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Abstract

Objective: In recent years, there has developed a large body of work on mental health literacy, that is, knowledge and beliefs about mental disorders. This chapter reviews research on mental health literacy in relation to child and adolescent attention-deficit hyperactivity disorder (ADHD). 
Method: The relevant literature was systematically reviewed. 
Results: Studies indicate that non-professionals, particularly teachers and parents, have relatively poor understanding of ADHD. Specifically, members of the general public have difficulty identifying cases of ADHD and have a poor understanding of the causes of ADHD. Additionally, non-professionals tend to endorse biological, rather the environmental, factors as causes of ADHD. 
Conclusion: The general public appear to have poor mental health literacy when it comes to child and adolescent ADHD, which may impact upon decisions concerning help-seeking and treatment options. 
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In recent years, a growing body of work has focused on lay explanatory models of health and illness [1]. One specific aspect of this literature has focused on ‘mental health literacy,’ defined as “knowledge and beliefs about mental disorders which aid their recognition, management, or prevention” [2]. Viewed from this perspective, it is argued that the conceptual models that lay individuals use to understand and explain mental health illnesses help shape their help-seeking behaviours for psychiatric symptoms. In addition, such conceptual models are also believed to influence related aspects of help-seeking, such as choice of treatment, compliance with treatment, and the stigmatising of individuals suffering from mental health disorders [3-7].
When scholars have examined mental health literacy, they have typically found the general public to have a poor understanding of mental health. For example, studies have consistently reported that the general public in a number of countries do not share the same opinions as mental health professionals about various aspects of mental health [8-10]. This includes conceptual explanations of the aetiology of mental health disorders, with the general public typically favouring psychosocial explanations over biological explanations in relation to the onset of a range of mental health disorders [3, 9-13]. For example, one large survey of the Finnish general public reported a common belief to be that depression is a matter of personal will [14]. Other studies have reported that the public in European countries tend to emphasise stressful circumstances in a person’s life as the most likely cause of a range of mental health disorders [12, 15-17]. 
In terms of the aetiology and risk factors for schizophrenia specifically, for example, the available evidence suggests that participants believe schizophrenia is caused by the social environment, particularly by recent stressors [15-17]. By contrast, factors such as chemical imbalances in the brain and genetic inheritance appear to be much less emphasised when explaining the aetiology of schizophrenia [12]. Related studies have similarly shown that the social environment and life events are more strongly emphasised than biological factors when explaining the causation of different mental health disorders, including depression [12, 15-17]. Nevertheless, there is some evidence of a recent shift among the general public toward biological explanatory models for mental health disorders, although this shift appears to be piecemeal and stronger for certain disorders [18-19]. Furthermore, there is evidence of socioeconomic differences in these causal beliefs [13], with individuals from rural sites and developing nations favouring psychosocial explanations of mental illness. 
In addition to their preference for psychosocial explanations of mental health disorders, lay individuals also have difficulty recognising mental health disorders and labels [20-22]. This is important because failure to identify symptoms and use correct psychiatric labels is known to negatively impact upon help-seeking behaviour for psychiatric symptoms [23-24]. Moreover, such issues may negatively affect communication with health practitioners, who are known to be more likely to detect and treat mental health symptoms if patients communicate those symptoms in psychological rather than somatic terms [25-26]. Importantly, the ability to recognise symptoms of mental health disorders may not be closely related to stigmatising attitudes [27], although it does appear to be associated with a reduction in negative emotional responses to mental illness [28].
The available evidence also suggests that the general public do not share health practitioners’ opinions about the efficacy of psychiatric and psychological treatments [2, 8, 29]. For example, studies of actual help-seeking suggest that most people do not seek help for symptoms of mental health disorders [29-31] and those who do are more likely to self-help or turn to friends and family for help than to health professionals [32-33]. Moreover, when asked about treatment choices for hypothetical cases, the general public again appear to prefer self-help treatments over conventional medicine [34-36]. Such findings are more worrying among children and adolescents, who frequently report not knowing what to recommend to a peer with mental health difficulties; where help is recommended, it is more likely to be with peer groups rather than professional help [37-38]. 
Some studies have also reported that the general public tend to hold negative attitudes toward psychotropic medication for mental health disorders, primarily because of concerns about side-effects and their efficacy in dealing with causes of symptoms [39-40]. In contrast, the general public appear to be much more open to alternative and complementary medicine, as opposed to conventional medicine, for the treatment of mental health disorders [41]. Other work has suggested that even patients have poor knowledge of their medication [42]. While most explanations for such findings have focused on the public’s poor mental health literacy, it is also the case that many people feel that mental ill-health is embarrassing and that symptoms should be handled privately [43-44]. That is, to the extent that individuals hold beliefs that mental health disorders are the responsibility of the person affected, they are more likely to suggest self-help as the best treatment option and less likely to positively regard conventional medicine. 


