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Abstract 

Background: Attention-Deficit/Hyperactivity Disorder (ADHD) is a common 

neurodevelopmental condition can restrict children’s participation in everyday 

activities. It is characterized by inattention, hyperactivity, and impulsivity, impacting 

school, home, neighborhood and community and also social functioning.  

Aims: This study aimed to assess the level of participation in home, school, and 

community activities among children and adolescents with ADHD, and to find out their 

sociodemographic characteristics and the associated factors with participation. 

Methods: A cross-sectional study was conducted among 73 participants. Data were 

collected using a structured socio-demographic questionnaire and the Child and 

Adolescent Scale of Participation (CASP).  

Results: The sample consisted of mostly male (83.6%), and within the age 5-7 years 

group (52.1%), a mean age of 8.05 years. The majority of the participants resided in 

urban areas (75.3%), and they were regularly attending school (91.8%). The limitation 

of participation was experienced in each of the CASP areas. Participation at home was 

largely restricted (43.8%) or very restricted (38.4%) with 84.9% form of very limited 

participation being the most severe. There was also limited school participation. In 

general, the participation was hardly evident in the case of most participants (64.4%). 

Home participation had significant associations with the family type (P = 0.025), 

community participation with the family size (P= 0.049), school participation with the 

number of the ADHD medications (P = 0.012), and home/community living activities. 

Conclusion: Study findings highlight the need for participation-oriented interventions 

that address environmental supports, family, school and community inclusion strategies 

to improve meaningful engagement and promote participation in daily life. 

Keywords: ADHD, CASP, Participation (Home, School & Community), ICF 
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CHAPTER I: INTRODUCTION 

1.1 Background 

Attention-Deficit/Hyperactivity Disorder (ADHD) is one of the most common 

neurodevelopmental disorders in children and adolescents, affecting approximately 5–

7% of the global population (American Psychiatric Association [APA], 2013; Polanczyk 

et al., 2007). Epidemiological studies indicate that boys are 2–3 times more likely to be 

diagnosed than girls, highlighting a gender disparity in prevalence (Gershon, 2002). 

Globally, it is estimated that around 280 million people live with ADHD. 

  It is characterized by persistent patterns of inattention, hyperactivity and 

impulsivity, and is often accompanied by difficulties in executive functions such as 

working memory, planning and self-regulation  (APA, 2013; Barkley, 2015). Many 

children with ADHD also present with co-occurring conditions, including learning 

difficulties, emotional and behavioral disorders, and motor, speech or sensory problems, 

which can further affect their everyday functioning  (Gnanavel et al., 2019; Yochman et 

al., 2006).  

  Because of these symptoms and associated difficulties, children and adolescents 

with ADHD frequently experience problems in daily life across home, school and 

community settings. They may struggle to follow routines, complete self-care and 

household tasks, stay focused in class, finish schoolwork, and manage their behavior 

with peers and adults (Bagwell et al., 2001; Dunn et al., 2009). These functional 

challenges are linked with lower academic achievement, problems in social 

relationships and an increased risk of emotional distress, contributing to reduced quality 

of life compared with typically developing peers (Rocco et al., 2021; Schwörer et al., 

2020). 
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In contemporary rehabilitation and occupational therapy, there is increasing emphasis 

on understanding not only symptoms, but also how children with ADHD participate in 

everyday activities that are meaningful and age appropriate. Within the International 

Classification of Functioning, Disability and Health (ICF), participation is defined as 

involvement in life situations and is considered a central indicator of child functioning 

and development (World Health Organization [WHO], 2007). Participation includes 

both attendance, referring to how often a child takes part in an activity, and involvement, 

referring to the quality of engagement, such as motivation, enjoyment, social connection 

and sense of belonging (Imms et al., 2016). 

  Research article indicates that children with ADHD tend to have lower levels of 

participation than their typically developing peers. At home they may require more 

supervision and assistance with daily routines and household chores; at school they 

often show reduced engagement in classroom learning, group work and social activities; 

and in the community they may participate less in sports, leisure, cultural or religious 

activities due to environmental demands, peer difficulties or lack of appropriate support 

(Klassen et al., 2004; Mendes et al., 2018). 

  Participation outcomes in ADHD are shaped not only by the severity of symptoms, 

but also by contextual factors. Environmental influences such as family routines, 

parenting style, teacher attitudes, classroom structure, school policies, physical and 

sensory characteristics of settings, and access to services can act as barriers or 

facilitators to participation. Personal factors, including age, gender, motivation, 

interests and self-esteem, also contribute to individual differences in participation 

profiles among children with ADHD (Imms et al., 2016; Mendes et al., 2018). 

Understanding how these factors interact is essential for designing effective 

occupational therapy and educational interventions. To measure participation in a 
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structured way, the Child and Adolescent Scale of Participation (CASP) is often used. 

CASP is a caregiver report instrument that evaluates the extent to which a child or 

adolescent participates in everyday activities at a level appropriate for their age across 

home, school and community domains ( Bedell, 2009). It reflects the ICF view of 

participation by focusing on actual involvement in daily life rather than only on 

impairments or symptoms. 

 Although CASP has been widely applied in studies of children with acquired 

brain injury and other disabilities, its use in ADHD populations has been relatively 

limited ( Bedell, 2009; Coster et al., 2012). As a result, there is still a gap in knowledge 

about how children and adolescents with ADHD participate in real world activities 

across different settings and how their participation compares with age expectations. 

The present study addresses this gap by using CASP to examine participation levels of 

children and adolescents with ADHD at home, at school and in the community, with the 

aim of identifying specific areas of restriction and informing targeted interventions to 

enhance participation and quality of life. 
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1.2 Justification of the Research 

Participation in daily living activities is a key component of functional development for 

children and adolescents. However, children with ADHD often face difficulties taking 

part in activities at home, school, and within the community due to challenges with 

attention, impulsivity, and social interaction. In Bangladesh, most research has focused 

on the cognitive or behavioral symptoms of ADHD, while very little is known about 

how these difficulties affect actual participation in everyday life. 

  The Child and Adolescent Scale of Participation (CASP) is a globally recognized 

tool for measuring participation, yet it has been rarely used in ADHD research, 

especially in the Bangladeshi context. Using the CASP provides a more holistic view 

of children’s engagement in meaningful activities across different settings. 

  This study is necessary because identifying participation barriers can help develop 

interventions such as task modification, environmental support, parent/caregiver 

guidance, and activity based therapy. The findings can support families, teachers, 

clinicians, and rehabilitation centers like CRP to design better programs for children 

with ADHD. 

  At a societal level, low participation can lead to social isolation, poor academic 

performance, and decreased confidence factors that may affect future independence and 

well-being. The study also aligns with the UNCRPD by highlighting participation as a 

fundamental right for all children. By providing evidence on participation difficulties, 

this research supports inclusive education, improved policies, and better rehabilitation 

planning in Bangladesh. 

  Overall, this study is justified because it addresses a critical research gap, uses a 

strong and underutilized assessment tool, and aims to improve the quality of life of 

children and adolescents with ADHD through informed, evidence-based interventions. 
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1.3 Operational Definition 

1.3.1 Attention-Deficit/Hyperactivity Disorder (ADHD) 

Attention-Deficit/Hyperactivity Disorder (ADHD) is a common neurodevelopmental 

disorder characterized by persistent patterns of inattention, hyperactivity, and 

impulsivity that are developmentally inappropriate and interfere with daily functioning 

across multiple settings such as home, school, and the community (American 

Psychiatric Association [APA], 2013). Children with ADHD may show difficulty 

sustaining attention, following instructions, organizing tasks, controlling impulses, and 

regulating activity levels, which can impact academic performance, social interactions, 

and participation in daily life (Barkley, 2015). ADHD is often identified in childhood, 

with symptoms typically appearing before the age of 12, and may persist into 

adolescence and adulthood. 

