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Abstract 

Introduction: The number of school-aged children that are struggling with difficulties in 

establishing proper relationships with peers and with aggressive behavior, referred for psychological 

assessment and psychotherapy in our psychology clinic, has been continuously increasing over the 

last years. 

Objectives: The aim of this study was to examine the relationship between aggressive 

behavior, impairments in peer relationships, inattention, and impulsivity-hyperactivity as predictors 

for the level of depressive symptoms in children diagnosed with ADHD. 

Methods: A clinical sample of 119 children, aged from 7 to 15 years old, who were diagnosed 

with ADHD, have been tested in a psychology clinic in Romania, over the past three years, using the 

Child Depression Inventory (CDI) and Conner’s 3rd Edition. 

Results: Children with high levels of peers’ relationships impairments, aggression, 

inattention and impulsivity-hyperactivity also manifest very high levels of associated depressive 

symptoms. Also, impairments in peer relationships and the level of aggression explained important 

levels of variance (25.2%) of the children’s depressive symptoms. 

Conclusions: The practical implications in child psychotherapy refer to the approach of the 

intervention so that it also includes a treatment for emotional disorders apart from addressing the 

child’s cognitive, behavior and social problems. 
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I. Introduction 

Attention-deficit and hyperactivity disorder 

(ADHD) is considered one of the most disabling 

psychiatric conditions in childhood and adolescence, 

described as a prevalent neurodevelopmental disorder, 

associated with a range of long-term impairments, with 

a complex and multifactorial etiology (Walton, Pingaul, 

Cecil, Gaunt, Relton, Mill & Baker, 2016). 

The disorder is characterized by developmentally 

inappropriate levels of inattention and hyperactivity/ 

impulsivity (Wu, Bralten, Cao, Hoogman, Zwiers, An, 

Sun, Yang, Zang, Franke & Wang, 2017), to a degree that 

is inconsistent with one’s developmental level (Purper-

Ouakil, Ramoz, Lepagnol-Bestel, Gorwood & Simonneau, 

2011). The symptoms are present in multiple settings (in 

school, at home and with siblings), which can result in 

performance challenges in social, educational or work 

situations. They include behaviors such as: failure to pay 

close attention to details, excessive talking and difficulty in 

organizing tasks and activities, an inability to remain seated 

in appropriate situations or fidgeting (DSM-5, 2013). 

According to the 2013 European Commission 

Report, ADHD has a prevalence of 5% in younger age 

groups (the European Commission, 2013). Other more 

recent studies mention a prevalence of 7.2% in children 

(Thomas, Sanders, Doust, Beller & Glasziou, 2015). 

The Romanian Government published a report in 2016 

stating that there are 5.015 children diagnosed with 

ADHD in our country, 3.744 of them being aged 

between 5 and 14 years old (Guvernul României, 2016). 

Wu (2017) demonstrated in a study with over 

200 participants that white matter microstructural 

alterations occur in children with ADHD. The observed 

pattern partly correlated with cognitive functioning in 

working memory and inhibition performance (Wu et al., 

2017). Recent studies have shown that executive 

functions, the mental control processes needed to carry 

out goal-directed behaviors, are impaired in individuals 

diagnosed with ADHD (Binhadyan & Wickramasinghe, 

2018). The executive functions are: planning for future 

goals, inhibiting maladaptive responses, maintaining and 

manipulating information in working memory and 

flexibly adapting behaviors to changes in the environment 

(Dajani, Llalbre, Nebel, Mostofsky & Uddin, 2016). The 

executive functions affected in ADHD are: management 

and planning, attention, emotion control, effort, working 

memory and self-regulation (Binhadyan & 

Wickramasinghe, 2018). These findings emphasize the 

importance of psychological evaluation centered on 

cognitive and executive functions for children suspected 

of ADHD. 

