Homeopathy (2016) 105, 194-201
© 2015 The Faculty of Homeopathy. Published by Elsevier Ltd. All rights reserved.

http://dx.doi.org/10.1016/j.homp.2015.09.008, available onfine at http://www.sciencedirect.com

ORIGINAL PAPER

A comparative consecutive case series
of 20 children with a diagnosis of ADHD
receiving homeopathic treatment,
compared with 10 children receiving
usual care

Philippa Fibert'>*, Clare Relton’, Morag Heirs’ and Deborah Bowden'

'Goldsmiths, University of London, New Cross, London SE14 6NW, UK

2School of Health and Related Research, University of Sheffield, 30 Regent Court, Sheffield S1 4DA, UK

3Northern College of Acupuncture, 61 Micklegate, York YOI 6LJ, UK

P

® CrossMark

20 consecutively enrolled children age 5—16 with Attention Deficit Hyperactivity Disor-
der (ADHD) received treatment by a homeopath (8 consultations and individualized rem-
edies) for one year. Ten subsequently enrolled children received similar time and
attention for 4 months. The study explored optimum treatment protocols; the effective-
ness, deliverability and acceptability of treatment; and the feasibility of outcome mea-
surement and recruitment.

Parents completed Conners’ Parent Rating Scale, Revised Long Version (CPRS-R:L) every
4 months, from which DSMIV total scores were extracted; and Measure Your Own Med-
ical Outcome Profile (MIYMOP) every consultation.

An interaction between time (baseline/4 months) and group (treatment/non-treatment)
was found .756 F (1,28) =9.06, p =0.005. The intervention was associated with statisti-
cally significant improvements in treated children over the year: CPRS-R:L (t (18)
=4.529, p<0.000); MYMOP (t (18)=6.938, p<0.000). Mean DSMIV total t scores
decreased at each time point: baseline: 85 (SD 5.1); 4 months 76.2 (SD 10.9); and 12
months 71.5 (SD 12.77).

Recruitment of control participants was problematic. Recruitment to treatment was
feasible via ADHD support groups, charities, police support agencies and social services,
not schools or NHS services. Attending appointments was problematic for some partic-
ipants, but home visits did not improve uptake. The best venue was a familiar clinic.
Some participants took medicines inappropriately, but generally taking homeopathic
remedies was acceptable and well implemented. CPRS-R:L (80 items) was problematic
for some parents. MYMOP was preferred by parents but not acceptable to stakeholders.
In this small consecutive sample the intervention was associated with improvements in
criminality, anger and children with a concomitant diagnosis of Autism Spectrum Disor-
der ASD.

Treatment by a homeopath was associated with sustained, increasing improvements
and the intervention was acceptable to participants. More methodically rigorous
research is warranted. “We recommend that future research in this area uses compara-
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tive effectiveness randomised controlled trial designs. We also recommend that these
trials measure outcomes of relevance to stakeholder needs — the people and services
who care for those with ADHD — parents, teachers and social workers and the criminal

justice system”.

Homeopathy (2016) 105, 194—201.
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Introduction

There is a need to explore novel, cost effective, safe
treatments for children with developmental disorders
such as Attention Deficit Hyperactivity Disorder
(ADHD) in order to improve outcomes.

ADHD is a significant strain on stakeholder services and
at high risk of negative outcomes such as criminality
(where it has been found to be the most important predictor
of violent offending"), school disruption and exclusion (Of
526 UK families with an ADHD child, 11% were found to
be permanently excluded (www.addiss.co.uk)). Children
with ADHD and their siblings report being substantially
less happy with their family, with life overall (levels of
wellbeing 6% less than matched peers), and to experience
elevated levels of intra-family bullying.’

Evidence suggests that currently recommended inter-
ventions (behavioural and pharmaceutical) are effective
whilst implemented but not associated with long term im-
provements. Side effects of pharmaceutical medication
include poor sleep, decreased appetite, dizziness and stom-
ach pain.”* A recent review found average treatment
persistence with stimulants to be 136 days’ with adverse ef-
fects the most commonly cited reason for discontinuation.
Many discontinue medication in adolescence.”