1.3.2 Participation 

Participation refers to a child’s involvement in age appropriate activities across multiple 

life settings, including home, school, and community (WHO, 2001; Bedell et al., 2010). 

Home: Activities such as self-care, household chores, play, and family interactions. 

School: Classroom learning, completing academic tasks, group work, and social 

participation with peers. Community: Engagement in sports, recreational activities, 

religious or cultural events, and neighborhood play. Participation is measured using the 

Child and Adolescent Scale of Participation (CASP), a caregiver-reported tool that 

evaluates both the frequency of attendance and the quality of involvement in these 

activities, providing a practical measure of real life participation in line with the ICF 

framework (Bedell et al., 2010). 
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1.3.3 Participation Tool (CASP) 

The Child and Adolescent Scale of Participation (CASP) is a caregiver reported tool 

that measures the extent to which children and adolescents participate in age expected 

activities at home, school, and in the community. Each item is scored on a 4 point scale 

from 1 (unable to participate) to 4 (age expected participation), with higher scores 

indicating better overall participation. CASP captures both the frequency and quality of 

engagement, providing a practical measure of real-life participation in line with the ICF 

framework (Bedell, 2009). 

1.3.4 (ICF) International Classification of Functioning, Disability and Health  

The International Classification of Functioning, Disability and Health (ICF) is a bio-

psychosocial framework developed by the World Health Organization that describes a 

person’s functioning and disability as the interaction between their health condition, 

body functions and structures, activities, participation, and contextual factors 

(environmental and personal) (WHO, 2001). In this study, ICF is used to conceptualize 

participation of children and adolescents with ADHD across home, school, and 

community settings, linking impairments in body functions and activity limitations to 

participation restrictions. 

 

1.4 Aim of the Study 

This study aimed to assess the level of participation in home, school, and community 

activities among children and adolescents with Attention-Deficit/Hyperactivity 

Disorder (ADHD), and to find out their sociodemographic characteristics and the 

associated factors with participation. 
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CHAPTER II: LITERATURE REVIEW 

This chapter addresses the review of related literature information about “Identify the 

level of participation in home, school, and community activities among children & 

adolescents with ADHD.” It includes the findings, limitations, recommendations of the 

articles which is related to this study. The key gap in the evidence is also stated at the 

end of this chapter. Google Scholar, PubMed, Embase, Scopus, and Google have been 

searched for the related articles. Please see Figure 2.1 for an overview of the findings 

of the literature review. 

Figure 2.1 

Overview of Literature Review (ADHD Participation in Activities) 

 

ADHD Participation in 
Activities

Home Activities

Family Interaction

Daily Routines 

Independent Tasks

School Activities 

Classroom 
Behavior

Academic 
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Peer Interaction
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2.1 Overview of ADHD Participation in Activities 

This section of the literature review covers participation among the children and 

adolescents activities across in home, school and community settings. In home activities 

as like ADLs (Activities of Daily Living), daily routines, family interaction, and 

independent tasks. In school activities are covers academic activities, peer interaction 

and classroom behavior. On the other side community activities as like involve in social 

events, sports and recreational activities or leisure and also neighborhood participation 

2.2 Home Activities 

Family meals, personal care, and household chores, which are home activities, have a 

crucial role in determining the cognitive, emotional, and social development of children. 

Those routines assist in the development of self-regulation, responsibility, and executive 

functioning, which are particularly necessary in children with ADHD (Larson et al., 

2020). Family centered activities, such as shared meals and conversations, enhance 

communication abilities and emotional strength (Steinberg & Silk, 2022), whereas 

cleaning or organizing tasks lead to independence and problem solving skills (Weisner, 

2021). These routines and organized home settings are especially helpful to children 

with ADHD, as they help them achieve improved behavior and social interaction (Golos 

et al., 2024). These activities do not just contribute to personal growth, but also make 

these children feel belonging and secure, thus enabling them to live a good day to day 

life. 

2.2.1 Family Interaction 

The family interaction in the form of eating meals together, discussing and taking part 

in household debates are also among the shared activities. These interrelations 

contribute to emotional attachment and communication competence (Steinberg and 

Silk, 2022). Other activities such as storytelling, board games and family outings also 
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aid in the development of problem-solving abilities and social competence (Golos et al., 

2024). In children with ADHD, participation at home can be mitigated by the negative 

impact of inattention and impulsiveness because when a child can have supportive and 

responsive interactions with their family, the effects can be alleviated (Coussens et al., 

2020a). 

2.2.2 Daily Routines  

Activities in the day are planned like washing hands, dressing, making food and sleep 

patterns. These practices would assist children in the process of self-regulation, time 

management, and organization (Weisner, 2021). Studies also show that regular home 

routines are shown to be especially helpful with ADHD children as they are capable of 

improving their executive functioning and minimizing behavioral difficulties (Larson 

et al., 2020; McRae et al., 2020). Routine routines are also known to aid in making 

expectations more understandable and promote more autonomy and engagement in 

daily home activities (Crespo et al., 2013).  

2.2.3 Independent Tasks 

As children grow they gradually take on more independent responsibilities at home, 

such as completing homework, organizing their personal space and performing 

household chores. These tasks promote independence, self-discipline and accountability 

(Steinberg & Silk, 2022). Adolescents benefit from learning practical life skills such as 

cooking, managing money and planning their time, which prepare them for adult roles 

and independent living (Weisner, 2021). 

 However, studies of household participation show that children with ADHD 

often perform similar types of tasks as their peers but require more supervision and 

assistance from caregivers (Mendes et al., 2018; Spaulding et al., 2021). Parents 

frequently report that their children with ADHD do not complete tasks independently 
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or satisfactorily and that they must provide extra prompts or support, which may affect 

the child’s sense of competence and the overall family routine (Cronin, 2004; Segal, 

2004). 

2.3 School Activities  

For children and adolescents with ADHD, the school environment presents both 

opportunities and challenges for participation. Structured school activities, such as 

routine based lessons and individualized support, can enhance engagement and help 

students manage their symptoms (DuPaul & Stoner, 2014). Clear expectations, visual 

schedules and consistent routines help students with ADHD focus, manage their 

behavior and improve academic performance (DuPaul & Stoner, 2020). 

School participation also includes social aspects. Peer interactions contribute to 

emotional growth, conflict resolution and resilience (Wentzel, 2016). For children with 

ADHD, positive peer experiences provide a context to practice social skills, build self-

esteem and feel included. Participation in both academic and social activities at school 

is therefore important for overall development and well-being (Coussens et al., 2020a; 

Kara et al., 2025). 

2.3.1 Classroom Behavior 

Many students with ADHD struggle to stay seated, follow instructions, and complete 

tasks without being distracted. Impulsivity can lead to interruptions and disruptive 

behaviors, making it more challenging for individuals to concentrate on lessons (DuPaul 

& Stoner, 2020). Teachers often report that students with ADHD require additional 

structure, prompts, and support to remain on task and participate effectively in 

classroom activities (Pfeiffer et al., 2017). Such behavioral challenges can contribute to 

lower levels of classroom participation and negative feedback from teachers (Langberg 

et al., 2018). 
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2.3.2 Academic Activities 

ADHD is associated with lower academic performance, not because students lack 

ability, but because they often struggle with organization, time management, and 

sustained attention (Langberg et al., 2018). Difficulties with homework completion, test 

performance, and participation in class discussions are commonly reported among 

students with ADHD (DuPaul & Stoner, 2014; Dunn et al., 2009). Research suggests 

that structured learning plans, such as Individualized Education Programs (IEPs), 

classroom accommodations, and behavioral interventions, can support academic 

success and improve participation in learning activities (Evans et al., 2021).  

