. My son (daughter) spends a lot of time away from home more than I 

expected. 

     

7- My son (daughter) activity is much greater than I expected. 

8- My son (daughter) shows upset and excessive resistance when 

wearing his clothes or taking a bath. 

9-My son (daughter) is easily distractible away from thing he is doing. 

     

Second: Reinforces parent (support of the child to his parents) 

10. It is rare that my son (daughter) do things to introduce pleasure or 

satisfaction for me. 

11. I feel most of the time that my son (daughter) loves me and wants to 

be close to me. 
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13. Smiling of my son (daughter) to me is much less than I expected. 

14. When I do something for my son (daughter), I feel that my efforts 

are not appreciated. 

Third: Mood 

15. My son (daughter)’s screaming and raves: 

• much less than I expected 

     

• Less than I expected 

• much as I was expecting 

• much more than I expected 

• This seems to be mostly a case going on with him 

16. Which of the following describes your child’s best: 

• mostly he/she likes to play with me 

• In some cases, he/she likes to play with me 

• usually does not like to play with me 

• Mostly does not like to play with me 

17. It’s apparent that my child’s screaming and fussing is more often 

than most children 

18. When playing, my child often do not cheer or laugh 

19. My son (daughter) usually wake up from sleep in a bad mood 

20. I feel that my son (my daughter) moody and it is easy to become 

anxious. 

     

Fourth: Adaptability 

21. It seems my son (daughter) is a little bit different from what I 

expected and this is something that bothers me sometimes 

22. It seems that my son (daughter) to forget what they have learned in 

the past in some areas and bouncing back to do special things for 

children younger than their age. 

23. I think that my son (daughter) doesn’t learn quickly unlike most 

children 
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24 - I think that my son (daughter) is not smiling very much unlike most 

children 

25. My son (daughter) does some things that bother me much 

26. My son (daughter) does not have the ability to work as much as I 

had expected 

Fifth: Acceptability 

27. My son (daughter) faces many difficulties in adapting to the changes that 

occur around him/her more than most kids 

28-When something my son (daughter) doesn’t like happens, he/she 

has a very strong reaction. 

29. The presence of my son (daughter) with other people is usually a big 

problem 

30. My son (daughter) became annoyed for the simplest things 

31. My son (daughter) easily notice high sounds and bright lights, and 

respond to them more than necessary 

32. To build a system in sleep or eating for my son (daughter) was much 

harder than I expected 

33. My son (daughter) usually avoids playing with a new toy for some 

time before he/she starts to play with it. 

34. It is difficult for my son (daughter) to get used to the new things and 

it takes him a long time. 

35. My son (daughter) seems not satisfied when he meets with people who are 

strangers 

36. When my son (daughter) is in a state of tension or distress, it is: 

1. Easy to calm him down 

2 - difficult to calm him down more than I expected 

3. It is very difficult to calm him down 

4. does not help anything I'm doing in calm him down 

37. I have found that when I ask my son (daughter) to do something or 
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stop doing something, this demand is: 

1. more difficult than I expected 

2-difficult somehow than I expected 

3-difficult as I was expecting 

4-a little bit easier than I expected 

5-much easier than I expected 

Sixth: Demandingness (The frequent claim and urgency) 

38. Your son (daughter) does some things or behaviors that bother you. 

Think carefully and count the number of these things or behaviors, such 

as that he wasted his time or hesitate to his duties, disobey orders or 

directions, compulsive activity, nuisance or interrupts others while 

talking or working, quarrel, moaning and sobbing, etc. 

You have to write the number of these stuff or behavior as follows: 

1. 1 to 3 

2. From 4 to 5 

3. From 6 to 7 

4. From 8 to 9 

5. More than 10 

39. When my son (daughter) screams, it usually takes: 

1. less than two minutes. 

2. From 2 to less than 5 minutes. 

3. From 5 to less than 10 minutes. 

4. from 10 to less than 15 minutes. 

5. more than 15 minutes. 

40. My son (daughter) does some things or acts that cause a lot of 

distress and anxiety for me. 

41. My son (daughter) is exposed tp more health problems than I 

expected. 

42. The older my son (daughter) and the more he/she becomes 



Appendices  

 247 

dependent on him/herself, I find myself more concerned that he/she 

will be exposed to harm or fall in a problem. 

43. My son (daughter) became a trouble for me more than I expected. 

44. It seems that care of my son (daughter) is much more difficult than 

most children. 

45. My son (daughter) is always attached to me. 

46. My son (daughter) imposes demands on me more than most of other 

children. 