Two-thirds of those with a child with ADHD report us-
ing Complementary and Alternative Medicine (CAM)
treatments of some kind’ with homeopathy one of the
preferred options.® Reasons include minimizing symp-
toms, additional benefits when combined with conven-
tional treatment and potentially avoiding side effects of
prescribed medication.” However there is currently mini-
mal high quality evidence regarding the clinical effective-
ness of complementary and alternative therapies.”

The peer reviewed evidence base for homeopathy for
ADHD to date consists of: six placebo controlled rando-
mised controlled trials (RCTs) testing the efficacy of ho-
meopathic remedies (of which two tested non-
individualized  remedies'”"’ and  four  tested
individualized remedies'> '°); two observational studies
of treatment by homeopaths'®'”; and one within subjects
trial of treatment by homeopaths measuring ADHD
symptoms in ASD.'® The majority of RCTs of individual-
ized remedies (3/4) showed statistically significant effects,
as did the within subjects trial of treatment by homeopaths
and the two observational studies; whilst neither RCT of
non-individualized remedies showed any effects.

A 2007 systematic review assessing “the safety and
effectiveness of homeopathy for ADHD” concluded that
“there is at present insufficient evidence” and advised

that there is a need for “... good quality observational
studies documenting how homeopaths in the country of
an intended trial actually practice, including [sufficient]
time to see benefir”.'’ This advice was mirrored by one
of homeopathy’s detractors who has also suggested that
“studies of clinical effectiveness, describing the therapy
as it is practiced in the real world may be a better means
of informing stakeholders of the potential of homeopathic
treatment”.”” This case series addresses these recommen-
dations.

Such pragmatic studies of the effectiveness of complex
interventions are also recommended by the Medical
Research Council,”’ which suggests that only once the
effectiveness of interventions has been established, should
the efficacy of the separate components be explored. “The
interacting components of the therapeutic system of home-
opathy include: the remedy, the therapeutic consultation
and the application of the principles of homeopathy (indi-
vidualisation, the simillimum) (Relton et al. 2008). Despite
MRC recommendations for testing complex interventions,
99% of current homeopathy trials test the efficacy of ho-
meopathic remedies (mirroring drug trials), and not the
clinical effectiveness of the whole intervention as it is usu-
ally practised (Relton et al 2008). It likely that such trials
are underestimates (due to only testing one component
(the remedy), and constriction of the complex interaction
between components).”

Therefore this observational study documents the effec-
tiveness of receiving treatment by a homeopath in the UK.
It describes the progression of twenty children with a diag-
nosis of ADHD over the course of one year’s homeopathic
treatment. Ten children were subsequently enrolled to
receive similar time and attention for 4 months to control
for any non-specific effects of spending time with an empa-
thetic practitioner which have been suggested as an expla-
nation for the positive effects of homeopathic
treatment.”” >* “Since the purpose of this study was to
document the potential of treatment by a homeopath as
experienced in clinical practice, not the specific effects of
homeopathic remedies, no placebo remedies were
compared.”

This study explores optimum treatment protocols; the
effectiveness, deliverability and acceptability of treatment;
the feasibility of outcome measurement; and the feasibility
of recruiting a broad representative sample, particularly of
those engaging with support services. Children’s treatment
was paid for by Turner’s Court Youth Trust (an ex-borstal
charitable foundation dedicated to prevention of crimi-
nality) and the Homeopathic Research Institute. It was
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submitted as a component of studies at Goldsmiths, Uni-
versity of London (Research Methodology in Psychology)
and informs an ongoing pragmatic RCT at the University of
Sheffield.

Methods

Inclusion criteria and recruitment strategy (see
Figure 1)

Children aged 5—16 with a prior clinical diagnosis of
ADHD reported by parents, were recruited by advertising
at schools, youth clubs, police services, social services
and ADHD support groups in the south east region of the
UK. No restriction was put upon the length of time since
diagnosis or co-morbidities. Children could be taking con-
ventional medication or undertaking other adjunctive treat-
ments. Exclusion criteria were children where English was
not spoken, or families not attending two consecutive ap-
pointments in the first 4 months. If this occurred new fam-
ilies were recruited.