2.3.3 Peer Interaction 

Socializing can be challenging for children and adolescents with ADHD. They may 

interrupt conversations, struggle with turn-taking, or misunderstand social cues, which 

can lead to peer rejection or difficulties forming and maintaining friendships (Mikami, 

2019). These social difficulties may reduce participation in group projects, recess 

activities, and extracurricular events. Interventions such as social skills training, peer 

mentoring, and small-group programs have been recommended to support more 

positive peer interactions and increase social participation at school (Hoza, 2020; 

Cordier et al., 2019). When schools combine structured academic support, positive 

behavioral strategies, and opportunities for meaningful peer interaction, students with 

ADHD are more likely to thrive both academically and socially (Kara et al., 2025). 

2.4 Community Participation Activities  

Children and adolescents with ADHD often face challenges when engaging in 

community activities due to difficulties with attention, impulse control, and social 

interaction. Nevertheless, participation in social events, recreational activities, and 

neighborhood interactions plays a crucial role in their social, emotional, and physical 



25 

  

development (King et al., 2019; Coussens et al., 2020b). 

2.4.1 Social Events 

Attending social gatherings such as birthday parties, community celebrations and 

religious events can be difficult for children with ADHD because they may struggle 

with waiting their turn, following social norms or coping with overstimulating 

environments (Mikami, 2019). Impulsivity and difficulty regulating behavior can 

interfere with forming and maintaining friendships in these settings. However, research 

suggests that structured social skills training and supportive adult supervision can 

improve children’s ability to participate in group interactions more effectively (Hoza, 

2020). 

2.4.2 Sports and Recreational Activities 

Participation in sports and recreational activities gives children with ADHD 

opportunities for physical activity, teamwork and self-discipline. However, sports that 

demand sustained attention and strict adherence to rules, such as certain team sports or 

activities like chess, may be more challenging for them (Drechsler et al., 2020). In 

contrast, activities involving short bursts of movement, such as martial arts, swimming 

or gymnastics, tend to be more engaging and can help improve self-regulation, attention 

and overall participation (Verret et al., 2017). 

2.4.3 Neighborhood Participation 

Neighborhood participation includes playing outside with friends, joining local clubs 

and taking part in community projects. These experiences can support social skills, 

independence and a sense of belonging. Children with ADHD may find it difficult to 

maintain friendships, follow group rules or resolve conflicts, which can limit their 

involvement in neighborhood activities (Cordier et al., 2019). When communities 

provide structured, inclusive and well-supervised programs, children with ADHD are 
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more likely to develop stronger social connections and feel included in community life 

(Khetani et al., 2015; Guichard & Grande, 2019). Creating supportive environments is 

therefore essential to enable meaningful community participation for this population. 

2.5 Conceptual Framework  

In this study, the International Classification of Functioning, Disability and Health 

(ICF) is used as the conceptual framework for describing the functional problems 

associated with ADHD. The World Health Organization created the ICF to offer a 

rational and extensive structure, as well as a shared terminology, to describe and 

evaluate the functional impacts of health conditions irrespective of the disease or 

disorder at hand. The application of this model can be used to compare health-related 

states of conditions, studies, interventions, populations, and countries.  

 The current research is clearly informed by the International Classification of 

Functioning, Disability and Health -Children and Youth (ICF-CY) (WHO, 2007). The 

ICF-CY has built upon the ICF framework to include more developmental features of 

the childhood and adolescent stage. It gives a systematic bio-psychosocial model 

explaining how a health condition affects daily functioning in the dynamic interaction 

between body functions and structures, activities, participation and contextual factors. 

 In the International Classification of Functioning, Disability and Health the 

functioning has body functions, activities, and participation that are closely related and 

affect one another. Sound environmental and individual influences condition and 

constrain general functioning. 
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Figure 2.5  

Conceptual model of International Classification of Functioning, Disability and Health 

(ICF) on ADHD 
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and decisions at home and independent 
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 SCHOOL 

i. Social, play and recreation with 

friends, Academic engagement 

ii. Classroom learning, group work         

iii. Peer interaction, school 
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 Family routines, parenting style   

 Parents education and occupation 
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2.5.1 ICF-Based Theoretical Framework of Participation on ADHD 

According to the ICF, functioning is described through the following main components: 

A. Health Condition 

In this study, the health condition is Attention-Deficit/Hyperactivity Disorder (ADHD). 

a. Body Functions and Structures 

ADHD mainly affects mental functions, including attention, impulse control, activity 

level, working memory, planning, organization, emotional regulation and self-

regulation (APA, 2013; Barkley, 2015). 

b. Activities 

Activities are the execution of tasks or actions by an individual (WHO, 2007). For 

children and adolescents with ADHD, activity limitations may include difficulty 

following instructions, completing schoolwork, organizing personal belongings, 

maintaining daily routines and managing self-care or homework tasks (Dunn et al., 

2009; Langberg et al., 2018). 

c. Participation 

Participation is defined as involvement in life situations and is a central outcome in the 

ICF (WHO, 2007). For this study, participation refers to the child’s involvement in 

everyday activities at home, school and in the community. Participation includes both 

attendance (frequency and range of activities) and involvement (quality of engagement, 

such as motivation, enjoyment and social connection; Imms et al., 2016). 

B. Contextual Factors 

a. Environmental Factors 

Environmental factors include the physical, social and attitudinal environment in which 

children live and grow (WHO, 2007). Examples relevant to ADHD are family routines, 

parenting style, teacher attitudes, classroom structure, school policies, accessibility of 
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community programmes, transport, financial resources and social attitudes towards 

ADHD (Mendes et al., 2018; Kara et al., 2025). These factors can act as barriers (e.g., 

negative attitudes, noisy classrooms, lack of support) or facilitators (e.g., supportive 

teachers, structured routines, inclusive community activities) of participation. 

b. Personal Factors 

Personal factors include characteristics such as age, gender, motivation, interests, self-

esteem, coping style and co-occurring conditions. These factors influence how each 

child experiences ADHD and responds to environmental demands (Imms et al., 2017). 

Within this framework, ADHD is conceptualized as the health condition that gives rise 

to impairments in body functions (e.g., attention, executive functioning). These 

impairments can lead to activity limitations (for example, difficulty organizing 

schoolwork or completing chores), which then result in participation restrictions in 

home, school and community life. At the same time, environmental and personal factors 

can either reduce or increase the impact of ADHD on participation (WHO, 2007; Imms 

et al., 2016). 

In the current study, participation is operationalized using the Child and 

Adolescent Scale of Participation (CASP). CASP is a caregiver-report measure that 

assesses how much a child or adolescent participates in everyday activities compared 

with age expectations across home, school and community domains (Bedell, 2009). It 

is consistent with the ICF concept of participation because it focuses on involvement in 

real life situations rather than only on symptoms. 
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2.6 Associated Demographic and Contextual Factors 

The symptoms of ADHD do not affect the participation in daily activities. Various 

demographic and contextual aspects as well influence the participation of children and 

adolescents with ADHD in domestic, school and community activities. These are age, 

sex, family background, parents education level, type of school and place of living 

(urban or rural; Mendes et al., 2018; Coussens et al., 2020a). Children and adolescents 

are often supposed to do more at home, including chores, homework and to be more 

involved in school and community activities, on their own. According to the studies, the 

older age may be correlated with the augmented involvement in particular activities, in 

particular, when children obtain the necessary support and can train the skills during the 

period (Mendes et al., 2018). Nevertheless, when the symptoms of ADHD are not 

managed, elderly children can still be dependent on adults to assist them in the areas of 

organization, planning and behaviour, which stifles their autonomy. 

 Gender disparity has also been cited in ADHD and involvement. ADHD is more 

frequently diagnosed in boys compared to girls and hyperactivity and disruptive 

behaviour are typically more apparent in boys, whilst girls may show more 

manifestations of inattentiveness (Gershon, 2002; APA, 2013). Certain researchers may 

indicate that boys can be assigned more physical or outdoor duties, whereas girls can 

get more indoor or caregiving duties at home, establishing disparities of participation 

between boys and girls with ADHD (Mendes et al., 2018). 

