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Preface

This volume is the third book in The Language of Mental Health book 
series (Eds. Michelle O’Reilly and Jessica N. Lester). We trace the dis-
course of Attention Deficit Hyperactivity Disorder (ADHD) across 
a range of perspectives to critically examine how its meaning has been 
constructed through the discourse of various standpoints, science, 
media, parents and personal experience. This will contribute to a grow-
ing area of studies that consider how mental health categories are con-
structed through discourse and will appeal to a wide readership, from 
health professionals, therapists and academics to social support organi-
sations that have an interest in ADHD, and educationalists who work 
with children and adults who have special needs. We anticipate that this 
book will be a resource for postgraduate students with an interest in dis-
course analysis and also for those working on mental health projects. 
Although the book is primarily aimed at an academic and professional 
readership, the lay public have an interest in ADHD because of the 
debate about its meaning and legitimacy and the history of struggle for 
medical recognition.

The discursive approach used in this book is a distinctive and dif-
ferent approach to language, focusing on how the meanings and 
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definitions of both the social and the natural worlds are defined and 
constructed through discourse and social practices. To this end, we aim 
to explore how science and medicine has defined ADHD in a variety 
of ways, how the media have taken up different ideas and represented 
them to the public as a controversy, and how families and individuals 
are affected by negative and stigmatising representations and defini-
tions of ADHD and how they resist them. We conclude by analysing 
accounts of personal experience that help us to understand more about 
the consequences of ADHD, the difficulties arising from the unmet 
needs of children and adults, and the potential for more empowering, 
transformative and enabling narratives of lives and selves.

The themes arising from the ADHD debate are identified early in the 
book and are thereafter picked up as threads that run through all of the 
chapters. These are, the constructive power of discourse and culture, 
the social identities that support different representations of ADHD, 
the significance of gender in the meaning of ADHD, and the power of 
discourse as a form of social resistance. The processes we will describe in 
this book have an application to a wider context than ADHD discourse. 
We have taken the view that contested mental health conditions share 
common threads and an analysis of discourse can help us to under-
stand how they have emerged, how they rely on cultural definition for 
their meaning, and how this has social consequences. We explore the  
following:

• How medical and mental health categories are defined in both  
science and lay discourse, and how this draws on cultural representa-
tions.

• How social identities that are all too often negative or stigmatic are 
constructed alongside mental health categories in discourse.

• How the meanings of categories such as ADHD can be defined 
through gendering.

• How the discourse of mental health is constructed through  negative 
stereotypes of impairment that are both taken up and resisted in  
discourse.



Preface     vii

ADHD as a mental health category has been shaped by a long history 
of controversy that allows us to explore more closely the ‘battles over 
truth’ that have produced its meaning in variable ways. This book aims 
to map out some of the cultural issues arising from the discourse of 
ADHD, and we put the case that people who are affected by mental 
health categories require greater public and professional  understanding 
of how those categories have come about and how they have social  
consequences.

Derbyshire, UK 
Hertfordshire, UK 

Mary Horton-Salway
Alison Davies
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Attention Deficit Hyperactivity Disorder (ADHD) has been one of 
the most debated medical categories affecting children in different 
parts of the globe. Increasingly this is recognised as a lifelong disorder 
that can continue into adulthood, a diagnosis that has been reflected 
by the incorporation of adult criteria into the American Psychiatric 
Association’s Diagnostic and Statistical Manual of Mental Disorders, 
DSM 5 (APA 2013). The diagnosis and medical treatment of ADHD 
for both children and adults is rising and this is based on the view that 
ADHD has a biological, neurodevelopmental, genetic basis and, in the 
UK, it is typically identified by educational and health practitioners 
who refer to guidelines from the National Institute of Clinical Excellence 
on three areas of behavioural functioning: impulsivity, hyperactivity and 
inattention (NICE 2009).

Despite the classification of ADHD as a mental health category, there 
has been no absolute consensus historically and even currently about 
its status as a health condition, its meaning and causes which continue 
to be discussed, researched and debated by scientists and health prac-
titioners, educationalists, multi-media and by members of the public. 
There have been claims, counterclaims and contributions to knowledge 
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that have spanned over a century, ranging across perspectives of  genetics  
and the biological sciences, to the psychological, social, educational 
and health sciences. Perspectives on ADHD and its previous labels 
have been followed up, summarised and debated in the media and fur-
ther discussed by the public, families and individuals who are person-
ally affected. This has given rise to a range of discourses about ADHD, 
constructed and contested through a long and chequered history that 
informs current understanding.

Science, Fact Construction and ‘Ships in Bottles’

To give this a wider context, allow us to unpack one of the theoreti-
cal principles informing the analysis in this book. The meaning of any 
medical category is as much a product of social activity and  culture 
as it is a scientific discovery. According to sociologists who study the 
 production of scientific knowledge, any scientific fact (even an appar-
ently uncontroversial one) can be understood as the product of social 
constructive practices. This process of fact construction has been dem-
onstrated in studies of the discourse and practices of scientists. For 
example, Woolgar (1988) described how science came to be regarded 
as a superior form of knowledge that is set apart from other forms of 
knowledge and distinguished as a means of discovering objective truths. 
In the natural sciences essentialists assumed that ‘scientific knowl-
edge is determined by the actual nature of the physical world’ which 
is out there waiting to be identified (Woolgar 1988: 27). The scientific 
method of discovery was developed to define science as a neutral and 
objective process and a superior and reliable form of positivist enquiry. 
This, they argued, resulted in scientists being able to describe and rep-
resent the nature of the real world of objects, events and phenomena. 
However, a new wave of relativist philosophers and sociologists of sci-
entific knowledge (SSK) challenged these realist and essentialist views 
of the world and argued that representations of reality are underpinned 
by culture and produced through social practices. The task that SSK set 
for itself was to study and describe how scientific facts were constructed 
in the discourse and practices of scientists. This approach has queried 
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positivist views of science that treat scientific discovery as a process of 
describing a reality that exists prior to scientists’ representations.

In his seminal work, Science the Very Idea, Woolgar (1988: 32) 
pointed out that for any phenomenon it is ‘always possible to nomi-
nate an alternative to any specific proposed meaning’. Elaborations of 
meaning will always refer back to some other meaning that cannot be 
fully explained without resorting to a further representation and so on. 
Woolgar contended that where science is concerned, we accept the sta-
tus of its facts and representations because science has itself convinced 
us that its models and practices are reliable. As he put this; ‘the percep-
tion of reliability is a consequence of its claimed superiority, not a cause’ 
(Woolgar 1988: 32). Phenomenologist Merleau-Ponty also regarded 
classical science as ‘a form of perception which loses sight of its origins 
and believes itself complete’ (Merleau-Ponty 1945/1962). In a circular 
manner, the idea of science as an objective activity is itself dependent 
on perceptions that are derived from an ideological framework that sup-
ports the idea of positivist science and objective facts (Woolgar 1988). 
Where error or anomalies might arise in scientific activity and findings, 
these can be put down to ‘technical difficulties’ or to problems in the 
work of individual scientists so that these contingencies do not threaten 
the robustness of science as a whole (Gilbert and Mulkay 1984).