Parents expressing interest were sent information about
the project, what to expect from a homeopathic consulta-
tion and a consent form to be completed by both parents
and children. After informed consent was received, the first
20 applicants were enrolled to receive homeopathic treat-
ment, then the next 10 applicants were enrolled to receive
similar time and attention. These participants were offered
homeopathic treatment after 4 months. Figure 1 demon-
strates the recruitment pathway.

Intervention

Children received a course of homeopathic treatment
from the lead researcher (PF), a qualified homeopath for
5 years; criminal records bureau (CRB) and police
checked; a member of the Society of Homeopaths, bound
by its code of ethics within which child protection policy
is embedded. Ethical approval for the study was obtained
from the Society of Homeopaths and Goldsmiths, Univer-

‘ TREATMENT ARM ‘ ‘ CONTROL ARM ‘

’ 20 children recruited for treatment ‘ ‘ 10 children recruited as controls ‘

|l

1 child excluded — no ADHD diagnosis

1 child excluded — | [3 children excluded
no ADHD
diagnosis

failure to attend

follow ups

It ¥

4 more children recruited

J J

20 children complete 4 visits

i

18 children complete 8 visits

1 more child recruited

10 children complete 4 visits

Figure 1 Recruitment and treatment progression.
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sity of London. Consultations took place in a variety of set-
tings: patient’s home, Red Cross Centre, or Alternative
Therapies Clinic. Venue choice depended on the family’s
location.

Treatment consisted of an initial consultation of
12 hours between parent, child and homeopath; seven
follow up appointments at 4—6 week intervals; and individ-
ualized homeopathic remedies prescribed following each
consultation and taken, usually on a daily basis. Where
necessary, consultation without child or parent was ar-
ranged to discuss familial discord or negative behaviour.
Parents were free to contact the practitioner between ap-
pointments with any queries.

Follow ups lasted for 40 min. The homeopath was at lib-
erty at each consultation to continue with the prescribed
remedy, change to a different one, change potency, pre-
scribe additional remedies, and use different prescribing
methodologies. Homeopathic remedies were prescribed
in pill or liquid form, sourced from homeopathic pharma-
cies ‘Helios’ or ‘Vital Homeopathics’, packaged and sent
to participants by Marlow Homeopathic Clinic.

Comparison group

Parents and children received 4 visits at 6 week intervals
from the same practitioner, with a similar amount of con-
tact time to the treatment group. No remedies or placebo
remedies were prescribed or lifestyle advice given and
the practitioner did not ask the kind of questions expected
in a homeopathic interview, but engaged in friendly, sym-
pathetic conversation.

Outcome measurement

Two outcome measures were completed by parents. The
Conners’ Parent Rating Scale — revised long version
(CPRS:R-L)™ is a well-known validated outcome scale de-
signed for assessing ADHD symptoms, and consists of an
80 item measure measuring six different subscales and
seven different global ratings including the Diagnostic
and Statistical Manual of Mental Disorders 4th edition
(DSMIV) total score, which was selected for analysis pur-
poses.

The Measure Your Own Medical Outcome Profile (MY-
MOP)**?” is a patient generated outcome measure
consisting of self-chosen items measured using a Likert
scale (0 (as good as it could be) to 6 (as bad as it could
be)) which allows parents to select their key concerns
(two symptoms considered most bothersome, an activity
the condition limits participation in, and wellbeing) and
document how they change over time. Although validated
for use by adults, it has not previously been used by a
parent reporting on behalf of a child. Total scores are
computed by averaging the four items, with diminution
of scores representing improvement. Teenagers completed
their own MYMOP forms in addition to their parents.

MYMOP was completed at the end of each consultation,
CPRS:R-L at the end of consultation 1 (baseline), 4 (4
months) and 8 (one year). Measures were completed
without input from the researcher unless the parent was



unable to fill in the form due to reading or writing diffi-
culties, in which case the practitioner read the form to
the parent and filled in their verbal responses.