Externally directive impulsive aggression, 

characterized by behavioral disinhibition, alongside a 

lack of planning and concerns about consequences, can 

be observed in patients diagnosed with ADHD and is 

reflected in low frustration tolerance and recurrent 

temper tantrums (Cackowski et al., 2017). Aggression is 

widely observed in children with attention deficit/ 

hyperactivity disorder (ADHD), and behavioral studies 

suggest a strong link between aggressive behavior and 

frustration or the unsatisfied anticipation of reward 

(Scime & Norvilitis, 2006). Neuropsychological studies 

suggest that ADHD in children is associated with 

reduced nucleus accumbens gray matter volumes and 

decreased fronto-accumbal structural connectivity and 

that the patterns of gray and white matter structure (i.e., 

morphometry and connectivity, respectively) in children 

with ADHD are predictive of the level of aggression in 

these children (Cha et al., 2015). In one recent study, the 

conclusion was that the aggressive behavior of school 

aged children is correlated with high humiliation/ 

rejection, high social anxiety, increased performance 

fears, low harm avoidance, and low perfectionism 

(Author, 2018). These findings emphasize the 

importance of complex behavior evaluation for children 

suspected of ADHD. 

 

II. The current study 

The aim of this study was to examine the 

relationship between the aggressive behavior, 

impairments in peer relationships, inattention, and 

impulsivity-hyperactivity as predictors for the level of 

depressive symptoms in children diagnosed with ADHD. 

Research question 1: Are there significantly 

statistic correlations between the level of aggressive 

behavior, impairments in peer relationships, inattention, 

and impulsivity-hyperactivity in children diagnosed 

with ADHD, and their depressive symptoms? 

Research question 2: Are the levels of 

aggressive behavior, impairments in peer relationships, 

inattention and impulsivity-hyperactivity predictors for 

the level of depressive symptoms in children diagnosed 

with ADHD? 

 

III. Methods 

Participants 

The current study uses data involving a clinical 

sample of 119 Romanian children, aged from 7 to 15 

years old, 81 males and 38 females, referred by their 

parents or teachers to a psychology clinic in Bucharest. 

All primary and middle school children referred for 

psychological evaluation by their parents and/ or 
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teachers in the last three years, who met the diagnostic 

criteria for ADHD, were included in the research 

sample. The children age distribution was as follows: 77 

children aged 7 to 9 years old, 33 children aged between 

10 and 12 years old and 9 children aged between 13 and 

15 years old. 

 

Measures 

This study utilized the Romanian version of 

Child Depression Inventory (CDI) – Parent form 

(Kovacs, 1992) to evaluate the depressive symptoms of 

children. The scale is a parent-report instrument and 

consists of 17 items, each evaluating a symptom of 

depression or related affect. The items are presented as 

three statements of variable symptom severity. The 17 

items are distributed across two basic scales: 

Emotional problems and Functional problems, and 

there is a scale for Total Depression. The respondents’ 

rate using a 4-point scale anchored with four response 

options: not at all = 0, sometimes = 1, frequently = 2, 

and in most of the cases = 3. Internal consistencies 

ranging from 0.59–0.68 have been reported in the 

standardization sample (Kovacs, 1992). The test is 

adapted for the Romanian population and is commonly 

used in main clinics in the country for the assessment 

of children’s emotional problems. 

The author used the Romanian version of 

Conners 3rd Edition, teacher form (Conners, 2008), in 

order to evaluate the behavioral problems. The scores 

taken into account are the ones from the aggressive 

behavior scale. Conners Rating Scale is a thorough 

assessment for ADHD and its associated problems and 

disorders in children aged 6 to 19 years old (Conners, 

Pitkanen & Rzepa, 2011). The test is adapted for the 

Romanian population and is commonly used in by main 

clinics in the country. 

The variables taken into account were: 

aggressive behavior, impairments in peer relationships, 

inattention, impulsivity-hyperactivity and the level of 

depressive symptoms. 

 

Procedure 

Written informed consent forms were signed 

by the parents of all children included in the study. The 

Child Depression Inventory (CDI) – Parent form was 

administered individually to every parent by a clinical 

psychologist. The Conners 3rd Edition, teacher form, 

was sent to the teacher via children’s parents, with an 

explanatory letter signed by the clinical psychologist, 

and after completion the parent would bring the test back 

to the clinic. 

IV. Results 

 

Descriptive analysis 

Mean scores and standard deviations for each 

measure are presented in Table 1. Analyses were 

conducted to determine the distribution of scores in the 

study sample, for each variable of the present study. 