Woolgar’s argument rests on the relativist philosophy criticising the 
underlying idea that any form of representation could be a reflection of 
a prior existing reality or an objective truth. Social constructionism is a 
way to explain the social processes that are involved in the  construction 
of science facts and also the process of scientific change, such as the par-
adigm changes described by Thomas Kuhn (1962/1970). For example, 
Woolgar described the process of scientific change in the representation 
of ‘unusual rapidly pulsating radio sources’ that later became known 
as ‘pulsars’. He describes how this ‘discovery’ was published in 1968 
in Nature by Bell and colleagues at Cambridge University in the UK 
and, at the time of writing his thesis, Woolgar (1988: 64–65) traced the 
development of this discovery through its ‘five separate incarnations’, 
including ‘unusual trace’, ‘interference’ extra-terrestrial activity ‘little 
green men’, and a ‘pulsating radio source’. Since naming the discovery 
as a ‘pulsar’, this was then defined as a ‘white dwarf star’, and became 
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re-defined as a ‘a rotating neutra star’, a ‘neutron star with a satellite’, 
and ‘the plasmic interaction between binary neutron stars’ and so on. 
Woolgar went on to describe how the existence and character of the dis-
covery had depended, not only on a social network of scientists, but also 
the culture of science for its meaning. The term ‘discovery’ implied that 
something was there and had now been found and named, but Woolgar 
contends that it was not possible to demonstrate this without represen-
tations that depend on other representations, and so on, for their mean-
ing. In other words, to be represented in the first place, an object or 
phenomenon relies on a range of prior ‘discoveries’ and the current state 
of scientific knowledge that is treated as fact. Collins (1985) had earlier 
described such facts as appearing ‘like a ship in a bottle’. It is difficult to 
unpack the processes of construction that built such a ship because it 
looks as if it has always been there. The existence of pulsars as a named 
phenomenon (a ‘ship in a bottle’) came into being through  processes 
of construction that included observation, theorising,  representation, re- 
presentation and fact construction within the framework and assump-
tions of positivist science. Woolgar’s approach to understanding this 
process was to turn to the discourse and rhetoric of science to describe 
in detail how scientific discourse ‘constitutes the nature of the object it 
claims to be merely reporting’ (Woolgar 1988: 81).

The Context of Health and Illness

In a health context, a social constructionist analysis can help us to 
deconstruct the ‘ships in bottles’ of medically recognised categories. For 
example, coronary heart disease did not appear in official statistics as a 
cause of death until the 1920s and, as Alan Radley (1994) has observed, 
the discovery of degeneration in coronary arteries did not by itself make 
for a medical explanation. Degeneration was attributed to causes that 
were partly cumulative dietary, physical and lifestyle risk factors and 
these were theorised as factors having a specific link to congestion of the 
coronary arteries. Such theories about the part played by lifestyle risks 
have been further backed up by statistical epidemiological research and 
the significance of those findings for heart disease are continually being 
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amended, updated, contested and argued about to this day. However, 
Radley pointed out how the discovery of degeneration in the coronary 
arteries had to be combined with explanatory theories about lifestyle 
risk factors to provide the specific diagnosis of coronary heart disease 
and a warrant for medical interventions. These interventions were phar-
maceutical and increasingly social and psychological as discoveries were 
made about the relationship of lifestyles, diet and environment. How 
people experience and manage heart disease is dependent on these ideas 
and facts for its meaning. Congestive heart disease has now become like 
a ‘ship in a bottle’ that depends on a history of theory and positivist 
science ‘discoveries’ and validates medical intervention in lifestyles. We 
mostly take the causes of congestive heart disease for granted as objec-
tive truth. Lifestyle choices, diet and the details of public health policy 
are themselves an ongoing issue of contention, but congestive heart dis-
ease remains a medical fact.

Despite the solid appearance of medical facts as having an inde-
pendent existence, prior to scientist’s theories and representations, 
many phenomena that we know as health conditions only make sense 
within certain social and cultural contexts (see also Foucault 1973). 
The boundaries between definitions of disease and normal or social 
phenomena are far from clear or fixed. Many categories that have 
been afforded the label of disease might also have been interpreted as 
ageing. For example, the treatment of the menopause as a ‘deficiency 
disease’, rather than a natural stage of a woman’s life, made sense not 
simply because a reduction of oestrogen in women after the menopause 
had been identified as a physiological fact. As Woolgar argued, there 
are always alternatives to any specific proposed meaning. The fact of 
a reduction in oestrogen was therefore not, by itself, ‘enough to make 
this variation into a disease’ (Radley 1994: 29). Radley argued that the 
case for oestrogen as a ‘therapy’ to correct a deficiency was based on a 
number of things. Oestrogen was considered effective in helping pre-
vent deterioration of bones and congestion of arteries in older women, 
but the advantages of the ‘therapy’ were also grounded in currently held 
cultural ideas about the maintenance of youthful attractiveness, social 
worth and women’s psychological well-being. The ‘treatment’ of meno-
pause as a ‘deficiency disease’ was introduced despite some significant 
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concerns about long term health risks of the ‘therapy’. The clinical risks 
might easily have been represented as at least as great as the advantages 
for bone and artery health and for some women they were even greater. 
Making a case for oestrogen therapy was not the only clinical conclu-
sion that could have been made and the deciding factor in the choice to 
medicate or not to medicate was, at the very least, a balancing act that 
was influenced by the social and psychological ‘benefits’ of the treat-
ment as well as the relative risks to health.

The Social and Psychological Worlds as Medical Business

In addition to the power of natural science to provide representations 
of reality as fact, these examples of oestrogen ‘therapy’ and coronary 
heart disease indicate something of the potential power of the ‘clinical- 
gaze’ to define ever wider aspects of the social and psychological world 
as medical business (Foucault 1973). The origins of medical interest in 
the social and psychological world has evolved partly with the develop-
ment of the social, psychological and health sciences that now inform 
the application of the biopsychosocial model in medicine.