If participants were found to have missed out any items
of CPRS:R-L the previous score for that item was
substituted; substituted scores were therefore ‘no change’
scores. MYMOP total scores were mean calculations,
therefore if items were missing, the mean was calculated
based on the number of answers given.

Statistical tests

Statistical analysis addressed two questions: did homeo-
pathic treatment provide adjunctive benefits compared to
similar time and attention? And were the effects of homeo-
pathic treatment cumulative?

The first question (primary analysis) compared usual
treatment + homeopathic treatment with usual treat-
ment + similar time and attention, at baseline and 4 months
using 2 x 2 mixed analysis of variance (ANOVA) where
the independent variable was treatment status with two cat-
egories: treatment and non-treatment. The dependent vari-
ables were either standardized DSM1V total scores or
average MYMOP scores measured at two time points
(baseline and 4 months) to examine whether improvement
over time depended on group.

To explore the long term effects of homeopathic treat-
ment (secondary analysis), repeated measures t-tests
were applied to the treated population at baseline, 4 months
and one year, measuring change in DSMIV total scores and
average MYMOP scores.

Feasibility

A range of recruitment methods, intervention venues,
and homeopathic methodologies were explored to develop
optimum protocols.

Results

Participant characteristics

Children came from the following recruitment venues:
ADHD support groups (N =13); word of mouth (N = 8);
local schools and youth clubs (N =4); police family inter-
vention project (buckscc.gov.uk) (N=3); and an early
intervention and prevention local government project
(buckscc.gov.uk) (N =2). They came from three counties
in England: Buckinghamshire, Oxfordshire and Northamp-
tonshire.

One child was found not to have a medically confirmed
diagnosis of ADHD at the initial consultation. Three chil-
dren from two families failed to attend two consecutive
follow ups. Two children did not complete a full year of
treatment due to family issues (marital abuse and ill health
of a sibling) (Figure 1).

All children had received a diagnosis of ADHD from
their consulting physician as reported by parents. All chil-
dren met the threshold for an ADHD diagnosis according
to parent completed baseline Conners’ DSMIV scores
(mean 84.7, SD 5.33) (Table 1).
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Table 1 Comparison of Treatment and Control group
characteristics

Treatment group Control group
Pharmaceutical 12/20 take 6/10 take
Medication status meds (60%) meds (60%)
(4 female) (1 female)
Sex 20% female 10% female
Age mean=10.15 mean=11.8
(8D 2.7) (SD 2.8)

Children were between 5 and 16 years old (average
age =11, SD 2.9). Five participants were female. Half the
children attended primary schools and half secondary
schools. Thirteen children attended special schools, whilst
the remainder attended local schools with additional sup-
port. Two children had criminal records. Children had di-
agnoses additional to ADHD: autism spectrum disorders
(N =4), oppositional defiant disorders (N =4), dyslexia
(N =4), dyspraxia (N=2), global developmental delay
and speech delay (N=1).

Twelve children (4 female and 8 male) were already on
stable doses of conventional medication for at least four
months when they enrolled on the study. The remaining 8
were not taking medication either because they had
stopped due to adverse symptoms (N = 6), or due to ethical
concerns (N =2). All participants were under the care of a
paediatrician. None of the children were engaged in behav-
ioural interventions during the study although five reported
having participated in them in the past. Families were
involved in a variety of services to manage their children:
police, social services, educational interventions, ADHD
support groups, behavioural management tools, play ther-
apy and counselling.

A similar number of control and treatment group chil-
dren took pharmaceutical medication and all girls were
on medication. Children in the treatment group were
younger than the control group but this difference was
non-significant (p=0.583). The control group had a
smaller percentage of females (10% compared to 20%).

Data management

One parent was unable to complete the outcome mea-
surements due to dyslexia. Outcomes were therefore read
out and filled in by the researcher.