Attention-Deficit Hyperactivity Disorder

Many of the above issues are exemplified in the general public’s mental health literacy of child and adolescent attention-deficit hyperactivity disorder (ADHD). ADHD is typically described as a neurobehavioral disorder characterised by impulsivity (disorganisation, impatience, and a tendency to act without regard for consequences), hyperactivity (restlessness, often characterised by an inability to be still or quiet), and inattention (difficulty focusing on one thing, being easily distracted, difficulty listening, and motor clumsiness) [45]. Although hyperactivity disorders have been treated for many decades, ADHD diagnoses increased rapidly in Europe and North America in the 1990s [46] and, at present, ADHD is one of the most commonly diagnosed psychiatric disorders in young people [47].
The dramatic increase in diagnoses of ADHD has been challenged and controversy has raged over practically all aspects of the disorder [48-52], including the lack of objective tests for diagnosis, the lack of curative treatments, and the prescription of psychostimulants to children. Conversely, it has also been argued that fewer children receive treatment for ADHD than would be expected with population prevalence rates, which leads to the suggestion that ADHD remains underdiagnosed and undertreated [53]. Moreover, some scholars have indicated that the mass media have played a damaging role in implying that ADHD is not a real or valid disorder, which impacts on public recognition of the ADHD and its treatment options [54]. Given such controversy and competing discourse on the disorder, it is important for scholars seek to gauge the level of public understanding and awareness of the ADHD. Such an analysis can inform practitioners of gaps in public knowledge (and, in turn, specify areas where targeted intervention may be necessary) and has the potential to explain observed differences in treatment utilisation among the public [55-56].
In the remainder of this chapter, studies on mental health literacy relating to child and adolescent ADHD are reviewed. In addition, the implications of poor mental health literacy in relation to ADHD and to evaluate potential mediators of knowledge about ADHD are discussed. To do so, I conducted a literature search of relevant databases and compiled information from peer-reviewed articles and other primary sources that relate to the review objectives. These studies were then reviewed and synthesised in a systematic manner in order to uncover the specific themes reviewed below. 