The term biopsychosocial has been attributed to Grinker who intro-
duced it in 1954 to psychiatry ‘to emphasize the biologic against psy-
choanalytic orthodoxy’ (in Alvarez et al. 2012: 173). George Engel 
(1977, 1980) later identified a crisis in medicine which he attributed to 
medicine’s ‘adherence to a model of disease no longer adequate for the 
scientific tasks and social responsibilities of either medicine or psychia-
try’ (Engel 1977: 589). This so called outmoded model was a traditional 
‘biomedical model’ with its emphasis on the biological and natural sci-
ences and the idea of measurable physical causal variables. This model 
of reductionist science was used ‘by medical scientists for the study of 
disease’ (ibid.: 589). When applied to the study of disease in human 
beings it implied a philosophy of mind-body dualism in which the body 
was separate from the mind (ibid.: 591). Not only does this assume 
that physiological variables can be explained by biology but also that 
 behavioural ones can. Engel also described a simultaneous crisis in psy-
chiatry as a ‘question of whether the categories of human distress with 
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which it is concerned are properly considered “disease”… and whether 
exercise of the traditional authority of the physician [applying the bio-
medical model] is appropriate for their help functions.’ Paradoxically, 
the issue for physicians was the extent to which they needed to ‘be con-
cerned with psychosocial issues which lie outside medicine’s responsi-
bility and authority.’ (1977: 589–590). Engel’s original contention 
was that psychiatry had struggled to ‘clarify its status within the main-
stream of medicine… if indeed it belongs in medicine at all’, mean-
ing that they were not really applying the scientific biomedical model 
(ibid.: 591). Engel quoted one ‘critical psychiatrist’ (Ludwig 1975, 
cited in Engel 1977) as saying “psychiatry has become a hodgepodge 
of unscientific opinions, assorted philosophies and ‘schools of thought’, 
mixed metaphors, role diffusion, propaganda, and politicking for ‘men-
tal health’ and other esoteric goals” (cited in Engel 1977: 589) and it 
appears that factions were taking up oppositional positions about the 
proper place of psychiatry in relation to medicine. One solution was to 
‘exclude psychiatry from the field of medicine, while the other would 
adhere strictly to the “medical model”…’ (1977: 590). The medical 
model, Ludwig argued, was based on the premise that “sufficient devi-
ation from normal represents disease, that disease is due to known or 
unknown natural causes, and that elimination of these causes will result 
in cure or improvement…” (cited in Engel 1977: 590, with Ludwig’s 
italics). An article in Psychiatric News (19 August cited in Read 2005: 
596–597) expressing concern at ‘the over-medicalization of mental 
 disorders and the over-use of medications’ by psychiatrists, suggests 
that since then there had been an increased dependence on a ‘quick fix’ 
of medication treatment along with a reduction in psychotherapy. So 
it seems that the second solution described by Engel, that psychiatrists 
adhering to the biomedical model appears to have overcome dissent-
ing voices that might have otherwise taken a different route. Writing in 
The Psychologist, John Read (2005) applauded the ‘dissident viewpoint’ 
expressed by the, then, president of the American Psychiatric Association 
who had the courage to challenge a model that made his profession 
appear to be ‘mere pill pushers and employees of the pharmaceutical 
industry’ (APA, cited in Read 2005: 596).
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Meanwhile, mainstream medicine struggled to introduce and apply 
a more complex and inclusive model that was less reductionist and 
included psychological and social aspects of health. Ogden (2000: 4–5) 
describes how developments in health psychology based on Engel’s 
biopsychosocial model inform health practice today. Decades prior to 
that, this model was officially adopted as a model to guide general prac-
tice by the Royal College of General Practitioners in the UK (1972). 
Its holistic systemic perspective focuses on understanding the biologi-
cal causes of disease, but also considering the cognitive, emotional and 
behavioural aspects of health, and the social norms, values, expectations 
and demographics of health that influence outcomes. In practice this 
translates as practitioners listening to their patients and trying to under-
stand the social and psychological context of illness. This also  translates 
as a more intrusive ‘medical gaze’ than ever before and, although it can 
be interpreted as benign, it warrants greater authority to intervene in 
people’s lives. In practice though, if you are a time pressed health practi-
tioner, who needs to provide treatment based on reductionist ‘evidence- 
based’ physiological medicine as well as weighing up the relevance of 
psychosocial concerns and contributory factors, the biopsychosocial 
model is far from easy to apply or compatible with workloads. In one 
example of cardiac care in the US, Herman (cited in Soltile 2005: 401) 
observed the ‘physician’s lament about feeling either inadequately pre-
pared or time-deprived to provide competent psychosocial care’. He 
noted that physicians admitted not applying the biopsychosocial model 
to all of the patients who consulted them at a clinic and observed that 
referrals to multidisciplinary rehabilitation teams was only between 10 
and 20% across the US, with girls, women and older people less likely 
to be referred (Soltile 2005: 400). These matters prompted Soltile to ask 
the question; how far had medicine been successful in integrating the 
psychosocial into the biomedical model? This question was echoed in 
an article by Biderman et al. (2005) in the same year. Simultaneously, 
according to Read (2005: 596–567) psychiatrists have embraced a 
 ‘bio-bio-bio model’ retreating into the arms of the pharmaceutical 
industry. He wondered ‘what happened to the ‘psycho’ and the ‘social’ 
in explanations of mental illness.’ Perhaps, he pointed out, ‘the sup-
posed integration of perspectives implied by the term ‘bio-psycho-social’ 
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model since the 1970s is more illusion than reality’. Not integration at 
all, he claims, but ‘a colonisation of the psychological and the social by 
the biological’ in a way that reduces social and environmental influences 
to mere triggers ‘of an underlying genetic time bomb’. This, he con-
tends, fails to deal with the wider contextual impacts on health.

Shaping the Meaning of Medical Conditions

The two models of medicine described above, the biomedical and the 
biopsychosocial, are both theoretical frameworks for explaining phe-
nomena and they shape the meanings of medical conditions; both 
facts and treatments are derived from within these theoretical frame-
works. Even at the level of laboratory science, we note Woolgar’s and 
Gilbert and Mulkay’s contentions that the representations of natural 
scientists are not as objective as some might think. Scientists in labo-
ratories construct their discoveries using the language, discourse and 
current understandings of their time and place and in the specific ideo-
logical discourse of an objective positivist science (Gilbert and Mulkay 
1984). Atkinson (1995: 61), for example, demonstrated that ‘there is no 
agreement as to a stable world of phenomena’ but medical students are 
taught to ‘see’ and interpret what is under the microscope in laboratory 
training. Even the apparently solid entities seen under microscopes have 
no independent meaning outside the interpretative frameworks used to 
define them.

As studies arising from SSK have demonstrated, science is as much 
a socio-political activity as anything else. A wide range of knowl-
edge disciplines, including the social and health sciences have now 
adopted a broadly social constructionist approach that is based on the 
philosophical ideas of Berger and Luckmann (1966/1971). Should 
these be seen as mere philosophical wrangles and esoteric concerns or do 
they have a relevance to the everyday lives of health professionals, and 
 people who are affected by conditions such as ADHD? We contend that 
mental health categories such as ADHD are constructed and under-
stood through the lens of shared culture and through the state of current 
taken for granted forms of knowledge about science, medicine and what  
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it is to be human. This knowledge can be seen as true, for all intents and 
purposes, for the present, but constantly in a process of  construction, 
contestation and flux. Since the dynamic forces of construction and 
 process are less visible to us than the finished product of the ‘ship in the 
bottle’, we have set our investigation of perspectives on ADHD within 
that fluid and ever changing context of socially constructed ideas, theo-
ries, facts, explanatory discourses and assumptions about human beings, 
in order to make these more visible.

The aim of this book is to examine how ADHD was, and continues 
to be, constructed as a category and how discourse about it circulates 
in knowledge networks in the form of ‘translations’ (Latour 1989). This 
does not imply that we are sceptical about the existence and significance 
of ADHD as a category, or that we are sceptical about the existence of 
science knowledge or reality for that matter. Current knowledge, what is 
true for now, is the reality that impacts upon our lives after all. The fact 
that ADHD is a recognised mental health category within our current 
systems of classification is precisely the phenomenon of interest and we 
want to see how this ‘ship in a bottle’ was built and how it is now a fact 
(albeit a dynamic and controversial one) that affects the lives of many.

Our Approach

To unpick the threads of discourse from a variety of contexts, we will 
examine both historical and current perspectives on ADHD. We begin 
by looking at how science, medicine and psychiatry have defined 
ADHD as a mental health category (in Chapter 2) and then move on 
to describe how alternative ideas have been taken up by the media, how 
they are represented and debated (in Chapter 3). We will unpack the 
matters arising from ADHD discourse produced in the media and how 
that positions parents, children and adults with ADHD. The parents’ 
perspective is an important aspect of this, so we describe their experi-
ences of having children with ADHD and see how they take up dif-
ferent meanings and resist stereotypes (in Chapters 4 and 5). Finally, 
but not least important, we consider the personal experience of ADHD 
through studies of childhood, adolescence and transitions to adulthood, 

http://dx.doi.org/10.1007/978-3-319-76026-1_2
http://dx.doi.org/10.1007/978-3-319-76026-1_3
http://dx.doi.org/10.1007/978-3-319-76026-1_4
http://dx.doi.org/10.1007/978-3-319-76026-1_5
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including the voices of women as a more ‘invisible’ group in relation 
to ADHD (in Chapter 6). Our chapters draw on a range of original 
research that we have undertaken and we discuss a range of literature 
that represents the history, the media debate, parents’ viewpoints and 
personal experience.