 

PARENTAL DOMAINS 

Item  
Strongly 

agree 
Agree  

Not 

sure 
Disagree  

Strongly 

disagree 

First: Sense of Competence 

47. When my son (daughter) was diagnosed with this disease, I was 

in doubt about my ability to perform my duties and my obligations 

as a mother (or father) 

48. When I became a father or (mother), this was more difficult than 

I thought. 

49. I feel my competence when I take care of my son (daughter) 

50. I can not make decisions without help 

51. I has lot of problems related to raising children more than I 

expected 

52. I feel my success most of the time when I try to make my son do 

something or stop doing something 

53. Since I got my last son, I found myself unable to give good care 

for him as I thought to do, I Need Help 

54-mostly I feel I cannot treat things properly 

55. When given careful consideration to myself as a mother (or 

father), I think: 
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1. I can tackle anything can happen 

2. I can tackle most things sound way to some extent 

3. Although in some cases, I have my doubts in my ability to tackle 

most things, but I find that I can tackle them without any problems 

4. I have some doubts about my ability to handle stuff 

5. I do not think at all that I treat things properly. 

56. I feel: 

1. A Very good mother (father) 

2. Better than most mothers (fathers) 

3.Like most mothers (fathers) 

4.I face some difficulties or problems related to my role as a mother 

(father) 

5.I’m not that good in doing my role as a mother (father) 

57. What is the highest level of education you and your spouse had 

reached: 

For the mothers: 

1. Primary Education 

2. Elementary education 

3. Secondary education or secondary technical or medium certificate 

4. University education 

5. After Graduate University 

58. What is the highest level of education you and your spouse had 

reached: 

For the fathers: 

1. Primary Education 

2. Elementary education 

3. Secondary education or secondary technical certificate or medium 

certificate 

4. University education 
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5. After Graduate University 

59. I cannot make decisions without help 

60. I have a lot of problems related to raising children more than I 

expected. 

Second: Attachment: The emotional bond to the child 

61. To what extent is it easy for you to understand what your child 

wants or needs 

1. Very easy 

2. Easy 

3. Somewhat difficult 

4. Very difficult 

1. I cannot usually understand or I identify what problem he is 

facing 

62. It takes long time from parents to have the feelings of warmth 

and tenderness towards their children 

63. I expected to have feelings of warmth and tenderness towards 

my son more than I have and this is annoying me 

64. Sometimes my son do things bothering me because I feel as if 

I’m just a way or instrument for him 

65 - When I was young, I did not feel comfortable at all that I gave 

birth to a child with chronic disease or to take care of him 

66. My son wants and needs me more than what he wants or needs 

from other people. 

67. The number of what I now have from children is so much. 

2. Third: (Role of Restricts): restrictions of parental role 

68. I spend most of my life in that joyful work for my son. 

3. 69. I find myself gave a lot of my life to meet the needs of my 

children more than I expected. 

70. I feel like I impasse because of my responsibilities as a mother 
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(father). 

71. I often feel that he necessary needs for my son (daughter) 

controls my life. 

72. Since I gave birth to my son (daughter), I became unable to do 

new and diverse things. 

73. Since my child was diagnosed with this disease, I feel in most 

cases that I am unable to work on the things which I like to do. 

74. It is difficult to find a place in our house where I can be alone 

with myself. 

4. Fourth: Depression 

75. When I look at myself as a mother (father), I mostly have a 

sense 

of guilt or feeling bad about myself. 

76. I'm not happy by what I bought for myself from clothes in the 

recent period. 

77. When my son acts improperly or overly induces a state of 

agitation or chaos, I feel my responsibility for that. As if I did not do 

anything properly. 

78. I feel with every time my son does something wrong, that in fact 

it was my fault. 

79. I often feel guilty about the way I feel about my son. 

80. There are a few things that make me feel worried about my life. 

81. I felt sadness and depression more than I expected after 

knowing my son's disease. 

82. I feel guilty when I get angry of my son and that's what bothers 

me 

83. One month after my son was diagnosed with the disease, I 

noticed that I felt sad and depressed more than I expected. 

Fifth: Relation of Spouse (the relationship between the spouses) 
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84. I've noticed that since my son was diagnosed with the disease, 

my husband (wife) does not give me help as much as I expected. 

85. As a sequel of my son’s diseases problems happened in my 

relationship with my husband (wife) more than I expected 

86. Since my son was diagnosed with the disease, I and my 

husband (wife) became no longer share together in doing many 

things. 

87. Since my son was diagnosed with the disease, I and my husband 

(wife) became no longer spend a lot of time with each other in 

contrary to what I expected. 

88. I lost my interest in sex since my son s was diagnosed with the 

disease. 