 The participation of children is related to the family features like parental 

education, family income, and family structure. It is believed that higher parental 

education and family income are also likely to lead to increased access to health, 

educational and community resources, and more chances of organized extracurricular 

activities (Guichard & Grande, 2019). More resourceful parents can perhaps offer 
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regular routines, instructional resources and facilitating conditions, and this can be 

useful in improving participation of children with ADHD. Conversely, those families 

who are less resourceful can have further complications like inadequate access to 

services, transportation issues and high-crowded households that can limit both 

household and community involvement (Khetani et al., 2015). 

 Factors related to the school also contribute a lot. Children with ADHD who 

were placed in schools with small classes, positive attitudes of teachers, and 

opportunities to use special education services or accommodations are more likely to 

engage in classroom, social and extracurricular activities (Kara et al., 2025; Pfeiffer et 

al., 2017). Conversely, high classes, academic acuity and lack of support may enhance 

the restriction of participation. Participation opportunities may also be influenced by 

school type (e.g. the difference between a public and a private school) and access to 

inclusive programs. 

 Lastly, environment (urban or rural) and neighborhood infrastructure also affect 

participation in sports, leisure and neighborhood activities. In cities, formal programs 

can be offered (sports clubs, community centres), whereas in rural areas, there can be 

more out of doors play but less of specialized facilities. Structured, predictable, and 

inclusive, whether in the classroom, at home, or elsewhere, are some of the settings that 

children with ADHD may find effective (Cordier et al., 2019; Coussens et al., 2020b). 

 Overall, demographic and contextual variables like age, gender, family 

resources, school context and living environment interplay with the ADHD symptoms 

to contribute to the participation pattern. These factors are significant to understand to 

develop interventions and policies that will facilitate participation of a number of 

children and teenagers with ADHD. 
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2.7 Key Gaps of the Studies   

 Majority of research on ADHD has focused on the severity of symptoms, 

executive dysfunction and academic performance, and has not considered 

participation as an outcome of functional and real life functioning. 

 Tools like the Child and Adolescent Scale of Participation (CASP) are rarely 

applied in ADHD populations, especially to measure participation across 

multiple settings. 

 Many studies assess only one context (e.g., home routines or school 

performance), despite ADHD symptoms affecting multiple environments 

simultaneously. 

 Community and neighborhood participation is less studied compared to home 

and school, even though it is crucial for social inclusion, peer interaction, leisure 

engagement, and overall development. 

 Due to these gaps, there is insufficient evidence to identify which participation 

domains are most restricted and which contextual factors influence 

participation, limiting occupational therapy and related services in designing 

targeted, participation focused interventions. 
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CHAPTER III: METHODS AND MATERIALS 

3.1 Study Question, Aim and Objectives  

3.1.1 Study Question 

What is the level of activities participation among child and adolescent with Attention-

Deficit/Hyperactivity Disorder (ADHD) in home, school, and community activities?  

3.1.2 Aim  

The aim of this study is to identify the level of participation in home, school, and 

community activities among children & adolescents with Attention-

Deficit/Hyperactivity Disorder (ADHD). 

3.1.3 Objective(s) 

 To find out the socio-demographic characteristics of the participants. 

 To assess the participation level of children and adolescent with Attention-

Deficit/Hyperactivity Disorder (ADHD) at home, school, community settings. 

 To find out the factor associated with the participation pattern in daily activities 

at home, school, community settings. 

 3.2 Study Design 

3.2.1 Study Method 

A quantitative study was suitable for this research because it allowed for the objective 

measurement of participation levels among children and adolescents with ADHD. Since 

this study aimed to assess participation across home, school, and community settings 

using a standardized tool (CASP), a quantitative approach was appropriate for 

generating measurable and comparable data. Quantitative research enables systematic 

data collection and statistical analysis from a larger sample within a limited timeframe. 

(Williams, 2021). The structured design also ensures consistency and replicability, 

which strengthens the reliability and validity of the findings. Moreover, using a 
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standardized participation measure supports objective evaluation of functional 

outcomes rather than relying solely on subjective opinions (Gajdošová & Janičová, 

2021). Overall, quantitative research was an effective and appropriate approach for 

examining participation restrictions among children and adolescents with ADHD.  

3.2.2 Study Approach 

A cross-sectional study design facilitated data collection at a single point in time, 

providing a snapshot of the current level of participation among children and 

adolescents with ADHD (Oudejans et al., 2021). This approach was appropriate for 

estimating the prevalence of participation restrictions across home, school, and 

community settings. According to the research aim, the cross-sectional design allowed 

the assessment of existing participation levels without requiring long-term follow-up. 

Cross-sectional studies are particularly useful for measuring the prevalence of 

conditions and associated factors within a specific population (Oudejans et al., 2021).  

In this study, the design helped quantify the current level of activity participation and 

identify patterns across different environments. Additionally, the cross-sectional 

approach was cost-effective and enabled the assessment of multiple variables 

simultaneously. The research objectives aligned well with this design, as it allowed the 

examination of participation levels across various contexts at a single time point. 

3.3 Study Setting and Period 

3.3.1 Study Setting 

This study was conducted across several selected special schools within the Dhaka 

Division, Bangladesh, where children and adolescents with ADHD receive therapeutic, 

educational, and rehabilitation services. Data were collected from parents and 

caregivers whose children were enrolled in the following institutions: 

 Alokito Shishu (Shyamoli and Uttara Branch) 
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 Ingenious Care, Pallabi, Mirpur 

 Prottasha Centre for Autism Care, Savar 

 Therapist Point & Shanirvor Special School for Autism and 

Neurodevelopmental Disorders, Savar 

 Smiling Children Special School, Bonosri, Rampura 

 Society for the Welfare of Autistic Children (SWAC), Adabor 

 Tara Special Child Care, Mirpur 

 Unique Gift Foundation, South Baridhara, Nadda 

All these institutions serve child and adolescent from urban, rural, and semi-urban 

backgrounds, offering a combination of therapeutic interventions and structured school 

participation programs. Services commonly available in these settings include 

occupational therapy, speech therapy, physiotherapy, special education, and parental 

counseling making them ideal environments for recruiting parents and caregivers of 

children with ADHD. 

3.3.2 Study Period 

The study period was from June 2025 to December 2025, and the data collection period 

was from August 2025 to September 2025.    

3.4 Study Participant 

3.4.1 Study Population 

The target population of this study comprised children and adolescents aged 5 to 18 

years who had been diagnosed with ADHD. However, as children and adolescents may 

have limitations in accurately reporting their own participation, parents or primary 

caregivers were considered the appropriate respondents. Therefore, all data were 

collected exclusively from parents or caregivers of children receiving services at 

selected special schools that provide support for children with ADHD. 
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3.4.2 Sample Size 

According to Cochran's formula (Ahmed, 2024), n = 
𝑍2 .𝑃 .𝑞

𝑑2     

Here,   n= required sample size 

z= standard normal deviation; usually set at 1.96 which corresponds to a 95% 

Confidence Interval (CI).  

p = Prevalence of ADHD (Prevalence, e.g., 5%, 0.05) (American Psychiatric 

Association [APA], 2013; ( Polanczyk et al., 2007) 

p= 0.05, q= (1-p) = (1-0.05) = 0.95 

d= degree of accuracy desire, usually set at 0.05 

Then, z= 1.96, p= 0.05, q= 0.95 and d= 0.05 

Sample size, n = 
1.962 .  0.05  .  0.95

0.052  

                       = 72.9 + 10% = 80 (10% non-response rate would be added) 

Because of the short time, the student researcher reached 73 participants and collected 

data from them. 