Our approach is language based and informed by social construc-
tionist philosophy about the constructed nature of knowledge and the 
sociology of scientific knowledge (as discussed above), the genealogi-
cal approach of Michel Foucault and topics in social psychology such 
as categorisation, social identities and gendering. Using an analytic 
approach that focuses on both the detail of interaction and the wider 
context of discourse, we apply a critical discursive psychology rationale 
to examine the role that discourse has played and continues to play in 
constructing our everyday knowledge of ADHD, how individuals are 
identified and positioned within that discourse and how they respond 
to that. In this way, we aim to unpack issues and concerns of partici-
pants in the discourse of ADHD and map some of the matters arising 
and social consequences.

We will argue that the category of ADHD, as with all mental health 
categories, is not a neutral or independent label which has been consist-
ently applied to a pre-existing disorder (see also Rafalovich 2004/2008). 
Mental health categories have been produced alongside ‘cultural and 
historical practices that shaped the very meaning of mental health’ 
(O’Reilly and Lester 2016: 5). Although our focus is on ADHD, this 
social constructionist perspective is also applicable to a wider range of 
general and mental health conditions, although the process of con-
struction might appear more obvious for those with a history of con-
troversy, such as ME or ADHD (Horton-Salway 1998, 2011, 2012). 
Controversial histories provide a window on the discourse of medical 
categories especially where the status of both expert and experiential 
knowledge is much debated (Horton-Salway 2001, 2002, 2004). These 
discourses have a bearing on social identities, perspectives on normal-
ity and pathology, definitions of mental and physical illness, disease and 
cultural understandings of mind, body and disability. An analysis of 
such discourses is a way to unpack the constructive processes that have 
produced ADHD and how this has impacted upon the lives and selves 

http://dx.doi.org/10.1007/978-3-319-76026-1_6
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of people who are the subjects of this discourse. We focus on how the 
facts of ADHD are constructed in theory, media and lay discourse and 
how a mental health category such as ADHD can rely on various forms 
of cultural representation for its meaning, such as the construction of 
social identities and forms of gendering that can be both obvious and 
subtle.

Social Constructionism and Mental Health Categories

This book contributes to a growing body of work which adopts a 
broadly social constructionist approach to mental health (see O’Reilly 
and Lester 2015, 2016; Harper 1995, 2013). ADHD is recognised 
as a mental health category by the Diagnostic and Statistical Manual 
of Mental Disorders (APA 2013). However, the social construction-
ist approach takes the view that mental health categories do not have 
an objective, independent, prior existence. As discussed above, this is a 
 relativist perspective on reality that takes the view that facts are embed-
ded in the historical contexts and discursive practices within which they 
are produced (Berger and Luckmann 1966/1971). Four assumptions 
of this perspective were identified by Kenneth Gergen (cited in O’Reilly 
and Lester 2015: xiv) and are summarised here:

1. That we should take up a position of scepticism in relation to forms 
of knowledge.

2. That knowledge is situated in cultural, social and historical contexts.
3. That knowledge is produced and sustained by social processes.
4. Descriptions of phenomena are never neutral, but are examples of 

social action which constitute certain ways of being.

Why Discourse Analysis?

The turn to the study of language and discourse in social science is 
underpinned by changes in philosophical thought, including a turn to 
pragmatics in linguistics and social constructionism. In linguistics this 
was a move towards language as a form of social action rather than 
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treating language as simply reflecting reality (Austin 1962). All forms 
of discourse analysis share the assumption that discourse is a form of 
social action and assume that when we describe the world, we also 
 constitute and construct its meaning. Some focus on identifying the 
broadly defined ‘discourses’ or explanatory ‘repertoires’ that are used to 
make meaning whilst others focus on normative features of conversa-
tion and social interactions to see how meanings are negotiated in those 
contexts (Burr 2003; Edwards and Potter 1992; Potter and Wetherell 
1987; Willig 2013). Foucault used the term ‘discourse’ to refer to all 
forms of signification, representation, meaning-making, cultural ideas 
and social practices. Social practices, such as day-to-day interactions, 
the processes of scientific classification, institutional activities, all social 
phenomena, theoretical ideas and (medical) categories, are seen as con-
structed. Knowledge systems in current or historical time and place are 
regarded as ‘regimes of truth’ (Foucault 2006). Those who live within 
their meaning systems are captured by them because dominant forms 
of truth are largely taken for granted and embedded in the institutional 
forms of governance that are in place at the time and also because they 
recognise themselves as the subjects of discourse. This is largely consen-
sual, as are the forms of ‘self-governance’ that induce the take up of cul-
tural and moral imperatives or self-improvement technologies. These ideas 
about how discourse functions are some of the influences that under-
pin the turn to language and discourse in the social sciences and they 
inform our analytic approach in this book. However they have been 
relatively ‘underexplored’ within mental health contexts (O’Reilly and 
Lester 2015: xiii) although they are especially suitable for the study of 
lay discourse about mental health (Smith 1978) and also for the study 
of discourse in mental health contexts (Harper 1995).

A discursive form of psychology is also highly relevant to under-
standing how social identities are constructed alongside the discourse of 
ADHD. Rather than taking psychological and social processes as causal 
factors that contribute to ADHD, discursive psychology is concerned 
with how the meaning of ‘psychological’ and ‘social’ categories are 
constructed in discourse about ADHD and how they are drawn on to 
build explanatory accounts. The reasons for this will be apparent in the 
later chapters of this book as we analyse how biological, psychological 
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and social forms of reasoning contribute to producing the category of 
ADHD as an epiphenomenon.

Background on Discursive Psychology

Discursive psychology emerged in the mid-to-late 1980s as a critique 
of cognitivism (Edwards 1997; Edwards and Potter 1992; Wetherell 
2007). Cognitivism is a mainstream version of psychology that has 
its focus on the psychology of internal mental processes, treating lan-
guage as representing inner thoughts, ideas, attributions and emotions, 
or reflecting an external reality that pre-exists our description of it. 
Discursive psychology has an alternative focus on the actions performed 
by discourse about such categories such as memory, personality, percep-
tion or emotion (Edwards 1997). Key figures in discursive psychology’s 
challenge to the cognitivist perspective included Potter and Wetherell 
(1987), who applied discourse analysis to social psychology topics 
such as social identities and Edwards and Potter (1992, 1993), who 
applied discourse methods to a variety of topics in cognitive psychology 
such as memory, causal attribution and fact constructing. Antaki and 
Widdicombe (1998) and Billig (1996) also analysed how people rea-
son and argue and Billig et al. (1988) examined the kinds of ideological 
dilemmas that people encounter when they are using discourse and how 
they work to resolve them, maintaining their version as credible.