 

 N Minimum Maximum Mean Std. 

Deviation 

CDI Total 

Score 
119 1.00 35.00 14.61 7.27 

Inattention 119 .00 30.00 15.07 7.19 

Impulsivity-

Hyperactivity 
119 .00 50.00 23.57 12.79 

Aggression 119 .00 51.00 15.81 12.51 

Peers 

relationships 
119 .00 21.00 8.2605 5.68 

Valid N 

(listwise) 
119 

    

 

Table 1: Means and standard deviations 

 

Correlational analysis 

Table 2 presents the correlations between 

variables. The first hypothesis was supported by 

significant correlation coefficients that indicate very 

high effect sizes. 

 

 
CDI Total 

Score 

Sig. 

(2-tailed) 

Aggression .455** .000 

Peers relationships 

impairments 
.457** 

.000 

Inattention .417** .000 

Impulsivity-Hyperactivity .298** .001 

Note: **p<.01, *p<.05 

 

Table 2: Pearson correlation coefficients among study 

variables (N=119) 

 

 
 

Figure 1: Boxplot CDI Total Score versus Aggression 
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Figure 2: Boxplot CDI Total Score versus Peers relationships 

impairments 

 

 
 

Figure 3: Boxplot CDI Total Score versus Inattention 

 

 
 

Figure 4: Boxplot CDI Total Score versus Impulsivity/ 

Hyperactivity 

The high level of depressive symptoms was 

associated with a very high level of impairments in peers 

relationships (r=.457; p=.00), a very high level of 

aggression (r=.455; p=.00), a very high level of 

inattention (r=.417; p=.00), and a very increased level of 

impulsivity-hyperactivity (r=.298; p=.00). This means 

that the children diagnosed with ADHD from the present 

study who display high levels of impairments in peer 

relationships, aggression, inattention and impulsivity-

hyperactivity also have a very high level of associated 

depressive symptoms. 

 

Multiple linear regression analyses for the 

prediction of depressive symptoms 

A series of hierarchical multiple regression 

analyses predicting depressive symptoms were 

conducted. The criterion variable was the depressive 

symptoms level, and the explanatory variables were the 

level of impairments in peer relationships, inattention, 

and impulsivity-hyperactivity. 

 
Model R R Square Adjusted R 

Square 

Std. Error of 

the Estimate 

1 .537a .289 .264 6.23 

2 .516b .266 .247 6.31 

3 .502c .252 .239 6.34 

a. Predictors: constant, aggression, peer relationships impairments, 

inattention, and impulsivity-hyperactivity 

b. Predictors: constant, aggression, peer relationships impairments, 

inattention 

c. Predictors: constant, aggression, peer relationships impairments 

 

Table 3: Multiple linear regression for the prediction of 

depressive symptoms in children diagnosed with ADHD, 

oppositional defiant disorder or conduct disorder 

 
Model Sum of 

Squares 

df Mean 

Square 

F Sig. 

1 Regression 

Residual 

Total 

1810.291 4 450.323 11.570 .000a 

4436.927 114 38.920   

6238.218 118    

2 Regression 1659.024 3 553.008 13.888 .000b 

 Residual 
4579.194 115 39.819   

 Total 6238.218 118    

3 Regression 

Residual 

Total 

1571.366 2 785.683 19.529 .000c 

4666.852 116 40.231   

6238.218 118    

a. Predictors: constant, aggression, peer relationships impairments, 

inattention, and impulsivity-hyperactivity 

b. Predictors: constant, aggression, peer relationships impairments, 

inattention 

c. Predictors: constant, aggression, peer relationships impairments 

d. Dependent variable: depressive symptoms 

 

Table 4: Significant differences between the prediction models 

of the level of depressive symptoms in children diagnosed with 

ADHD, oppositional defiant disorder or conduct disorder 
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The authors chose the most significant multiple 

linear regression model in order to explore the 

relationship between four explanatory variables 

(impairments in peer relationships, inattention, and 

impulsivity-hyperactivity) and the criterion variable 

represented by the level of depressive symptoms. The 

goal was to find out if the level of impairments in peer 

relationships, inattention, and impulsivity-hyperactivity 

significantly predicted depressive symptoms in children 

diagnosed with ADHD. Table 3 presents the results of 

the linear regression model, Table 4 presents the 

significant differences between the prediction models of 

the level of depressive symptoms, and Table 5 presents 

the standardized and non-standardized coefficients for 

the prediction of depressive symptoms. 