Twenty items out of 6400 were missing from CPRS:R-L.
These were substituted with previous scores. Missing data
in MYMOP occurred in three cases where one item was
missed out. The average was calculated for three instead
of four scores in each case.

Statistical results

SPSS statistical software was used. An alpha level of .05
was used for all statistical tests. Tests were corrected for
multiple comparisons using the Bonferroni correction pro-
cedure. Visual examination of histograms and skew and
kurtosis values showed data to be normally distributed
and Mauchley’s test of sphericity was non-significant
(.199, DSMIV; .162 MYMOP).
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Homogeneity of variance assumptions were not met for
DSMIV time 2 and were not improved by data transforma-
tion.

Primary analysis: Data examination of the two groups
found similar means, variances and ranges at baseline. At
4 months, treatment group mean scores decreased whilst
control group means remained similar, indicating the direc-
tion of subsequent statistical tests. The range and variance
amongst the treated group changed at 4 months, whilst re-
maining similar for the control group (see Table 2).

A significant interaction between time (baseline and 4
months) and group (treatment and non-treatment) was
found using Multivariate test Wilks Lambda (see Figure 2):

0.756 F (1,28)=9.06, p=0.005 (DSMIV)
0.721 F (1,28)=10.85, p=0.003 (MYMOP)

Secondary analysis: The intervention was associated
with statistically significant improvements in the treated
group compared to itself between baseline and one year
CPRS-R:L (t (18)=4.529, p=0.000) and MYMOP (t
(18)=6.938, p=0.000) (see Table 3). The largest mean
score change occurred in the first 4 months.

The increase in standard deviation over time can be un-
derstood by looking at individual change scores of treated
children: five scores remained similar over 1 year, and five
experienced large improvements (over 20 percentiles) (see
Figure 3).

Feasibility

Recruitment of control participants only yielded half the
participants required for the equally sized groups initially
proposed. Recruitment to the treatment group was feasible.
Participants were recruited via ADHD support groups and
charities where a positive and personal relationship was es-
tablished. Recruitment of a broad representative sample,
for example including children engaged with support ser-
vices was effective. Recruitment via schools and NHS ser-
vices was ineffective.

Attending appointments was problematic for some partic-
ipants, particularly those engaged with support services but
visiting patients in their own home did not improve uptake.
Best venue was a clinic known to the patient such as an
agency clinic. Worst venue was patient’s home where partic-
ipants were frequently distracted or absent, or had the TV on,
was more costly and less time efficient to the homeopath.

Although some participants took medicines inappropri-
ately, lost them, or stopped taking them, generally taking
homeopathic medicines was acceptable and well imple-
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Figure 2 Time x treatment over 4 months.

mented. Regular consultations allowed for adjustment
and correction and appeared to be important for this popu-
lation particularly. Four months was sufficient to show
change between groups. However results after one year
showed further improvement. It was a surprise observation
that children involved with the criminal justice system at
the start of treatment reduced their involvement.

Table 3 Descriptive statistics of the treated group at 3 time points

Baseline 4 months 1 year
DSMIV (SD) 85 (5.1) 76.2 (10.9) 71.5 (12.77)
MYMOP (SD) 4.53 (.63) 2.84 (1.33) 2.17 (1.24)

Table 2 Descriptive statistics control v treatment at baseline and 4 months

Treatment (N = 20)

Control (N=10)

Treatment (N = 20) Control (N=10)

Base-line Mean DSMIV 85 (5.1) 84.1 (5.9) 4 months 76.2 (10.9) 83.4 (6.7)
(SD) MYMOP 4.53 (.63) 4.73 (.85) 2.84 (1.33) 4.76 (.73)
Variance DSMIV 26.1 35.88 119.6 44.5
MYMOP 0.4 0.73 1.77 0.53
Range DSMIV 16 16 33 21
MYMOP 2.00 2.50 5.75 1.75

Homeopathy



Individual DSMIV scores at 3 time points

DSMIV %

DSMIV score at 4 months

DSMIV score at baseline DSMIV score at 1 year

Time

_ Moderately to markedly atypical (significant problem)
_ Mildly atypical (possible problem)
I A verage (typical: should not raise concern)

Figure 3 Changes in individual DSMIV scores of treated children
over one year.