89. It seems that the problems with relatives have been rising after 

we got our diseased child. 

90. The presence of children had increased the cost of living more 

than I expected. 

Sixth: Social Isolation 

91. I feel lonely and without friends. 

92. When I go to a party, I usually expect that I will not rejoice. 

93. I no longer care of people as I used to do. 

94. I feel that people who are in my age do not like my company in 

particular. 

95. When I have problems with the care of my son I can resort to 

some people for help or advice. 

96-since I had children, the chance to see my friends and to make 

new friends declined. 

Seventh: parent health (the health of the parents): 

97. During the past six months, my health was more affected than 

usual or I had more aches and pains than I have under normal 
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circumstances. 
98. I feel that my health is good most of the time. 

99. The existence of a child I have, led to changes in my sleep 

system. 

100. I feel that my health is much better than before. 

101. Since my son was diagnosed with the disease: 

1. I became significantly ill. 

2. I never felt that my health is good. 

3. I didn’t notice any changes in my health. 

 

Scoring system: the scale consisted of 101 items each item is rated on a 5- point Likert scale format, ranged from strongly 

agree (5) to strongly disagree (1) . The scores were summarized up and converted into percentage, then the score, were 

converted into qualitative variables through categorization based on a cut off point of 60%. A- scoring of parenting stress 

regarding either of the child's domains or parent's domains was considered high with scores ≥ 60% and low with scores < 

60%. B-Total scoring of parenting stress regrading both domains together was considered high with scores ≥ 60% and low 

with scores < 60% 
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Appendix 8 

Alabama Parenting Questionnaire 

 

Instrument: Alabama Parenting Questionnaire (APQ) 

Scale/Subscale Name: Alabama Parenting Questionnaire (APQ) 

Developers: Frick, P. J. 

Year: 1991 

Target Audience(s): Parents of children 6-18 and children 6-18 

Language other than English available: Chinese, Dutch, German, Spanish, 

Norwegian 

Type: Behavior 

Data collected: Quantitative 

Data collection format: Self report – Pre/post 

Reading Level: Unavailable 

Existence of test/technical manuals, user guides, supplemental materials: 

Surveys and publications available at: http://fs.uno.edu/pfrick/APQ.html Includes 

survey items and information on the psychometrics of the survey. Additional 

publications may be found at http://www.psyc.uno.edu/Frick%20Lab/APQ.html 

Level of training necessary for administration/scoring/interpretation: None 

necessary. Paper and pencil scoring with the sum of ratings used as a total scale 

score. 

Widespread Use/Professional Endorsements: Scale has been used in multiple 

research articles looking at parenting behaviors. The University of New Orleans 

provides the tests and measures at: http://fs.uno.edu/pfrick/APQ.html Credit must be 

given to the developers. 

Cost of Use: No cost associated with the survey. Dr. Frick requests that copies of 

any publications using the APQ are sent to him at pfrick@uno.edu. 

Description: 
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• The APQ measures five dimensions of parenting that are relevant to the etiology 

and treatment of child externalizing problems: (1) positive involvement with 

children, (2) supervision and monitoring, (3) use of positive discipline techniques, 

(4) consistency in the use of such discipline and (5) use of corporal punishment. 

• There is both a parent form and a child form. 

• 42 items 

Psychometrics: 

Information on reliability and validity are provided below. If information on a 

particularpsychometric was not found, it is indicated as “no information provided.” 

It should benoted that this is not necessarily an indication of a lack of reliability or 

validity within aparticular scale/instrument, but rather a lack of rigorous testing, for 

various reasons, bythe developers or other researchers. 

Reliability: A correlation of at least .80 is suggested for at least one type of 

reliability asevidence; however, standards range from .5 to .9 depending on the 

intended use andcontext for the instrument. 

Internal Consistency: The average reliability across the APQ scales is 

.68. 

Inter-rater reliability: No information provided 

Test-Retest: No information provided 

Validity: The extent to which a measure captures what it is intended to measure. 

Content/Face Validity: No information provided Criterion Validity: The APQ has 

good psychometric properties including criterion validity in differentiating clinical 

and nonclinical groups (Dadds, Maujean, & Fraser, 2003; Frick, Christian, 

&Wooton, 1999; Shelton et al., 1996). Frick et al. (1999) reported a mean r2 across 

its five scales of 0.24 for predicting child symptoms of ODD and CD. Independent 

investigations have also shown the APQ to be an informative assessment tool. 

Construct Validity: No information provided 
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Construct: Effective Parenting 

Scale Name: Alabama Parenting Questionnaire (APQ) 

Developers: Frick, P. J. 
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