Rather than studying internal cognitions or mental states discursive 
psychology is concerned with how constructions of mental states are 
produced in talk. We are interested in how people describe themselves, 
others and events, how they attribute cause or blame, how they account 
for their actions and how they defend themselves or argue points of 
view. It is in the context of using language and discourse that indi-
viduals negotiate and formulate social and psychological concerns like 
mental states, beliefs, social identities, social categorisation and attribu-
tion of causes (Widdicombe and Wooffitt 1995). The construction of 
social identity is taken to be discursive and language use is thoroughly 
implicated in the construction of moral psychological selves. Speakers, 
for example, are concerned to present a ‘credible and creditable moral 
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position’ (Burr 2003: 135) so as a consequence their management of 
personal accountability and identity is embedded in their descriptions 
of actions and events (Potter 1996; Hepburn and Wiggins 2007; Burr 
2003; Horton-Salway 2001; Widdicombe and Wooffitt 1995; Edwards 
and Potter 1992). This is why discursive psychology is a relevant and 
useful approach to explore the way individuals negotiate their under-
standing of ADHD. As discussed above, ADHD is a somewhat contro-
versial category that has historically been subject to a range of critical 
attention. Therefore there is much at stake for science, medical practice, 
the media and the people who are personally affected by ADHD.

Discursive psychology is influenced by theories located within dis-
ciplines including sociology (Berger and Luckmann 1966; Garfinkel 
1967; Goffman 1959, 1961, 1963), semiology (Barthes 1964), 
anthropology (Geertz 1973), linguistics (Austin 1962) and philoso-
phy (Wittgenstein 1980). This multi-various background accounts 
for a range of different perspectives within discursive psychology that 
have their emphasis on micro or macro contexts or a blend of the two. 
Micro approaches to discourse, which include ethnomethodology and  
conversation analysis originate in the work of Garfinkel (1967) and 
Harvey Sacks (1995) and they both focus on the ‘nuts and bolts’ of 
social interactions, how people make sense of one another’s talk in such 
contexts. This has its focus on the organisation of talk (Heritage 1984; 
Widdicombe and Wooffitt 1995; Potter and Wetherell 1987) and stud-
ies how meaning is accomplished through the sequence of conversa-
tional turns, as, for example, in ‘troubles-talk’ (Jefferson 1988). This is  
a data driven method focusing on what participants make of their turn 
by turn interactions and it has been used to explore (among others) the 
process of mental health encounters between professionals and patients 
to examine how diagnoses are done and how mental health problems 
are constructed in the process (see Parker and O’Reilly 2012; Kiyimba 
2015; Thompson and McCabe 2016).

Taking a wider focus, the ‘macro approach’ in discursive psychol-
ogy, focuses on the discourse of wider cultural and historical contexts. 
This is influenced by the post-structuralist perspective with its focus on 
culture, social practices, social relations and institutionalised practices. 
According to relativist philosophy, discourses and practices within any 
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historical period regulate what can be meaningfully said or known. For 
example, mental health disorders were produced by dominant insti-
tutions such as the church, the law and, most recently, medicine (see 
Foucault 2003, 2006). Mental illness was variously ‘known’ within 
different regimes of truth as evil spirits, a failure of morality, within a 
psychological discourse as poor maternal attachment and within a 
biomedical discourse as biochemical imbalance (Lemma 1996). A 
Foucauldian understanding is that discourse constructs historically 
and culturally specific forms of knowledge such as science, medicine 
and psychiatry and these invite individuals to think about themselves 
and others in particular ways as subjects. As both Willig (2013) and 
Burr (2003) indicate, within medical discourse, the subject positions 
of ‘patient’ and ‘medical practitioner’ become available, and are legiti-
mate leading to medical treatment that is regulatory but benign. In the 
study of mental health, the Foucauldian approach draws attention to 
the circulation of dominant discourses: Medical categories are embed-
ded in ‘regimes of truth’ and subjects are discursively ‘captured’ by them 
(Strong and Sesma-Vazquez 2015; Bailey 2014).

An understanding of the historicising discourses around ADHD is 
the aim of Chapter 2 of this book, shedding light on how individuals are 
positioned within certain discourses and how, these both legitimise and 
de-legitimise the regulatory practices in medicine and psychiatry. This 
also identifies the discursive resources that people draw upon in talking 
about ADHD, in taking up social identities as subject positions in dis-
course, and also in some cases, by attempting to avoid ‘discursive cap-
ture’ by resisting negative positioning (Strong and Sesma-Vazquez 2015: 
xxiii).

A Blended Approach

We adopt a blended approach to the discourses surrounding ADHD 
that incorporates both micro and macro analysis. This approach was 
promoted by Wetherell (1998, 2007) and is a growing approach 
used in critical discursive psychology analyses of mental health 
(Brownlow and Lamont-Mills 2015; Davies and Horton-Salway 2016;  

http://dx.doi.org/10.1007/978-3-319-76026-1_2
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Horton-Salway and Davies 2015). We also refer to a developing area of 
mental health research which shifts the emphasis away from biomed-
ical models of explaining mental conditions to one which emphasises 
the constitutive effect of interpersonal and socio-cultural practices. 
However, the biomedical and biopsychosocial models of medicine, dis-
cussed above, are both part of the meaning-making phenomena that 
have given rise to ADHD as a medical category and they have also both 
contributed to its controversial status. Therefore we retain a position 
of agnosticism in relation to theorisations of ADHD. We do, however, 
regard biomedical reasoning and biopsychosocial reasoning as discourse 
practices rather than guiding models (see also Alvarez et al. 2012). In 
other words, we are interested in how biological, psychological and 
social explanations are used in defining and explaining categories like 
ADHD (Horton-Salway 2002) and how these categories are also drawn 
on by both professional and lay people (Horton-Salway 2004).

Key Analytic Concepts

Bringing together the wider (macro) and narrower (micro) approaches 
to discourse analysis allows us to examine the historicising discourses 
that have defined dominant ideas and truths and also to identify the 
subjects that have been produced by these discourses. However, our 
analysis also allows for a narrower lens to examine how individuals con-
struct facts and credible identities for themselves and others. They do so 
by drawing on available social and cultural meanings therefore we refer 
to the combined theoretical underpinnings described above, and specifi-
cally to some key analytic concepts derived from Foucault’s genealogical 
approach and from critical discursive psychology.

Foucault placed his emphasis on the term ‘discourse’ to include all 
forms of signification that represent and construct reality and he was 
concerned with the relationship between such discourse, the produc-
tion of knowledge and power. In discursive psychology, however, we 
also use the term ‘interpretative repertoire’ to describe how people 
actively engage with the stock of shared cultural understandings and 
forms of language, expression, terms, metaphors, ways of explaining 
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and representing reality that have common social currency and circulate 
(cf. Gilbert and Mulkay 1984; Potter and Wetherell 1987). Foucauldian 
and critical discursive psychology approaches each draw on the idea that 
individuals are defined by discourse and social practices. For Foucault 
this happens when we are recognised or recognise ourselves within a dis-
course and by this process we literally become subject to it. For discur-
sive psychology it is also the case that people actively take up or resist 
subject positions or they attribute such positions to other people in the 
process of their interactions or textual representations. This is an active 
process of negotiation and contestation and we are particularly inter-
ested in how resistance is accomplished in their use of repertoires and 
subject positions.