A novel methodology based on isopathic prescriptions
of parent reported environmental stressors™ was found to
be particularly effective.

The outcome measure CPRS-R:L was found to be too
long and in too small print for some parents, several of
whom also had ADHD or other learning difficulties. MY-
MOP was acceptable to parents. They measured similar
levels of statistical significance.

Homeopathic treatment

Homeopathic remedies required daily administration to
retain their effectiveness and when stopped, symptoms
tended to return. No potency was observed to be more effi-
cacious overall.

Eleven different remedies were used, namely: stramo-
nium (4), tuberculinum (3), Calcarea carbonica (3), medor-
rhinum (2), carcinosin (2) aranea ixobola (1), baryta carb
(1), lac delphinum (1), sulphur (1), syphilinum (1), lycopo-
dium (1).

Additional to their individualized remedies, 4 children
were treated using a novel homeopathic methodology
whereby an environmental substance suggested by the
parent to be causative or aggravating was given.”” These
children received 30c, 200c, 1 M and 10 M potencies of
cannabis, launderette chemicals, anti-psychotic drugs or
anti-biotics.

Five children (25%) did not measure any benefit
from homeopathic treatment. Issues such as difficult,
on-going stressful family situations, dietary sensitivities,
and inability to find an appropriate remedy may explain
this.

Five children (25%) measured large changes. Three had
additional diagnoses of autism spectrum disorders and four
described environmental insults and were treated using
CEASE methodology.”®

ADHD case series
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Adverse effects

Homeopathic aggravations (transient adverse symp-
toms) were noted in four children after receiving isopathic
potencies of environmental substances. The adverse
symptoms were bruising, increased hyperactivity (x2),
a nervous tic. In two cases these prescriptions were dis-
continued according to the wishes of parents and child,
and symptoms resolved within 24 h. In two cases the pre-
scription was continued according to the wishes of
parents and child, and symptoms resolved within two
weeks.

Concomitant pathology

Improvements in other symptoms were described by
parents and recorded by the homeopath: warts, allergies
(animals, dust, pollens etc), chronic lung infection,
eczema, hay fever, nocturnal enuresis, incontinence and
soiling, nightmares, sleep and anger.

Discussion

Study design

Treatment by this homeopath was associated with posi-
tive outcomes, but the study has a number of design weak-
nesses limiting conclusions: a small participant sample,
especially in the control group; participants were selected
consecutively and may not be a true random sample of
the population; outcome measurement was from a single
source — parents aware of their child’s status, in the pres-
ence of the homeopath who was also the researcher, leaving
measurement open to bias (conscious or otherwise).
ADHD diagnosis and change scores were not indepen-
dently verified.

The study was not designed to explore the specific ef-
fects of a component of the homeopathic intervention as
previous trials do. Whilst it is not possible to determine
which components might have been more effective, for
example the remedy or the consultation, the control group
employed suggests that parents felt receiving homeopathic
treatment was more beneficial than a sympathetic chat.

Because there was only one practitioner, results strictly
relate to the ability of that practitioner. Other ADHD home-
opathy studies also have single homeopaths.

A strength of the study was the freedom to prescribe
individualized homeopathic remedies mirroring usual
practice as recommended by the Cochrane systematic re-
view.'? Suggestions for a future pragmatic clinical trial
design emerge which continue to test the effectiveness of
the intervention as experienced in real life, thus retaining
external and ecological validity, but improving internal val-
idity and generalisability: random group allocation;
blinded outcome measurement by teachers or physicians;
measurement of objective outcomes of interest to stake-
holders such as cost effectiveness, criminality and school
exclusion; treatment in several sites by several homeo-
paths; and a larger sample size.
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Homeopathic prescribing

The study explored a variety of methodologies over the
course of one year. ADHD trials to date have tended to test
unusual remedies (selenium and potassium phosphate
complex'’; valeriana officinalis'"') or remedies prescribed
using unusual homeopathic methodologies (Boenninghau-
sen'”; Sensation'™).