 
Model Unstandardized 

Coefficients 

Standardized 

Coefficients 

t Sig. 

B Std. 

Error 

Beta 

1 (Constant) 8.715 1.428  6.104 .000 

Inattention .245 .115 .242 2.128 .036 

Impulsivity-

Hyperactivity 

-.146 .076 -.257 -

1.912 

.058 

 Aggression .204 .081 .352 2.531 .013 

 

Peer 

relationships 

impairments 

.292 .138 .228 2.115 .037 

2 (Constant) 7.852 1.370  5.732 .000 

Inattention .159 .107 .157 1.484 .141 

 
Peer 

relationships 

.304 .139 .238 2.181 .031 

 Aggression .117 .067 .201 1.738 .085 

3 (Constant) 9.154 1.057  8.659 .000 

 
Peer 

relationships 

.357 .135 .279 2.638 .009 

 Aggression .159 .062 .273 2.577 .011 

a. Predictors: constant, aggression, peer relationships impairments, 

inattention, and impulsivity-hyperactivity 

b. Predictors: constant, aggression, peer relationships impairments, 

inattention 

c. Predictors: constant, aggression, peer relationships impairments 

d. Dependent variable: depressive symptoms 

 

Table 5: Standardized and non-standardized coefficients for the 

prediction of depressive symptoms in children diagnosed with 

ADHD, oppositional defiant disorder or conduct disorder 

 

The results show the superiority of the prediction 

model 3, meaning that 25.2% of the variance in the level 

of depressive symptoms is significantly explained by the 

level of peer relationships impairments and aggression. In 

other words, children exhibit more depressive symptoms 

when they have important difficulties in establishing 

adequate relationships with their peers and a high level of 

learning aggressive behaviors. 

The prediction equation is: 

Ylevel of depressive symptoms = 8.659 + 2.638 x peer relationships 

impairments + 2.577 x aggression 

V. Discussions 

The findings suggest that high depressive 

symptoms in children diagnosed with ADHD are 

correlated with an increased level of aggressive 

behavior, impairments in peer relationships, inattention, 

and impulsivity-hyperactivity. This conclusion is 

consistent with previous research about co-occurrence 

between depressive symptoms and ADHD in children. 

Treuting and Hinshaw (2001) examined depressive 

symptoms among a group of 114 boys diagnosed with 

ADHD and comparison boys, aged 7-12 years old. They 

found out that aggressive boys with ADHD reported 

more symptoms of depression than nonaggressive boys 

with ADHD did, who, in turn, reported more depression 

symptoms than comparison boys (Treuting & Hinshaw, 

2001). In their study on 96 children diagnosed with 

ADHD, aged 6 to 12 years old, Weber and his colleagues 

concluded that children with both depressive symptoms 

and executive functions weakness had higher rates of 

ADHD than children displaying only depressive 

symptoms (Weber et al., 2018). These findings 

emphasize the importance of emotional evaluation for 

children suspected of ADHD. 

The second part of the study was a multilevel 

investigation, examining how the level of aggressive 

behavior, impairments in peer relationships, inattention, 

and impulsivity-hyperactivity in children diagnosed 

with ADHD, predicted depressive symptoms. The 

author found that the model including aggressive 

behavior and impairments in peer relationships 

explained important levels of variance (25.2%) of the 

children’s depressive symptoms. The findings indicate a 

very high risk for ADHD children with aggressive 

behavior and impairments in peer relationships to 

develop depressive symptoms associated with their 

cognitive problems. 