Beliefs about Causes

To date, the available research on mental health literacy in relation to ADHD has reported that non-professionals, particularly teachers and parents, have a poor understanding of the disorder. Early studies with teachers reported average ADHD knowledge scores of about 77.0% [57-58], whereas more recent work has reported scores of less than 50.0% [59]. Other research with teachers has shown that they overestimate the number of students in their classrooms who have ADHD [60-62]. There is also some evidence that, although teachers are able to differentiate between normal and ADHD-related problem behaviour, they respond differently depending on the gender of the child [63-64]. Specifically, teachers are more likely to regard symptoms of problem behaviour displayed by female pupils as severe and atypical compared with male pupils. 
In terms of perceptions of the causes of ADHD, teachers generally endorse biological [60, 63] or a combination of both biological and environmental factors [61, 65-66] as causes of the disorder. Even so, there remain important gaps in such knowledge, with teachers placing undue emphasis on the role of poor parenting and diet as causes of ADHD [57-58, 67-69]. The latter mirrors the belief among parents that ADHD is typically caused by excessive sugar in a child’s diet [70-72] and that dietary changes can result in improvements in a child’s behaviour [66]. More broadly, parents have been found to be more likely to emphasise socio-environmental causes in the aetiology of ADHD compared with medical practitioners, who tend to view ADHD as a medical condition [73]. Other relevant work has suggested that some adolescents endorse the suggestion that ADHD is caused by bad manners [74], again emphasising the importance of psychosocial explanations among non-professionals. 
In contrast, only a handful of studies have explicitly focused on the wider public’s understanding of ADHD. Two recent surveys in the United States have shown that the public have poor awareness of ADHD. One survey asked over a thousand respondents to report if they had heard of ADHD and reported that just over 60% of their respondents responded in the affirmative [75]. However, very few participants could relate information about the disorder, including specific symptoms, causes, or medications for the disorder. The same survey also reported that participants who were able to correctly describe the symptoms of ADHD and who believed that ADHD was caused by biological factors were more likely to believe that ADHD was a “real disease”. 
In a similar vein, the National Stigma Study-Children, a nationally representative study of public response to child mental health problems in the United States, presented over a thousand respondents with case vignettes that were consistent with diagnoses of ADHD and depression [76]. This survey found that only 42% of participants could correctly identify ADHD and that 33% of participants believed that the disorder would improve on its own [76]. The same survey also reported that participants viewed ADHD as less serious and less likely to require treatment compared with depression. Furthermore, almost a fifth of participants who correctly identified a vignette of ADHD in this survey also rejected the application of a mental illness label to the disorder [76]. 
In addition, one qualitative study of African American parents reported that many participants believed ADHD to be caused by inappropriate parenting and disciplinary practices or poor educational environments that were unresponsive to the needs of children [77]. An earlier quantitative study, however, reported that American participants generally disagreed with statements assigning responsibility for childhood behavioural problems to parents and teachers, although they were also ambivalent about medicalised therapeutic treatments [78]. All in all, it appears that there remains a good deal of confusion about the aetiology of ADHD, with many myths of ADHD (e.g., that it is caused by sugar and food additives or that it is diagnosed too frequently) remaining prevalent among the general public. Other areas of poor knowledge include a lack of understanding of the genetic basis of ADHD, its potentially life-long nature, and possible confusion of ADHD and autism spectrum disorders [79]. 


Beliefs about Treatment

Beliefs about the aetiology of ADHD may also be associated with preferred treatments, with teachers who believe that ADHD is allopathic in nature favouring medical treatments and behavioural interventions [60-61, 65]. In general, however, teachers and parents appear to prefer behavioural over medical treatments for ADHD [80], even though they do not appear to be well-informed about the former [81-83]. In one study, participants from the general public were presented with two vignettes, where one described a child’s behavioural problems as being attributed to ADHD and another in which the same set of behavioural problems were attributed to epilepsy [80]. When respondents were asked about treatment options for these cases, the authors of the study found that participants were more accepting of medicalised treatments and therapies for the epilepsy case than they were for the child with ADHD. These results suggest that the general public are generally resistant to the use of medication to treat ADHD and, perhaps, are also less comfortable about biomedical conceptualisations of ADHD and behavioural problems more generally.
There is also some evidence to suggest that, when asked specifically whether children should be given counselling or medication for ADHD, a majority of respondents indicate that a combination of both treatment options is appropriate [75]. However, those who believed that ADHD is a “real disease” were more likely to prefer any form of treatment over no treatment. Other research has suggested that parents of children with ADHD primarily used behaviour management and medications in treating ADHD, although a large proportion also used diet and vitamin therapies [84]. Results such as this indicate an urgent need to more fully understand the use of alternative treatments for children and adolescents with ADHD. Another area of concern relates to parental suspiciousness of medical treatments. One study of parents of children diagnosed with ADHD indicated that most had been exposed to negative information about medical treatments for ADHD, which led some participants to consult alternative sources and to postpone treatment [85]. Negative attitudes toward medical treatments persisted almost two years after initiation of treatment, particularly as parents were concerned about long-term effects. This study also reported that paediatric neurologists play a crucial role in affecting attitudes of children and parents toward medicalised treatments [85]. Related work has shown that knowledge of ADHD and its treatment options is higher among teachers with exposure to ADHD-diagnosed children [59], in-service compared with pre-service teachers [69], school psychologists [86], and parents who have attended professional development courses [87], highlighting the important role of information provision. 