3.4.3 Sampling Techniques 

In this research, the researcher used a convenience sampling technique. This method 

allowed the recruitment of participants who were easily accessible, making the process 

cost-effective and time-efficient (Ahmed, 2024), Considering the study focused on 

children and adolescents with ADHD from selected centers, convenience sampling was 

practical and feasible within the given timeframe. This approach facilitated the 

recruitment of a larger sample size, which ensured adequate statistical power, and 

enabled rapid data collection, making it suitable for a cross-sectional quantitative design 

(Stratton, 2021). In addition, it reduced research costs by permitting quick data 

collection when time was limited. 



37 

  

3.4.4 Inclusion Criteria 

• Children and adolescents who are diagnosed as ADHD. 

• Children and adolescents with ADHD who are going to special or inclusive 

school. 

• Children and adolescents with ADHD were between aged 5 to 18 years old. 

3.4.5 Exclusion Criteria 

• Incomplete questionnaires responses and parents or caregiver who are unwilling 

to provide informed consent. 

3.5 Ethical Considerations 

3.5.1 Ethical Clearance 

Ethical approval was obtained from the Institutional Review Board (IRB) at the 

Department of Occupational Therapy, Bangladesh Health Professions Institute (BHPI). 

The IRB form number is CRP- BHPI/IRB/05/2024/1122 (see in details appendix-A). 

3.5.2 Informed Consent 

The researcher provided an information sheet explaining the aim, objective, and 

purpose of the study, consent form and withdrawal form to the participants.  

3.5.3 Unequal Relationship 

There was no personal relationship between the investigator and the participant. Before 

data collection, the data collector did not know the participants.   

3.5.4 Risk and Beneficence  

Participants had no risk in participating in this study. There was no personal or financial 

benefit between the participants and the investigator. 

3.5.5 Confidentiality 

The researcher-maintained confidentiality regarding all the participants throughout the 

research procedure. The investigator ensured and maintained the confidentiality of 
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participants. Only the investigator and responsible supervisor had access to the data, 

and that information was clearly stated in the information sheet and provided before 

collecting the data. 

3.6 Data Collection Process 

3.6.1 Participant Recruitment Process 

Figure 3.6.1  

Overview of the participant recruitment process 

  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

3.6.2 Data Collection Method 

The data collected by face-to-face survey through a socio-demographic questionnaire, 

and the Child and Adolescent Scale of Participation (CASP) questionnaire. The student 

researcher physically presented and the CASP questionnaire was conducted by the 

Ethical Approval (IRB) 

Permission from Selected Special School 

 

Identification of Eligible Participation  

(5-18 years with ADHD) 

Convenience Sampling of Available Participants  

Approach to Caregivers & Explanation of Study 

Written Informed Consent 

Final Enrollment of Participants (n=73) 
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student researcher. Face-to-face survey maintained the quality of data and decreased the 

potential biasness (Doyle, 2005). 

3.6.3 Data Collection Instrument 

 A self-administrated semi-structured questionnaire was developed based on 

collecting socio-demographic information from the respondents (see details in 

Appendix F).  

 Child and Adolescent Scale of Participation (CASP): The Child and Adolescent 

Scale of Participation (CASP) measures the extent to which children and 

adolescents participate in home, school, and community activities (Bedell, 2004, 

2009). The CASP were informed by the International Classification of Functioning 

(ICF, WHO, 2001). As well, feedback was obtained by parents of children and 

adolescents with ADHD and clinical and measurement experts to develop and refine 

the CASP (Bedell, 2004, 2009). The CASP consists of 20 ordinal-scaled items and 

four subsections: 1) Home Participation (6 items), 2) Community Participation (4 

items), 3) School Participation (5 items), and 4) Home and Community Living 

Activities (5 items). The 20 items are rated on a four-point scale: “Age Expected 

(Full participation),” “Somewhat Restricted,” “Very Restricted,” “Unable.” A “Not 

Applicable” response is selected when the item reflects an activity in which the child 

would not be expected to participate due to age (e.g., work). Most items are 

applicable to children who are five and older and thus it is suggested that the CASP 

is used for school-aged children (5 years and older) so that most items and 

subsections can be completed. 

3.6.4 Field Test 

The student researcher, with the help of the supervisor and an expert in formal Bengali 

writing, translated the questionnaire into Bengali, which is the native language of 
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Bangladesh. To identify potential problems with the questionnaire, it was pretested 

between two respondents who were similar to the study population but outside the study 

area. After pretesting, the questionnaire was finalized with the necessary corrections for 

the study. 

3.7 Data Management and Analysis 

Statistical analysis was performed using IBM SPSS Statistics version 20.0 (IBM 

Corporation, Armonk, NY, USA). Descriptive statistics (mean, median, IQR, SD, 

frequency, and percentage) were used to summarize socio-demographic characteristics 

and CASP participation scores across home, school, neighborhood and community, and 

home and community living domains. Associations between demographic variables and 

participation levels were examined using the Chi-square test or Fisher’s Exact Test 

when assumptions were not met. Unstandardized coefficients (B) with 95% confidence 

intervals (CI) were calculated where applicable. Statistical significance was set at P< 

0.05.  

3.8 Quality Control and Quality Assurance 

All data was done accurately under the supervision of the respected supervisor and 

followed all the instructions. Before selecting the study methodology, it was ensured 

that it may fulfil the study purpose. The data was collected by using the “Bangla 

version” question. The question was selected from the published research, the name of 

the scale was Participation scale. The scale was already translated into Bangla. After the 

field test, the question was modified to match our cultural perspective to get wider 

information and make it understandable. 
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CHAPTER IV: RESULTS 
 

 

A cross-sectional study was conducted on the Level of participation among children and 

adolescents with ADHD. This section provides a statistical analysis of the findings. The 

findings of the study have been analyzed and represented by using table in a systematic 

way. 

4.1 Sociodemographic characteristics of the participants (Children and 

Adolescent) 

Table 4.1  

General Sociodemographic characteristics of the participants (Children and 

Adolescent) 

Variable Category 
Frequency 

n=73 

Percentage 

(%) 

Age 

5-7 years 38 52.1 

8-11 years 24 32.9 

12-18 years 11 15.1 

Mean=8.049 years, SD (±2.8047), 

Minimum= 5 years, Maximum= 16 years 

Gender 
Male 61 83.6 

Female 12 16.4 

Type of community 

living 

Urban 55 75.3 

Semi-Urban 12 16.4 

Rural 6 8.2 

School attendance 
Regularly 67 91.8 

Irregularly 6 8.2 

Medication use for 

ADHD 

Yes 59 80.8 

No 14 19.2 

Number on ADHD 

medication 

No medicine 14 19.2 

Single medicine 12 16.4 

Multiple medicines 47 64.4 

Mean= 2.19, SD (±1.596), 

Minimum= 0 medicine, Maximum= 7 medicine 
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ADHD diagnosis age 

1-2.9 years age 37 50.7 

3-5 years age 36 49.3 

Mean= 2.816 years, SD (.8873), 

Minimum= 1.2 years, Maximum= 5 years 

Type of treatment 

received 

Doctor 45 61.6 

Therapist 3 4.1 

Doctor & Therapist 25 34.2 

Siblings status 
No 29 39.7 

Yes 44 60.3 

Number of siblings 

No siblings 29 39.7 

Have only 1 sibling 42 57.5 

2 & more siblings 2 2.7 

Mean= .75 person, SD (±.778), Minimum= 0 person, 

Maximum= 4 people 

Presence of associated 

conditions or disability 

No 24 32.9 

Yes 49 67.1 

Type of associated 

condition or disability 

with ADHD 

Autism 23 31.5 

Physical Disability 1 1.4 

Visual Impairment 1 1.4 

Speech Impairment 15 20.5 

Intellectual 

Disability 

1 1.4 

Hearing Impairment 1 1.4 

Down Syndrome 1 1.4 

Multiple Disability 6 8.2 

No associated 

condition or 

disability (Not 

applicable) 

24 32.9 
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Table 4.1 presents the sociodemographic characteristics of the 73 children and 

adolescents with ADHD who participated in the study. The majority of participants were 

male (83.6%, n = 61), resulting in a male-to-female ratio of approximately 5:1, which 

aligns with global ADHD prevalence patterns. Most participants were in the early 

school-aged group (5–7 years, 52.1%, n = 38), followed by middle childhood (8–11 

years, 32.9%, n = 24), and adolescents aged 12–18 years formed the smallest group 

(15.1%, n = 11). The mean age was 8.05 years (SD ± 2.80). 