 

VI. Implications for practice 

 

A model of clinical assessment protocol for 

diagnosing ADHD in school-aged children 

Clinical experience reveals the need to 

conduct an extensive psychological evaluation of the 

child and his/ her family before designing the treatment 

plan for children with ADHD. One reason is that often 

these students have comorbid mental health issues as: 

oppositional defiant disorder, anxiety, depression, 

learning disabilities or autism spectrum symptoms. A 

comprehensive clinical assessment should reveal the 

associated problems and help to design the appropriate 

treatment plan. 
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Another reason is that, most frequently in 

Romania, as a consequence of the lack of a standardized 

diagnosis protocol, ADHD is not always correctly 

identified and often can be confused with some of these 

other mental health issues. Students with attachment 

disorders or emotional problems can exhibit behavior 

problems, inattention and/ or hyperactivity, but they do 

not have neuropsychological impairments in executive 

functions, working memory or attention. One frequent 

attachment disorder in children is disinhibited social 

engagement disorder (DSED), which is defined by 

DSM-5 as a condition in which the child meets at least 

two of the following: reduced or absent reticence in 

approaching unfamiliar adults, overly familiar verbal or 

physical behavior, diminished or absent checking back 

with the adult caregiver after venturing away and 

wiliness to go off with un unfamiliar adult with little or 

no hesitation (DSM-5, 2013). 

In other situations, one child may meet the 

criteria for two or more conditions, and this is known as 

comorbidity. For example, a child with disinhibited 

social engagement disorder (DSED) may manifest 

symptoms of attention-deficit/ hyperactivity disorder 

(ADHD), such as “a lack of safe social boundaries, a 

willingness to leave, disregard of the primary caregiver 

or engagement with complete strangers in an overly 

familiar verbal or physical manner” (Losinski, 

Katsiyannis, White & Wiseman, 2015). 

The most effective treatment in attachment 

disorders is family therapy, with focus on developing 

positive interactions between the child and the caregiver 

(Losinski et al., 2015), and the behavior management 

strategies that work in ADHD can undermine the 

emotional child-parent relationship. On the other hand, 

a student with ADHD may also have attachment 

disorder, and in this case the treatment should include 

family therapy, so we need to look both ways when we 

make the evaluation. 

The multi-method assessment protocol for 

students suspected of ADHD is comprised of three 

perspectives: child individual evaluation, teacher 

perspective evaluation and parent perspective 

evaluation. 

The child individual evaluation includes: 

neuropsychological evaluation, behavior evaluation and 

emotional evaluation. 

The neuropsychological evaluation is 

conducted with The Developmental 

Neuropsychological Assessment Battery NEPSY I, 

Romanian version (Korkman, Kirk & Kemp, 2007). 

This test is based on the view of cognitive processes as 

dynamic functional systems carried out by inter-

connected subcomponents (Luria, 1973). The test has 

as aim to identify primary and secondary deficits that 

might be responsible for the observed impairments in 

complex tasks (Cheie, Veraksa, Zinchenko, Gorovaya 

& Visu-Petra, 2014). In the ADHD evaluation we use 

subtests from the attention and executive function area, 

such as “Tower”, “Statue”, “Additive attention and 

response set”, “Visual attention”, and from the 

memory and learning area. The “Tower” subtest 

measures the child’s ability to plan, organize and 

monitor his/ her activities, as well as his/ her problem-

solving strategies. The “Statue” subtest measures the 

child’s motor persistence and ability to inhibit 

responses from distracting stimuli. 

The behavior evaluation includes Conners 

Rating Scale – Third Edition, Romanian version, Self-

evaluation form, if the child is aged over 10 years old 

(Conners, Pitkanen & Rzepa, 2011), clinical interview 

and in session observation. 

The emotional evaluation includes the 

Multidimensional Anxiety Scale for Children (MASC), 

Romanian version, Child Depression Inventory (CDI), 

Romanian version, Self-evaluation form, experiential 

provocative situations using drawing, painting and 

projective tests. Both MASC and CDI tests are adapted 

for the Romanian population and are commonly used in 

the main clinics of the country for the assessment of 

children’s emotional problems. In a recent study, the 

conclusion was that behavior problems were associated 

with emotional difficulties, such as perfectionism, harm 

avoidance, anxious coping, anhedonia, anxious coping 

mechanisms, separation anxiety and negative self-

esteem (Cucu-Ciuhan, 2017). 