Sociodemographic Differences

To date, very few studies have examined knowledge of ADHD across subgroups of a population or across nation, despite evidence of differences in treatment utilisation across these groups [56, 88]. In terms of the latter, for example, several studies have reported ethnic differences in rates of stimulant medication prescription and use among child with, or at risk for, ADHD in the United States [89]. These differences have sometimes been attributed to ethnic differences in knowledge about ADHD and causes of the disorder [70]. Certainly, some studies in the United States suggest that, compared to White parents, African American parents are less likely to have heard of ADHD, are less likely to consider ADHD a real disorder, and are more likely to believe that ADHD is caused by excessive sugar in a child’s diet [70-72, 75, 90].
In one study, African American and White parents of children with ADHD took part in interviews about their understanding of the disorder [70]. The authors of the study reported that White parents were more likely to use medical terminology in describing ADHD than African American parents. Conversely, African American parents were less likely to associate the school system with ADHD problems and were also less certain about the aetiology and treatments of ADHD. Other work in the United States has revealed that ethnic minority parents of children diagnosed with ADHD are less likely to recommend medical treatment, tended to be less satisfied with medical treatments overall, and were more likely to believe that medication use would lead to drug abuse and other side-effects [55]. Clearly, then, understanding the way in which cultural beliefs affect knowledge of ADHD, as well as parental decisions about treatment, will be important for practitioners. 
Other work has suggested that there may be gender differences in knowledge about ADHD, with women being more likely than men to have heard of the disorder and to believe that it is a real disease [75-76]. Among parents of children with ADHD, mothers appear more likely to attribute both inattentive and impulsive child symptoms to global and stable causes than do fathers. Conversely, fathers are more likely to report negative reactions to ADHD symptoms that were perceived as having an internal cause, and are also more likely to show a preference for psychosocial treatments over medical treatments than mothers of children with ADHD [91]. 
There also appear to be educational and income differences, with individuals of higher educational status or with higher incomes being more likely to have heard of ADHD [75]. By contrast, there appear to be few sociodemographic differences in treatment preferences and, where differences are uncovered (e.g., in men being more likely to prefer no treatment option compared with women) these tend to be relatively small [75]. In general, it appears to be the case that beliefs about ADHD (e.g., whether or not it is a real disorder) appear to be more important than sociodemographic differences when it comes to treatment options. 
Implications