Regarding community living, most children resided in urban areas (75.3%, n = 55), 

followed by semi-urban (16.4%, n = 12) and rural areas (8.2%, n = 6). School attendance 

was high, with 91.8% (n = 67) attending regularly. A majority of the participants 

(80.8%, n = 59) were currently receiving medication for ADHD, with multiple 

medications being the most common regimen (64.4%, n = 47). All participants were 

diagnosed before the age of 5, with a mean diagnosis age of 2.82 years (SD ± 0.89). 

Most participants had received treatment from a doctor, therapist, or both (61.6%, 4.1%, 

and 34.2%, respectively). In terms of family structure, 60.3% (n = 44) had siblings, with 

one sibling being the most common (57.5%, n = 42), while 39.7% (n = 29) had no 

siblings. 

 Over two-thirds (67.1%, n=49) of the children had more than one other 

condition with ADHD, and 32.9% (n=24) of the children had no associated condition 

or disability. The most common condition among the reported was Autism (31.5%, 

n=23) and the next common condition was Speech Impairment (20.5% n=15). Fewer 

percentage of respondents had multiple disabilities (8.2%, n=6), with other disabilities 

of physical, visual, intellectual, hearing impairment and Down syndrome reported in 

low cases (1.4% and 1.4% each). 
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4.2 Family and parents socio-demographic characteristics of the 

participants (Children and Adolescent) 

Table 4.2 

Family and parents socio-demographic characteristics of the participants (Children 

and Adolescent) 

Variable Category 
Frequency 

n=73 

Percentage 

(%) 

Mothers education 

level 

Secondary 7 9.6 

Higher Secondary 18 24.7 

Bachelor or above 48 65.8 

Fathers education 

level 

Secondary 9 12.3 

Higher Secondary 9 12.3 

Bachelor or above 55 75.3 

Mothers occupation 

Homemaker 61 83.6 

Government Job 2 2.7 

Private Job 5 6.8 

Self-employed 3 4.1 

Other 2 2.7 

Mothers age during 

child’s birth 

<20 years 8 11.0 

20 to 34 years 61 83.6 

>35 years 4 5.5 

Mean= 25.07 years, SD (±5.154), 

Minimum= 17 years, Maximum= 40 years 

Fathers occupation 

 

 

Government Job 14 19.2 

Private Job 27 37.0 

Self-employed 28 38.4 

Other 4 5.5 

Family income 

(monthly) 

20000-60000 TK 33 45.2 

60001-120000 TK 26 35.6 

120001-200000 TK 14 19.2 

Mean= 83589.04 TK, SD (±52389.258) 

Minimum= 20000 TK, Maximum= 200000 TK 

Family members 

3–4 members 42 57.5 

5–6 members 20 27.4 

7–10 members 11 15.1 

Mean= 4.67 People, SD (±1.841) 

Minimum 3 people, Maximum= 10 people 
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Family disability 

status 

No 69 94.5 

Yes 4 5.5 

Number of persons 

with disability in 

family 

0 person  69 94.5 

1 person 4 5.5 

Family type 
Joint family 30 41.1 

Nuclear family 43 58.9 

Parents 

relationship status 

Separated 0 0.0 

Jointly living 73 100.0 

Main caregiver 

Both Parents 20 27.4 

Mother 49 67.1 

Others 4 5.5 

Educational level 

of  main caregiver 

Secondary 11 15.1 

Higher Secondary 15 20.5 

Bachelor or above 47 64.4 

Table 4.2 shows the findings of socio-demographic characteristics of participants’ 

families and parents. Most parents were highly educated, with 65.8% (n=48) of mothers 

and 75.3% (n=55) of fathers holding a Bachelor or above degree, which may support 

their children’s engagement in home, school, and community activities. The majority 

of mothers were homemakers 83.6% (n=61), while fathers were primarily self-

employed (38.4%) or in private jobs (37.0%), reflecting family caregiving and 

economic roles. Mothers’ age at childbirth ranged from 17 to 40 years, with a mean age 

of 25.07 years (SD ±5.15). Most mothers 83.6% (n=61) gave birth between 20 and 34 

years (Typical reproductive age), 11.0% (n=8) were under 20 (Teenage Mothers), and 

5.5% (n=4) were above 35 years (Advanced maternal age).Monthly family income 

varied, with nearly half of families (45.2%) earning 20,000–60,000 TK (Low income), 

35.6% earning 60,001–120,000 TK (Middle income), and 19.2% earning 120,001–

200,000 TK (Upper income). The mean income was 83,589 TK (SD ±52,389). Most 

families consisted of 3–4 members (57.5%, n=42), followed by 5–6 members (27.4%, 

n=20) and 7–10 members (15.1%, n=11), with a mean of 4.67 members (SD ±1.84). 

Only a small number of families reported having a member with a disability (5.5%, 
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n=4).Finally the family type, 58.9% (n=43) lived in nuclear families and 41.1% (n=30) 

in joint families. All parents were living together (100%, n=73). The main caregiver 

was most often the mother (67.1%, n=49), while 27.4% (n=20) had both parents as 

caregivers. The educational level of the main caregiver was similar to parental 

education, with 64.4% (n=47) having a Bachelor or above degree. 

4.3 Frequency distribution of the respondents on the CASP  

Table 4.3 

Participation responses for child and adolescent with ADHD as reported by Child and 

Adolescent Scale of Participation (CASP) 

Details Full 

participation 

%(n) 

Somewhat 

limited 

%(n) 

Very 

limited 

%(n) 

Unable 

%(n) 

Not 

applicable 

%(n) 

HOME PARTICIPATION 

1. Social, play or 

leisure with 

family 

11.0(8) 61.6(45) 23.3(17) 4.1(3) - 

2. Social, play or 

leisure with 

friends 

8.2(6) 53.4(39) 34.2(25) 3 (4.1) - 

3. Family chores 21.9(16) 41.1(30) 31.5(23) 5.5(4) - 

4. Self-care 

activities 

15.1(11) 45.2(33) 28.8(21) 9.6(7) 1.4(1) 

5. Moving about 

in and around 

home 

60.3(44) 32.9(24) 6.8(5) - - 

6. Communication 9.6(7) 52.1(38) 35.6(26) 2.7(2) - 

NEIGHBORHOOD AND COMMUNITY PARTICIPATION 

1. Social, play, or 

leisure with 

friends 

6.8(5) 52.1(38) 38.4(28) 2.7(2) - 

2. Structured 

events 

9.6(7) 47.9(35) 37.0(27) 5.5(4) - 

3. Moving 

around 

16.4(12) 54.8(40) 27.4(20) 1.4(1) - 

4. Communication 5.5(4) 47.9(35) 39.7(29) 6.8(5) - 
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SCHOOL PARTICIPATION 

1. Educational 

activities 

16.4(12) 57.5(42) 23.3(17) 2.7(2) - 

2. Social, play 

and 

recreation 

with peers 

17.8(13) 49.3(36) 31.5(23) 1.4(1) - 

3. Moving around 46.6(34) 38.4(28) 11.0(8) 4.1(3) - 

4. Using 

educational 

materials and 

equipment 

9.6(7) 19.2(14) 20.5(15) 11.4(1) 49.3(36) 