Some children received several different remedies dur-
ing the course of the year according to the progression of
their ADHD symptoms, whilst some received only one.
Because parents described environmental substances they
thought might have influenced their child’s condition, the
practitioner implemented a novel methodology,”® prescrib-
ing the perceived toxins in homeopathic potency, addi-
tional to their individualized prescription (see”” for an
individual Case Study). The apparent effectiveness of this
methodology was a surprise finding of this study, although
management of initial adverse effects (or homeopathic ag-
gravations) was also a feature.

The necessity of daily prescriptions has also been re-
ported by other researchers.' "’

Participants

Recruitment of control participants was problematic and
only recruited half the participants required. Even this was
only achieved via the incentive of subsequent homeopathic
treatment. However, recruitment to the treatment group
was feasible. Children with a wide spectrum of ADHD,
including children already in trouble with the law and
involved with social services, were recruited from agencies
dealing with children in trouble (police support agencies
and social services).

Three of the five children who experienced large
changes (<18 percentiles) had a diagnosis of autism spec-
trum disorder (ASD) in addition to ADHD, suggesting
that further research into ADHD in this sub-group may
be useful. One study'® has also demonstrated improve-
ments in ADHD in ASDs. Four of the five perceived their
symptoms to be associated with environmental toxicity and
were treated using CEASE methodology.

Measurement tools

MYMORP has not been validated to be completed by the
parent on the child’s behalf, however results were similar to
DSMIV, suggesting that it can be employed in this way.
DSMIV homogeneity of variance assumptions were not
met at time 2. ANOVA is considered to be robust to viola-
tion of the assumption of homogeneity of variance when
sample sizes are equal, but not when they are unequal.
When the larger sample has larger variance, as in this
case, the tendency is for the F ratio to be a conservative es-
timate. ™’

Both measures appeared to be similarly sensitive to
change, were acceptable to most parents, well responded
to and understood. Both parents and teenagers found MY-
MOP easy to use, but some parents struggled with
CPRS:R-L, finding there were too many questions too

Homeopathy

closely spaced. MYMOP is not a specific measure of
ADHD, and when reporting this study, was found to be un-
acceptable to ADHD researchers and public policy stake-
holders.

Conclusion

The personal, social and financial costs of ADHD are
significant and currently recommended treatments provide
narrow clinical benefits and may have side effects. The ma-
jority of children in this study were on prescribed medica-
tion, however all presented with considerable remaining
problems as represented by their high DSMIV scores at
baseline. The improvements shown by ¥, of the children
suggest that homoeopathy may offer safe, effective adjunc-
tive treatment which improves wider outcomes without
side effects; or alternative treatment for children who do
not respond, or respond adversely, to conventional medica-
tions. Further, more methodologically rigorous research is
warranted to explore this systematically.

It is of note that improvement was cumulative with
continuing homeopathic treatment. One other long term
study has looked at 10 year effects of ongoing homeopathic
treatment’’ and also observes this. Evidence suggests
converse effects with pharmacological and behavioural
treatments.”” "

Homeopathy trials for ADHD conducted to date have
not represented homeopathy as practiced in the real
world, and may underestimate effects: remedies are
potentially inappropriately applied; the effects of the ho-
meopathic consultation are not measured; the effects of
interactions are not measured. Pragmatic studies of treat-
ment by homeopaths in real world settings will give better
estimates of the clinical effectiveness of homeopathic
treatment and provide more useful information to stake-
holders than the results of trials comparing placebo to ve-
rum homeopathic remedies. Only once the effectiveness
of real world clinical treatment has been established,
should future research attempt to unpick any of the inter-
acting specific effects of components of treatment by a
homeopath (the remedy, the consultation and the applica-
tion of the principles of homeopathy) (Relton et al 2008).
While the current study had design limitations, these pre-
liminary results suggest that treatment by a homeopath
may be useful as practiced in the real world and further
study is warranted.
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