Overall, these studies suggest that the public is not well-informed about the causes and treatments of ADHD, which has important implications for several reasons. First, given competing academic discourse and mixed messages from the media about ADHD [92], fact-based knowledge is essential if the public are to make informed treatment decisions about help-seeking and treatment. Second, the public (especially parents and teachers) are recognised as the primary informants of externalised symptoms of ADHD and their role in early identification of symptoms and intervention continues to be prioritised [93]. In this regard, however, studies have reported low parent-teacher agreement on ratings of ADHD symptoms [93]. This is all the more important because teachers have been found to provide inaccurate and inappropriate advice to parents of children with ADHD, and parents typically follow that advice [94]. 
Third, where ADHD goes unrecognised and untreated, it can have a negative impact on a range of dimensions, including reduced self-esteem, academic achievement, peer relationships and family functioning, and increased rates of accidents, antisocial behaviour, and substance misuse [95-99]. Even where ADHD is accurately diagnosed, negative perceptions and stereotyping may still have adverse effects on psychological functioning. For instance, ADHD-diagnosed children may be perceived more negatively as a result of their diagnosis [100-101], which in turn impacts their long-term well-being and self-confidence [102]. Such negative perceptions are especially damaging when expressed by peers, family, and teachers [103], and indeed research has shown that even the most effective teachers and practitioners negatively perceive students with ADHD [104-105]. It is no surprise, therefore, that in a recent report, children reported greater public awareness of ADHD as an important step towards a reduction in the stigma and negative assumptions attached to the diagnosis of ADHD [46]. 
Finally, lay perceptions of ADHD may influence the dynamics of teaching and learning in the classroom [61], beliefs about parent and child responsibility for problematic behaviour [106], and support for child medicalisation [107], which in turn affect children’s behaviour and academic success [108]. All in all, there are important reasons why gauging public knowledge is essential, as this can help inform more satisfactory identification and management of the condition. It is no surprise, then, that scholars have highlighted the importance of multi-modal approaches based on collaboration between the public, parents, teachers, students, and practitioners for the accurate identification of ADHD symptoms [109-111], all of which is underpinned by improved mental health literacy.