We begin our analysis by examining the historicising discourse of sci-
ence on ADHD (Chapter 2), and then we turn to the representations 
of ADHD in the media (Chapter 3), the representations of parents 
who have children with ADHD (Chapters 4 and 5) and the accounts 
of individuals who have personal experience of ADHD (Chapter 6). We 
pay attention to the discourse resources they use (for example what kind 
of interpretative repertoires and subject positions are drawn on) and also 
discourse practices (how they use interpretative repertoires and subject 
positions). The former permits an understanding of what kind of repre-
sentation of reality is constructed and the latter permits an understanding 
of to what effect.

Our approach is underpinned by the assumption that individuals are 
not only produced by discourse but they are also producers of discourse 
(Burr 2003; Potter and Wetherell 1987). In this sense, individuals are 
acknowledged to have agency despite the powerful nature of dominant 
discourses and knowledge forms such as science, medicine and psychia-
try; or indeed the discourses that circulate in the media, including social 
media. We acknowledge the active role taken by individuals in taking 
up or resisting the defining and positioning effects of dominant dis-
courses. We aim to explore the often taken-for-granted discursive prac-
tices that have constructed ADHD as a ‘ship in a bottle’ and to uncover 
some of the ways that science, the media, and members of the pub-
lic have contributed to the different versions of ADHD that circulate 
(Fig. 1.1). 

http://dx.doi.org/10.1007/978-3-319-76026-1_2
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1 Introduction     19

The Structure of the Book

We tell the story of ADHD through our analysis of discourse in the 
areas of science, the popular media, the family, and from the point of 
view of personal experience. This volume is by no means comprehen-
sive and does not, for example, represent the perspectives of health or 
education practitioners. These are addressed elsewhere, for example in 
Rafalovich (2004/2008) who provided an account of clinicians as medi-
ators of ADHD and how ADHD is framed by teachers in the class-
room; Bailey (2014) also studied ADHD in an educational context and 
Bradley and Butler (2015), examined the detailed interactions of a cog-
nitive behavioural therapy programme for children with a diagnosis of 
ADHD. O’Reilly et al. (2017) have also used conversation analysis to 
examine the practitioner-family interactions in an initial assessment for 
autism spectrum disorder indicating the ways that mental health pathol-
ogies are constituted in a medical context.

Chapter 2: Alison Davies charts the historical development of 
ADHD as a category and considers how changing and competing sci-
entific, psychological and socio-environmental explanations have 
contributed to its controversial legacy. By adopting a historical frame-
work, Davies shows that understandings of ADHD as a disorder have 

The themes and issues of this book are picked up as threads that weave through the discourse 

of ADHD. These are taken up in a discussion of chapter topics that focus on different 

perspectives on ADHD. Themes are:

1. The socially and discursively constructed nature of ADHD

2.   The social identities embedded in different representations of ADHD

3. Gendering as an integral part of the way that ADHD is understood

4. Resistance as a response to negative stereotypes 

Fig. 1.1 Key themes of the book

http://dx.doi.org/10.1007/978-3-319-76026-1_2
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been imbued with a moral discourse that continues to inform current 
discourse. She identifies some of the key issues and debates that have 
emerged from this historical background and considers how the iden-
tities of individuals affected by ADHD are morally positioned within 
alternative explanations of ADHD that are biological, psychological or 
social. Davies returns to the themes of the book and the debates aris-
ing from the historical perspective in this chapter, indicating how the 
key concepts of discursive psychology, interpretative repertoires and 
subject positions, can be applied to analyse the historicised discourse of 
ADHD.

Chapter 3: Mary Horton-Salway discusses the role of media discourse 
in representing ADHD and maps out some relevant research on ADHD 
in the media. The chapter discusses how the media frame the ADHD 
debate as a polemic, how representations of ADHD are produced and 
how they are gendered to produce stereotypes. The public engage with 
this material as both consumers and through feedback loops as produc-
ers of discourse on ADHD. Of particular interest is the increase in pub-
lic consumption of science knowledge and healthcare information via 
print, audio-visual and digital media. From this mass of information, 
how can the public tell what is accurate? This is discussed in relation to 
the ‘newsworthiness’ of stories, the reporting of ‘breakthrough science’ 
and the decline in the authority of science and medicine.

Chapter 4: This chapter turns to the discourse of parents as both 
consumers and producers ADHD discourse. Alison Davies examines 
first the perspective of mothers examining how they are positioned by 
dominant discourses of ADHD and parenting. She presents her original 
research on the experiences of mothers who have a child with ADHD to 
show how they make sense of ADHD when they talk about their chil-
dren and family lives. In the family context, the identities of children, 
mothers and fathers (and sometimes extended family members and 
ancestors) are at stake when talking about the experience of ADHD. 
Davies describes how mothers manage and resist negative stereotypes 
of their children and of themselves as parents. The chapter is situated 
within wider debates about parenting, such as those addressing issues of 
maternal responsibility and gendered caregiving. The tensions between 

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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discourses constituting ‘mother-blame’ or mothers as the ‘expert parent’ 
responsible for child-care and health are explored in this chapter.

Chapter 5: This chapter turns to the experience of fathers who 
appear far less frequently within parenting literature and are marginal-
ised by much of the literature relating to ADHD. Davies examines how 
fathers are positioned differently within the discourses of parenting and 
ADHD and how they represent themselves as good fathers in a support-
ive role. The theme of gendering continues through this chapter in the 
way that fathers construct their own identities in relation to their sons 
with ADHD in terms of masculinity. The discussions in this chapter 
present a novel analysis of a father’s point of view that is rarely acknowl-
edged in ADHD discourse.

Chapter 6: This chapter begins from the standpoint that personal 
experience accounts of mental health issues are important. For those 
who have personal experience of ADHD it is important that their 
voices are heard. Since ADHD has emerged as a mental health category 
that affects both children and adults, Mary Horton-Salway examines 
research on children, adolescents and adults with ADHD. The theme 
of gendering is elaborated further in this chapter because it has impor-
tant consequences for children and adults in recognition and diagnosis 
of ADHD. The discourse of ADHD and cultural understandings shapes 
how individuals experience and interpret their lives, how others see 
them and how they see themselves. Horton-Salway examines the idea 
of narrative as a situated context for troubles-telling, positive talk and 
the transformation of selves. The chapter examines forms of resistance 
to pathologised versions of lives and spoiled identities and how accounts 
of personal experience are produced in response to the micro-politics of 
a social interaction, the context of troubles-telling and the wider context 
of ADHD discourse.

Chapter 7: Mary Horton-Salway draws together the key points ari s-
ing from the different perspectives on ADHD, arguing that the mean-
ing of ADHD is socially constructed in history and in the different 
‘translations’ that are produced in public discourse and in people’s 
accounts of their own experience. The chapter summarises how ‘bat-
tles over truth’ have produced ADHD as the epiphenomenal product of 
science, media, professional and lay discourse. Construction, resistance 
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and contestation are important aspects of how ADHD and other 
 mental health categories are defined and understood and these social 
processes are discussed in relation to stigma, the decline of public trust 
in expert forms of knowledge and public take up of health knowledge as 
both consumers and producers. The issue of ‘resistance’ is also discussed 
in relation to the discourse of neurodiversity and the cultural politics of 
impairment in categories such as autism or ADHD. We conclude by 
considering the relevance of a social constructionist and discourse ana-
lytic approach to inform educational and clinical practice in mental 
health care contexts.