5. Communication 13.7(10) 49.3(36) 32.9(24) 4.1(3) - 

HOME AND COMMUNITY LIVING ACTIVITIES 

1. Household 

activities 

12.3(9) 32.9(24) 34.2(25) 13.7(10) 6.8(5) 

2. Shopping and 

managing 

money 

2.7(2) 9.6(7) 38.4(28) 21.9(16) 27.4(20) 

3. Managing 

daily schedule 

16.4(12) 60.3(44) 19.2(14) 4.1(3) - 

4. Using 

transportation 

60.3(44) 26.0(19) 9.6(7) 4.1(3) - 

5. Work activities 

and 

responsibilities 

3.1(3) 34.2(25) 39.7(29) 8.2(6) 13.7(10) 

Table 4.3 the frequency distribution of respondents on the Child and Adolescent Scale 

of Participation (CASP) showed that children and adolescents with ADHD had varied 

participation across different settings. In school-related activities, full participation 

ranged from 8.2% to 46.6%, with most respondents showing somewhat limited or very 

limited participation, particularly in social and communication activities. For 

neighborhood and community participation, full participation was generally low (5.5%–

16.4%), with a majority experiencing limitations in social interactions, structured 

events, and communication. In home and community living activities, higher 

participation was observed for moving around and using transportation (60.3%), while 
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activities like shopping, managing money, and work responsibilities were more limited, 

with a substantial proportion unable to perform these tasks independently. Overall, the 

results indicate that children and adolescents with ADHD face significant participation 

restrictions in daily life, especially in social, educational, and community contexts. 

4.4 Level of Overall Participation 

Table 4.4 

Level of Overall Participation 

Domain 

(D1-D4) 

 

Mean 

± SD 

Level of Participation 

Full 

Participation 

%(n) 

Limited 

%(n) 

Very 

limited 

%(n) 

Extremely 

Limited 

%(n) 

Unable 

%(n) 

Domain 1 

Home 

Participation 

3.30 ± 

.758 
1.4 (1) 43.8(32) 38.4(28) 16.4(12) - 

Domain 2 

Neighborhood 

& 

Community 

Participation 

2.04 ± 

.389 
- - 9.6(7) 84.9(62) 5.5(4) 

Domain 3 

School 

Participation 

3.01 ± 

.935 
4.1(3) 28.8(21) 34.2(25) 30.1(22) 2.7(2) 

Domain 4 

Home & 

Community 

Living 

Activities 

2.77 ± 

.858 
- 21.9(16) 38.4(28) 34.2(25) 5.5(4) 

Overall 

Participation 

3.05 ± 

.598 
- 20.5(15) 64.4(47) 15.1(11) - 
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Table 4.4 presents the various levels of participation among children and adolescents 

with ADHD across home, school, neighborhood, and community settings. The results 

provide an overview of the Child and Adolescent Scale of Participation (CASP) across 

its four major domains, as well as an overall participation score derived from the 

combined results of these domains. 

 In Domain 1 (Home Participation), most participants showed limited (43.8%) 

or very limited (38.4%) participation, with only 1.4% achieving full participation. The 

mean score (3.30 ± 0.758) indicates moderate restriction in home activities. In Domain 

2 (Neighborhood and Community Participation), participation was severely restricted. 

The majority (84.9%) had extremely limited participation, and 5.5% were unable to 

participate. The mean score (2.04 ± 0.389) reflects the lowest participation across all 

domains. In Domain 3 (School Participation), participation varied, with 28.8% limited, 

34.2% very limited, and 30.1% extremely limited. Only 4.1% demonstrated full 

participation. The mean score (3.01 ± 0.935) suggests considerable school-related 

difficulties. In Domain 4 (Home and Community Living Activities), most participants 

had very limited (38.4%) or extremely limited (34.2%) participation. The mean score 

(2.77 ± 0.858) indicates substantial limitations in daily living skills. 

 Overall, the findings show significant participation restrictions across all 

domains, particularly in community settings. 

4.5 Association between Overall CASP Scores and Demographic Variables 

Table 4.5 

Association between Demographic Variables and Overall Participation Level (n=73)
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Demographic variables 

 

 

Full 

Participation 

%(n) 

Limited 

%(n) 

Very 

limited 

%(n) 

Extremely 

Limited 

%(n) 

Unable 

%(n) 

Fisher's 

Exact Test 
P-value 

Home Participation 

Family type 
Joint family 3.3(1) 36.7(11) 30.0(9) 30.0(9) - 

8.270 .025 
Nuclear family - 48.8(21) 44.2(19) 7.0(3) - 

Neighborhood & Community Participation 

Family 

members 

3–4 members 

(Small family) 
- - 4.8(2) 92.9(39) 2.4(1) 

7.873 .049 
5–6 members 

Medium family 
- - 20.0(4) 65.0(13) 15.0(3) 

7–10 members 

(Large family) 
- - 9.1(1) 90.9(10) - 

School Participation 

Number on 

ADHD 

medication 

No medicine 7.1(1) 28.6(4) 35.7(5) 21.4(3) 7.1(1) 

16.772 .012 Single medicine 16.7(2) 25.5(3) 58.3(7) -  

Multiple medicines - 29.8(14) 27.7(13) 40.4(19) 2.1(1) 

Home & Community Living Activities 

Age 

5-7 years old 

(Early entry school aged 

childhood) 

- 15.8(6) 31.6(12) 42.9(16) 10.5(4) 

12.506 .032 8-11 years old (Middle 

childhood) 
- 16.7(4) 58.3(14) 25.0(6) - 

12-18 years old (Adolescence) - 54.5(6) 18.2(2) 27.3(3) - 

All Domain Participation 

Family type 
Joint family - 30.0(9) 46.7(14) 23.3(7) - 

6.902 .033 
Nuclear family - 14.0(6) 76.7(33) 9.3(4) - 
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Table 4.5 presents the analysis of demographic variables revealed several significant 

associations with the participation levels of children with ADHD across different 

domains. Home participation was significantly associated with family type (Fisher’s 

exact test value = 8.270, P = 0.025), with children from joint families showing higher 

proportions of very limited (30.0%) and extremely limited (30.0%) participation, 

whereas children from nuclear families demonstrated comparatively better participation 

at home, with only 7.0% being extremely limited. Neighborhood and community 

participation was significantly related to family size (Fisher’s exact test value = 7.873, 

P = 0.049). Children from smaller families (3–4 members) showed higher participation 

in community activities, while children from medium (5–6 members) and large families 

(7–10 members) participated less, with a notable proportion exhibiting extremely 

limited participation (65.0% and 90.9%, respectively). School participation was 

significantly influenced by the number of ADHD medications taken (Fisher’s exact test 

value = 16.772, P = 0.012). Children taking multiple medications had the highest 

proportion of extremely limited participation at school (40.4%) compared to those 

taking a single medication or no medication. Additionally, participation in home and 

community living activities was significantly associated with child age (Fisher’s exact 

test value = 12.506, P = 0.032), with younger children (5–7 years) showing the highest 

levels of extremely limited participation (42.9%), while older children (8–11 and 12–

18 years) demonstrated better engagement. Overall participation across all domains was 

also significantly associated with family type (Fisher’s exact test value = 6.902, P = 

0.033), with children from joint families showing lower overall participation compared 

to those from nuclear families. These findings indicate that family structure, family size, 

child age, and medication regimen play important roles in influencing activity 

participation among children with ADHD. 
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CHAPTER V: DISCUSSION 

This study aimed to identify the level of participation in home, school, and community 

activities among children and adolescents with ADHD and to explore factors associated 

with participation patterns using the Child and Adolescent Scale of Participation 

(CASP). All in all, the results show that the majority of children had major limitations 

on participation in all types of settings with the highest degree of limitations realized in 

neighborhood and community activities. Such results can be correlated with the ICF-

CY framework that underlines that participation is influenced by the relationship 

between body processes, activity limitations, and the context including family, school, 

and community environment (WHO, 2007; Imms et al., 2016). 