Discussion

This review of the available literature suggests that mental health literacy in relation to child and adolescent ADHD remains at a relatively low level among the general public. This is an urgent public health concern given rising numbers of individuals diagnosed with ADHD as well as low rates of help-seeking for psychiatric symptoms more generally. In addition, poor mental health literacy may also influence other aspects of the help-seeking process, such as attitudes toward mental health practitioners, stigma and bias toward patients with ADHD, treatment choice, and compliance with treatment. 
Although there is a growing body of work on lay beliefs about ADHD, a number of important limitations of this literature are worth highlighting. First, as hinted at by Jorm [34], scholars studying mental health literacy have typically set off with the assumption that the public’s interpretation of symptoms or a condition are less valid than those of mental health professionals. This is important because it could limit our understanding of lay beliefs about mental health and illness. One way in which this could be overcome would be to embed research on mental health literacy within the large body of work focused on lay beliefs of health and illness [112-113]. This literature has not only sought to identify the conceptual models that individuals or communities of individuals use to explain health maintenance and ill-health, but has also sought to place such models within a broader social environment [113]. 
Specifically, researchers have sought to identify the roles that lay beliefs play for individuals, as well as the interaction between lay and professional knowledge. Situating research on mental health literacy on ADHD within this broader sociological framework may help scholars not only to view lay beliefs as equally valid representations of mental health, but also to more fully understand their functions in contemporary societies. For example, recent ethnographic research focused on the lived experiences of children and families with a history of mental illness highlights the range of different orientations that are adopted in relation to symptoms and treatments [114]. Central to this perspective is an understanding of the meaning that psychiatric diagnoses and treatments take within families, as well as the negotiation of psychosocial and biopsychiatric explanations of mental illness. In terms of ADHD specifically, it may be important to more fully understand how families perceive a child’s level of functioning within different environments. That is, scholars will need to acknowledge that thresholds for acceptable deviation from the norm will vary between individuals, societies, and cultures, and that this can have a major impact on the recognition of, and beliefs about, ADHD. 
Second, studies on mental health literacy relating to ADHD have typically relied on surveys or case vignettes that are presented in written form and where participants are asked to identify a cluster of symptoms. However, it seems likely that these methods lack ecological validity, in that it may not translate very well to real-life situations. In real life, individuals likely get a good deal more information about symptoms in others and, particularly in close relationships, are able to monitor changes in symptomatology over time. When those symptoms affect one’s self, it seems likely that introspection, temporal changes, and knowledge about past behaviour will all affect beliefs about those symptoms, their causes, and the most appropriate treatments. 
Alternative methods, such as determining the extent to which participants are able to identify ADHD from clusters of real and fake disorders [115-116], may offer a useful means of overcoming some of these limitations, although their reliability and validity are likewise open to debate. Similarly, priming techniques may provide a deeper understanding about an individual’s implicit beliefs and feelings about mental illness. New technologies may offer researchers a way out of this quandary. Specifically, the use of video-clips in which a confederate discusses her or his symptoms or even face-to-face interactions between a role-playing confederate and participants may offer a more ecologically-valid method of studying symptom identification. Such methods may also offer a valuable way of documenting and understanding stigmatising attitudes towards individuals with mental health illnesses, as has been recently used in studies of weight bias and stigma. The use of video-clips and face-to-face interactions as methodologies offer untapped resources for scholars interested in mental health literacy and will likely demonstrate superior ecological validity over current methods.
Third, very few studies have examined cross-cultural or cross-national differences in knowledge and perceptions of ADHD, and those that have have tended to be limited to relatively developed societies [56, 65-66]. This is important for a number of reasons, including the possibility that there are cross-cultural differences in understanding of ADHD and its symptoms. Certainly, one cross-cultural study of college students and teachers in the United States and China indicated that there were significant differences in understanding of ADHD between nations. Specifically, Chinese participants were reported to be more attentive to the hyperactivity symptoms associated with ADHD, whereas American participants focused on both hyperactivity and inattentiveness [78]. 
More broadly, the lack of cross-national studies is important because the available literature suggests that mental health literacy remains at a very low level in developing nations [13]. Evidence on mental health literacy in relation to other mental health disorders suggests that individuals in the developing world are more reluctant than their counterparts in developed nations to use psychiatric labels, are more likely to somatise symptoms of mental health disorders or associate it with physical illness. More generally, respondents from the developing world are less likely to see explanations for mental illness and, when they do, they are more likely to cite religious and supernatural factors, rather than psychosocial or biological factors, as causes of mental health disorders [13].
Therefore, understanding the way in which lay conceptions of ADHD are formed and influenced in different cultural contexts remains an important task for scholars. Certainly, there is some evidence from a qualitative study in Goa, India, that even parents of children with ADHD attending a child guidance centre very rarely use biomedical labels or models to explain their child’s behaviour problems [117]. More broadly, where cultural groups differ or disagree about a pattern of symptoms of illness, it may lead to different conceptual models about health and the origin of illness. These, in turn, may influence attitudes toward mental illness, as well as rates of help-seeking, preferred treatment options, and the stigmatisation of patients. 
These limitations notwithstanding, it remains clear that there is a need for scholars and practitioners to design and evaluate the efficacy of interventions aimed to promoting better mental health literacy of ADHD. Given the important role of the school environment in recognising symptoms of ADHD, targeted interventions for teachers may prove important, especially as teachers often report that they are confused by terminology used to describe child and adolescent mental health and are concerned that they have no specific training on mental health [118-119]. Thus, teachers may benefit from targeted training that improves their ability to identity symptoms of ADHD and to refer cases to appropriate mental health services [57]. Similarly, further studies are required to fully understand the way in which children themselves understand symptoms of ADHD and what they believe are the most appropriate treatment options for peers [120-121].
Among the general public more broadly, several studies have reported that interventions based on narrative advertising (i.e., which consist of episodes in which actors engage in actions to achieve goals, resulting in specific outcomes) and printed mental health information have been successful at improving mental health literacy [122-126]. Such work has provided the basis for successful interventions aimed at improving mental health literacy and reducing the stigma of mental illness among the general public. In combination with these efforts, it may also be necessary to examine more carefully how mass media can be utilised to promote better understanding of ADHD, especially as television news and current affairs programmes appear to be a primary source for information about ADHD among the general population [127]. There is an urgent need to counter negative media reports, particularly those that disseminate myths about ADHD or that portray ADHD in a stigmatising light. In the longer-term, improved mental health literacy of ADHD may be expected to result in improved rates of help-seeking and treatment compliance. 
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