An analysis of the discourse of ADHD is not complete without 
acknowledging the personal perspectives of health professionals and 
educationalists. There are some illuminating research studies that have 
examined those contexts in detail elsewhere but we suggest that further 
qualitative research on clinical contexts and the perspectives of health 
professionals and educators would be useful to maintain a productive 
dialogue about ADHD and other forms of mental health category.
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This chapter examines how ADHD has been constructed in historical 
discourse and how that has influenced contemporary understandings, 
specifically, how it has become scientifically theorised as a biological/
neurological disorder. Our aim is to provide an overview of historical 
and current representations of ADHD, drawing attention to the consti-
tutive effect of these discourses and the consequences for those affected 
by the disorder. We are sympathetic to the Foucauldian view of dis-
course as constructive of meanings (Foucault 1991, 2003, 2006) and 
how discourse and regimes of truth define what is knowable, how we 
should behave and the kinds of identities we can take up. These pro-
cesses are largely consensual, as Foucault’s metaphor of the panopticon 
prison tower suggests. A central guard tower represents the possibility 
of surveillance, inducing prisoners to be compliant. Foucault used this 
idea to describe the way that governance works in contemporary society. 
People come to monitor, regulate and discipline their own, and others’ 
behaviour as if they were being observed by an external force.

Self-regulation and self-monitoring, however, require a common 
understanding and consent and thus, governance is linked to domi-
nant ideas about what are acceptable norms and standards of behaviour. 

2
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Much of this knowledge and understanding is taken for granted as com-
mon sense within any given regime of truth. Developments in knowl-
edge and ideas place new responsibilities and rights upon individuals 
and enable new forms of self-regulation, at the same time, shaping our 
understanding of ‘normal’ behaviour. A very pertinent example of this 
(and one we return to later) can be seen in the developing role of the 
‘psy’ disciplines during the twentieth century. The ‘psy’ disciplines is a 
term coined by Nikolas Rose (1996, 1999) to refer to the developing 
influence of knowledge that arose from within the disciplines of psy-
chology, psychiatry and psychotherapy. This emerging knowledge came 
to shape new understandings of children and family life in the UK at 
that time, and families came increasingly under the clinical gaze of ‘psy’ 
experts. As Rose indicated:

an adjusted child was the natural outcome of a normal family….the 
normal family could now be specified in psychological terms, and the 
normal, adapted child construed as its project ….maladjustment, from 
bed-wetting to delinquency, had become a sign of something wrong in 
the emotional economy of the family. (Rose 1999: 159)

This developing ‘psy’ knowledge established new requirements of fami-
lies to self-monitor and manage their children in appropriate ways in 
order to produce ‘healthy’ and ‘normal’ outcomes. The dissemination of 
‘expert’ knowledge is key to establishing new forms of self-regulation. 
The psychological knowledge described above, for example, would be 
disseminated via sites and institutions such as schools and clinics, as 
well as via media and broadcasting channels.

In the clinic the troubles of childhood would be diagnosed, norms of 
adjustment and maladjustment would be produced and refined, and nor-
malisation would be undertaken. [These] would be disseminated from the 
clinics back to the institutional and family life. (Rose 1999: 158)

These examples indicate how knowledge and power are entwined. The 
knowledge that circulates within these sites, and society in general, pro-
duces the kind of families and children the social context requires them 
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to be. At the same time, this knowledge (or discourse) becomes dom-
inant and established over time as taken-for-granted ‘truth’. Foucault’s 
use of the term ‘regimes of truth’ describes the way that knowledge and 
power work together to produce new subjects and ways of being. Power 
is an intrinsic aspect of discourse because it is not possible for individu-
als to escape the effects of knowledge by stepping outside the social and 
historical context in which it is produced.

Of course, new values about what is normal, right or acceptable 
change according to the social and historical context. Ideas about what 
constitutes mental distress has varied according to the historicising dis-
courses of the time, and these inevitably shape the way that individu-
als come to understand themselves and others. The dominant common 
sense knowledge at any given time is rather like the ‘ship in a bottle’ 
described in Chapter 1 (Collins 1985). It can be difficult for us to see 
how it was constructed. What interests us is how these values are taken 
as truths, and how these work to both constrain and enable particu-
lar understandings and identities. Human sense-making is, however, a 
dynamic and active process. Bodies of knowledge are historically pro-
duced, but do not disappear as new knowledge emerges; instead, they 
linger, providing alternative, sometimes conflicting ways of ‘knowing’. 
Discourses are, therefore, complex and potentially contradictory, pro-
viding opportunities for creativity and variation.

In this chapter, we examine the competing bodies of knowledge, or 
discourses, which have defined the meaning of ADHD for over a cen-
tury. Broadly, these discourses can be categorised as biological, psycho-
logical and sociological and it is towards these we now turn.

Biological Explanations

The extent to which biological factors such as physiology, biochemis-
try and neurology are drawn upon to explain categories such as ADHD 
depends on the extent to which biomedicine is used as an explanatory 
model of mental distress. The focus of biomedical accounts is on dis-
ease, classification and treatment, and in accordance with the meth-
ods of natural science, emphasis is placed on identifying physically 

http://dx.doi.org/10.1007/978-3-319-76026-1_1
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observable cause and effect relationships. The term ‘disease’ refers 
to somatic and pathological changes in the body, which can be diag-
nosed and treated, and can be distinguished from the terms ‘illness’ and 
‘sickness’, which, respectively, refer to individual experience and social 
understandings (see Radley 1994: 3 for further discussion). Biomedical 
explanations for disease are confined to physical and biological causes 
and, therefore, rest ‘upon a dualism of mind and body, privileging the 
latter through reducing all problems to its pathologies, which are under-
stood as disease’ (Radley 1994: 9). As Chapter 1 described, mainstream 
medicine has adopted, with varying degrees of success, psychological 
and social explanations in their understanding of disease. Psychiatry, on 
the other hand, has sometimes been criticised for its affiliation with bio-
logical explanations and medicalised solutions (Engel 1977; Read 2005; 
Doward 2013).

Biological psychiatric explanations provide one, very prevalent, way 
of ‘knowing’ ADHD and its subjects. The biomedical understanding 
of ADHD is one that is represented within prevalent classification sys-
tems relating to mental disorders, principally, the American Psychiatric 
Association’s (APA) DSM-5 (2013) (Fig. 2.1). The DSM-5 repre-
sents the latest version of ADHD as specified by the APA since it first 
appeared as Attention Deficit Disorder (ADD) within the DMS-III in 
1980, although Hyperkinetic Impulse Disorder was a classification con-
tained within the DSM-II (APA 1968). Psychiatric classifications such 
as those provided by the APA can obscure the often long and compli-
cated history of reconceptualization to which mental health categories 
are subject.

Tracing the History of ADHD

A historic perspective of psychiatric categorisation shows how medi-
cal and psychiatric explanations have been used to account for human 
behaviour which transgresses social norms since the late nineteenth 
century. For example, the medical concept of imbecility took root dur-
ing the later nineteenth century and came to be applied to behaviours 
deemed to be socially deviant, such as alcoholism and drug use, forging 

http://dx.doi.org/10.1007/978-3-319-76026-1_1
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an alignment between the discourses of medicine with discourses of 
morality. Imbecility was a particularly useful concept for ‘medicalis-
ing conditions that resided in that netherworld between severe mental 
incapacitation and relative mental normalcy’ (Rafalovich 2015: 84). In 
the later nineteenth and early twentieth centuries, developing medical 
knowledge continued to produce new ways of conceptualising, and reg-
ulating human behaviour, which brought ever increasing categories of 
people under the surveillance of the ‘medical gaze’. The development of 
medical classifications in relation to children was implicated with the 
advent of mass education. In the early nineteenth century, the con-
cept of ‘imbecility’ was applied to children within institutional sites 
such as schools. Institutions provided an opportunity for the observa-
tion and surveillance of childhood behaviour and this developed into 

ADHD diagnosis is based on a psychiatric assessment of impairments, such as hyperactivity, 

impulsivity and attention problems using a behavioural checklist provided by the DSM- 5.