The teacher perspective evaluation includes 

behavior and emotional assessment. The behavior 

evaluation includes Conners Rating Scale – Third 

Edition, Teacher-report form, Romanian version 

(Conners et al., 2011), and in school observation made 

by a clinical psychologist. The emotional evaluation 

includes Child Depression Inventory, Teacher-report 

form, Romanian version and also in school observation 

made by a clinical psychologist. 

The parent perspective evaluation includes 

behavior evaluation and emotional assessment. The 

behavior evaluation includes Conners Rating Scale – 

Third Edition, Parent-report form (Conners et al., 

2011), Romanian version, clinical interview and 

anamnesis. The emotional evaluation includes Child 

Depression Inventory, Parent-report form, Romanian 

version, clinical interview and anamnesis. 
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A model of psychological intervention with school-

aged children diagnosed with ADHD 

The psychological intervention protocol for 

students diagnosed with ADHD follows a three-

perspective plan: individual child intervention, family 

centered intervention and school centered intervention. 

In a study from 2006, researchers concluded that a 

complex intervention plan, involving child individual 

experiential psychotherapy and professional 

optimization groups for teachers consisting in teaching 

them behavior modification techniques to use in the 

classroom, had a significant effect on children ADHD 

symptoms (Cucu-Ciuhan, 2006). 

The child intervention program is comprised 

of two main directions: cognitive and executive remedial 

activity functions and emotional centered intervention. 

The clinical experience has shown that children with 

ADHD have important emotional symptoms associated, 

such as anxiety and depression (Cucu-Ciuhan, 2017). 

Recent evidence-based studies have also found that, 

since the executive functions are related to a myriad of 

adaptive behaviors, their impairment causes socio-

emotional problems (Dajani et al., 2016). 

When designing the remedial activities for 

cognitive and executive functions for an individual 

child, we start from the NEPSY test results as well as 

from the qualitative analysis of that child’s 

performance in different tasks. For example, students 

with ADHD have poor performance in executive 

function tests such as “Tower” or “Statue”. If the 

performance in the “Tower” test is weak, we design 

intervention tasks to increase the student’s ability to 

plan, organize and monitor his/ her activities, and we 

also teach them problem-solving efficient strategies, 

such as the Phillip Kendall self-instructional procedure 

for impulsive children – “Stop and think” (Kendall & 

Braswell, 1993). If the performance in the “Statue” is 

weak, we have designed intervention tasks to increase 

the student’s motor persistence and ability to inhibit 

responses in order to distract stimuli, such as role play 

with distractors with the therapist. 

The emotion centered intervention is driven 

from the humanistic experiential therapy perspective 

and focuses on involving the child in provocative 

exercises based on art therapy techniques (drawing, 

painting, modeling), psychodramatic techniques (role-

playing, playing with puppets), metaphors and 

storytelling. These exercises facilitate the identification 

of negative dysfunctional emotions, their causes and 

effects and also replace them with more functional and 

adaptive emotions. 

The family centered intervention is comprised 

of two main directions: improving the parent-child 

communication and emotional bond and implementing a 

home-based behavior management program. 

The improving of the parent-child 

communication and emotional bond part of the program 

involves weekly parenting meetings with the following 

goals: understanding the child’s mental health issues, 

establishing the therapeutic goals, addressing the 

parent’s particular needs and concerns about the child, 

learning assertive communication strategies, designing 

particular activities in order to improve the parent-child 

emotional bond. 

In a Romanian study, Ștefan and Miclea (2010) 

identified as important factors that can enhance the risk 

of children to develop mental health problems: poor 

development of social and emotional competencies in 

children, harsh and/ or inconsistent parenting strategies, 

low socio‐economic status, parental mental health 

problems and educational factors. 

According to Barkley (2013), raising a child 

with ADHD is incredibly challenging for any parent, 

because of the increased effort the parent must do in 

supervising and monitoring the child but also to protect 

and nurture his/ her emotional needs. This is why 

addressing the particular concerns of the parents and 

coaching them to understand their child’s mental health 

issues and to cope with their own emotional difficulties 

is a crucial part of the family intervention. If the parent 

has the ability to emotionally guide the child by helping 

him/ her to define and regulate their emotions 

effectively, then the child will have a significant higher 

emotional competence (Greenberg, 2015). 