 The sociodemographic profile of the sample is per the worldwide trends of 

ADHD. Most of the participants were male, which is a well-known fact that boys are 

more commonly diagnosed and often display more overt hyperactive and impulsive 

behaviors (APA, 2013; Gershon, 2002). The majority of children were young school-

aged, which aligns with the literature that states that ADHD is usually diagnosed at the 

time when children enter formal education and have to struggle with organized 

academic tasks (Barkley, 2015; DuPaul and Stoner, 2014). There is a high percentage 

of children under medication, and in some cases more than one type of medication, 

which indicates multimodal treatment strategies when dealing with ADHD symptoms 

(Evans et al., 2021). Associated condition, especially autism and speech deficit, were 

very common, which is aligned with the studies that indicate that ADHD is widely 

comorbid with other neurodevelopmental disorders that cause additional impairment 

and involvement (Gnanavel et al., 2019).  
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Although the majority of families were urban, educated, middle, and upper 

socioeconomic status, a large limitation of participation was still pronounced. 

According to the previous research, increased parental education and income can help 

to access services and structured activities (Guichard and Grande, 2019; Khetani et al., 

2015). Nevertheless, current evidence suggests that these protective components might 

not be as important as ADHD-linked functional impairments and environmental 

pressures. 

 There was no demonstration of complete participation in domains by any of the 

children in overall CASP results. The majority of them were categorized as very limited 

participation and other children had limited or extremely limited participation. The 

average total CASP corresponded to the moderate to severe limitations in everyday life. 

This is congruent with the existing literature that has shown that children with ADHD 

tend to have a lower involvement level when compared to their normally-developing 

counterparts at home, school, and community levels (Klassen et al., 2004; Mendes et 

al., 2018; Spaulding et al., 2021). They also support the worth of participation CAM 

centered measures like CASP that encapsulate actual life participation than symptom 

severity (Bedell, 2009; Coster et al., 2012). 

 In home participation area, majority of children were found to have a little or 

very little participation. Some of them needed supervision, prompts and organised 

instructions to go about their day-to-day activities. This is in line with the literature 

published that demonstrates that children with ADHD often have difficulties in 

terminating tasks, organizing, and performing constant behavior in everyday living 

activities (Cronin, 2004; Dunn et al., 2009; Segal, 2004). Even though participation may 

be improved with the help of structured family routines and promoting interactions 
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(Larson et al., 2020; Coussens et al., 2020a), the results indicate that there may still be 

a problem with age expected independence. 

The greatest limitations were seen in the field of neighborhood and community 

participation. Most of the children were rated as being extremely limited and none had 

full participation. This tendency is in line with the evidence showing that community 

involvement tends to be the most limited area among children with ADHD and other 

neurodevelopmental cases (King et al., 2019; Coussens et al., 2020b). Possible causes 

might be the lack of inclusive programs, hyper stimulating environments, safety, social 

skills challenges, and anxiety of parents regarding how they will behave in 

supermarkets (Mikami, 2019; Hoza, 2020). Other barriers that can make the community 

less engaged include transportation issues, a shortage of services available, and social 

stigma, which are common in the Bangladeshi setting. These results emphasize the role 

of recreational opportunities and community programs with the help of which 

meaningful participation is possible (Verret et al., 2017; Drechsler et al., 2020). 

 The involvement in schools was greatly limited as well. A very small percentage 

of them were able to participate fully, and a good number of them showed less or 

minimal classroom participation and peer interaction. The results are aligned with 

ample research on the literature of students with ADHD who have issues with academic 

and social participation (DuPaul and Stoner, 2014; Langberg et al., 2018; Mikami, 

2019). Notably, every participant was placed in special schools or centers where they 

are provided with therapeutic care which indicates that even in case of therapeutic care, 

the issue of participation remains problematic. This highlights the importance of 

participation-driven interventions, environmental modifications, and collaboration 

between the educators and therapists (DuPaul and Stoner, 2020; Evans et al., 2021). 
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Most children were found to have little independence in schedules, responsibilities and 

mobility in communities in the home and community living activities. Studies have 

found that adolescents with ADHD tend to be much behind their peers in learning 

applicable life skills such as time management and traveling alone (Langberg et al., 

2018; Weisner, 2021). The engagement of older children was slightly higher although 

not a large number of them had achieved age expected independence. 

 A number of contextual factors were related to participation in a significant 

manner. Participation at home, community, and in general was associated with family 

type and family size, and children in larger and joint families were more restricted. This 

could be indicative of environmental distraction, split parental attention, or less hope 

on performing independent tasks (Khetani et al., 2015; Guichard and Grande, 2019). 

School participation was linked to medication condition, which might depict more 

severe symptoms in children who took a combination of medications (Gnanavel et al., 

2019). At the home and community level, age was linked to participation in the living 

which is in line with developmental progression (Mendes et al., 2018). 

 Altogether, the results indicate a significant level of participation limitation in 

the children and adolescents with ADHD in all areas of major life especially in 

community activities. As the ICF framework (WHO, 2007; Imms et al., 2016) suggests, 

there is, in addition to child factors, the environmental contexts that affect participation. 

Interventions can thus be based on management of symptoms alongside environmental 

interventions, skill training, and family focused interventions to ensure meaningful 

interactions at home, school and in community. 
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CHAPTER VI: CONCLUSION 

6.1 Strengths and Limitations 

6.1.1 Strengths 

 Data was collected through a face-to-face survey using a standardized scale, 

eliminating the possibility of bias during both data collection and data entry 

processes. 

 The study population has a particular and focused specific group in mind. 

 The author received permission to use the CASP questionnaire. 

 There was no unauthorized access to the data, which was used without any 

modifications. 

 To ensure data validity, all data used in this study will be destroyed after a certain 

period. 

 Participation was assessed across multiple domains (home, school, 

neighborhood/community, and home & community living activities) 

6.1.2 Limitations 

There are some limitations of the study. There are, 

 Participants were recruited from selected special schools, which limits the 

generalizability of the findings to the broader national population. 

 The sample size was relatively small, which may reduce the statistical power of 

the findings. 

 Data were obtained through caregiver reports rather than direct observation, 

which may increase the risk of reporting bias and subjective interpretation. 



57 

  

6.2 Practical Implication 

6.2.1 Recommendation for Further Practice 

 Early identification and early intervention services should be strengthened to 

address participation challenges. 

 Schools and community organizations should recognize occupational therapy as 

an essential service in supporting academic participation, social inclusion, self-

regulation, and functional independence among children and adolescents with 

ADHD. 

 Intervention programs should emphasize improving participation in daily life 

activities at home, school, and in the community rather than focusing only on 

symptom reduction. 

 Occupational therapists should work closely with mental health professionals, 

educators, pediatricians, and families to implement participation-focused and 

occupation-based interventions for children and adolescents with ADHD, 

ensuring holistic and collaborative care. 

6.2.2 Recommendation for Future Research 

 Future research should include larger and more diverse samples, including rural 

populations and different socio-economic groups, to improve generalizability. 

 Use mixed-method and qualitative research designs to explore the lived 

experiences of children with ADHD and their families, particularly regarding 

participation barriers and facilitators. 

 Intervention based studies evaluating participation-focused occupational 

therapy programs, school-based supports, and community interventions are 

needed to build stronger evidence for improving participation and quality of life 

in this population. 
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6.3 Conclusion 

This study provides important evidence on the participation patterns of children and 

adolescents with ADHD across home, school, and community settings. The findings 

indicate that participation restrictions are present in all three environments, with the 

most severe limitations observed in community and neighborhood activities, followed 

by school participation. Home participation was also restricted, highlighting difficulties 

in daily routines, family interactions, and independent activities. These results confirm 

that ADHD affects not only symptoms and academic performance but also meaningful 

engagement in everyday life roles. 
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