This part of the intervention followed the 

Greenberg (2015) model of coaching parents for 

emotional intelligence, which involves helping them 

become emotional coaches with their children. The 

scope of the intervention is to guide parents toward 

awareness and management of their own emotions, as 

well as teaching the parent how to deal with their 

children’s emotions and how to help the child to focus 

on and manage his/ her emotions (Greenberg, 2015). 

For example, the steps the parent may follow in dealing 

with their child’s anger are: be aware of the anger in 

himself/ herself and in the child, view the child’s anger 

as an opportunity to get closer to what is happening to 

him/ her and to help the child learn something, validate 

the child’s anger, assist the child in verbally labeling 

his or her anger and teach the child problem-solving 

strategies for dealing with anger-generating situations 

(Greenberg, 2015). 
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The home-based behavior management part of 

the program involves: teaching the parent efficient ways 

to formulate rules and instructions to the child, creating 

and implementing a reward and punishment system, 

teaching the parents how to anticipate their child’s 

actions and how to prevent them. This part of the 

intervention consisted of the implementation of an 

adapted version of the “Eight steps for better behavior” 

program proposed by Barkley (2013). This program is 

designed to reduce stubborn, defiant or oppositional 

behavior, while increasing the child’s cooperativeness 

(Barkley, 2013). The steps for parents are: learn to give 

positive attention to the child, be attentive in order to 

gain compliance, give more effective commands, teach 

the child not to interrupt the adult’s activities, set up a 

home token system, implement constructive mild 

punishment strategies, implement a time-out system and 

learn strategies to manage the child’s behavior in public 

places (Barkley, 2013). 

The school-based intervention also is also 

comprised of two main directions: improving the 

teacher-child relationship, and implementing a school-

based behavior management program. 

Even if the teacher is in most cases the first 

person that realizes if a student may have mental health 

problems, he/ she cannot accurately identify the nature 

of the problem and understand the mental health issues 

of any particular child (Marsh, 2015). Despite this, if we 

use the proper standardized instruments completed by 

the teacher, we can recall important diagnostic material 

from the teacher’s perspective about the degree in which 

the child’s symptoms are affecting their school activities 

and the abilities to learn. Starting from the concerns that 

the teacher brings up in these tests, we can design an 

intervention program which can better address the 

particular needs of the student and teacher. 

The improving the teacher-child relationship 

part of the program involves training meetings with the 

teacher in order for him/ her to learn the emotional and 

cognitive issues of the ADHD student and better ways 

to communicate with them. The meetings are centered 

on the teacher’s special concerns, and practical ways to 

address the child are discussed and then implemented in 

the classroom. 

The school-based behavior management 

program is also designed starting from the teacher 

perspective tests results, and it’s inspired by Barkley’s 

(2016) program “Managing ADHD in Schools”. The 

classroom strategies involve: efficient ways to formulate 

rules and instructions to the ADHD student, rewards and 

consequence choices and strategies to deliver 

(immediate, frequent, salient), using reinforcement of 

the appropriate behavior before implementing 

punishment systems and anticipating the ADHD child’s 

behavior (Barkley, 2016). 

Additionally, the authors adapted the conjoint 

behavior consultation model, a collaborative 

consultation approach in which parents and teachers 

work together to address a child’s problem behaviors 

through home and school (Sheridan & Kratochwill, 

2008). This part of the intervention consisted in monthly 

parent-teacher meetings when they collaboratively 

identify and analyze the child’s behavior, create an 

intervention plan that addresses its function, implement 

the intervention plan with fidelity across home and 

school as well as use data to evaluate plan effectiveness. 

This model of intervention has been proven to be 

effective in managing children’s disruptive behavior in 

rural communities in the USA, by improving targeted 

parenting strategies and relationships and the 

mediational role of the parent-teacher relationship on 

children’s adaptive outcomes (Sheridan, Witte, Holmes, 

Wu, Bhatia & Angell, 2017). 
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