The DSM-5 organises eighteen diagnostic criteria into two categories that relate to 

‘inattention’ (nine criteria) and ‘hyperactivity’ (nine criteria).  For a diagnosis to be made 

children must demonstrate at least six of these criteria from both or either of these categories 

in two or more settings while adolescents or adults (over 17 years) must have five of these 

symptoms.  Several of these symptoms must have been present before 12 years.  Many of the 

criteria refer to behaviour that is problematic within the classroom such as getting out of 

one’s seat, wandering around the classroom, failure to pay attention to details or making 

careless mistakes in schoolwork. However, DSM-5 now includes developmental criteria 

appropriate to older adolescents and also adults in the workplace.

A less used, but still quite prevalent, classification system is the World Health Organisation’s 

(WHO) International Classification of Diseases – 10 (ICD-10, 1992).

Fig. 2.1 Summary of DSM-5: ADHD diagnostic criteria
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measurement, assessment and normalisation and the interventions of 
medical, psychiatric, psychological and social experts.

The emergence of the category of the ‘moral imbecile’ to describe chil-
dren with hyperactive behaviour (Still 1902) linked organic and neuro-
logical causes with ‘wayward’ social behaviours such as dishonesty and 
lawlessness (see also, Timimi and Timimi 2015). Causal relationships 
between biology and ‘moral’ conduct defined restlessness, fidgetiness 
and poor attention as indicators of poor moral control in children. Some 
aspects of this account continue to resonate with contemporary under-
standings of ADHD, and Still’s classification is often referred to as a pre-
cursor of the ADHD category (Timimi and Timimi 2015) (Fig. 2.2).

Problematic and persistent presentations of symptoms similar to 
hyperactivity, restlessness and inattention have since been subject to at 
least twenty category label changes (Mayes and Rafalovich 2007). Those 
which are informed by biomedicine include Tredgold’s category of 
 ‘feeble-mindedness’ (see Hall 2008) and post encephalitis lethargica (or 
‘sleepy sickness’). An association between children who had survived an 
epidemic of encephalitis lethargica in the 1920s and inattention and rest-
lessness was identified, and this was attributed to defective neurological 
impulses, brought on by the condition. Both classifications identified 
symptoms of irritability, obstinancy, inattention, and general hyperac-
tivity as indicative of moral difficulty in childhood and both explained 
maladaptive behaviour as physiological pathology (Rafalovich 2008). 

The historical discourse of ‘moral defects’ resonates with a body of research focusing on the 

association of ADHD with criminality; for example, the effects of medication on criminality 

(Lichtenstein, Halldner, Zetterqvist, 2013), the impact of ADHD on adult criminality

(Mordre, Groholt, Kjelsberg, Standstad, Myhre, 2011), and the predictive risk factors for 

children with ADHD and criminal behaviour (De Sanctis, Nomura, Newcorn, Halperin, 

2012). Such studies are focused mainly on boys and men.

Fig. 2.2 ADHD and criminality
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As with Still’s ‘moral imbecile’, the identification of these ‘disorders’ in 
children took place within schools where the behaviour was considered 
inappropriate and problematic. As Rafalovich (2001: 110) states: ‘The 
diagnosis of encephalitis lethargica provided a physiological explanation 
for unconventional, antiinstitutional child behavior’.

Developing knowledge of encephalitis lethargica was underpinned by 
neurological and psychiatric claims about brain function and its effect 
on behaviour, bringing children, who displayed ‘impaired concentra-
tion…. incessant restlessness …….[and] incorrigible impulsiveness’ 
(Foley 2011), under the psychiatric gaze, a gaze which continues to the 
present day. The focus on physiological causes for children’s anti-social 
behaviour highlights Engel’s critique (1977) of the biomedical model 
adopted by psychiatry and its (then, at least) sidelining of psychological 
and social factors. As Rafalovich (2001) suggests, the changing classifica-
tions of mental health disorders can obscure other possible variables such 
as environmental factors influencing the manifestation of postencepha-
litic behaviour in children who had previously been institutionalised. 
Drawing upon Goffman’s looping effect (1961), Rafalovich questions 
whether psychiatrists may have interpreted children’s resistance to their 
institutional environment as symptomatic of mental disorder.

The involvement of psychiatry in interpreting and classifying prob-
lematic childhood behaviour persisted in the following decades. 
Underpinning psychiatric classification is biomedicine’s concern with 
producing knowledge which can be used in the treatment of disease 
or mental distress. This became evident during the 1930s, when chil-
dren, typically ‘deviant’ and institutionalised boys, became subject to 
increasing interest in the effects of medication on their behaviour. For 
example, Charles Bradley (1937) examined the effect of stimulant med-
ication (Benzedrine) on a group of hospitalised boys with a variety of 
mental health disorders. The stimulant medication produced a signifi-
cantly positive impact on the motivation and performance of these boys 
at school, and on their social skills. Of interest to the scientific com-
munity, however, was the more surprising subduing effect of the drug 
on some, but not all, of the boys, ‘Bradley hypothesised that children 
who exhibited such a paradoxical effect may have a more fundamen-
tal physiological condition in the brain that the drug was affecting’  
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(Rafalovich 2015: 87). The ‘serendipitous observation’ (National 
Institute for Health and Care Excellence [NICE] 2009: 231) that 
stimulant medication was effective for hyperactivity in children could, 
however, only be scientifically meaningful if hyperactivity was already 
defined as pathological. Educational, medical and psychiatric knowl-
edge had already linked hyperactivity and restlessness with childhood 
pathology. In a tautological relationship, the discovery of medication 
that modifies such behaviour becomes evidence that the behaviour had 
physiological roots. In this way, stimulant medication became a medi-
calised way to regulate ‘pathological’ hyperactivity.

Similar to any scientific discovery, the emergence of ADHD as a bio-
logical/psychiatric phenomenon was reified through scientific processes 
of representation, fact construction and reconstruction (see Chapter 1). 
Bradley’s ‘discovery’ would lead to new avenues of scientific/biological 
exploration and interest in the effects of medication that continued into 
the following decades. When Ritalin was first tested on children (in the 
50s), according to the psychiatric and medical community, the positive 
response of the children to the medication provided evidence of the 
organic/biological roots of the disorder (Mayes and Rafalovich 2007; 
Singh 2002a).

The 1950s also saw the emergence in 1959 of Knobloch and 
Pasamanick’s concept of ‘minimal brain damage’ (Lange et al. 2010), 
which suggested that hyperactivity in children might be caused by 
lesions to the brain. Lack of evidence of organic lesions on the brain 
resulted in a subsequent shift in labelling and conceptualisation, lead-
ing to the introduction of the label ‘minimal brain dysfunction’ by The 
Oxford International Study Group of Child Neurology in the 1960s 
(Timimi and Timimi 2015). Aside from theorising hyperkinetic disor-
der in terms of brain dysfunction (rather than damage), the category 
minimal brain dysfunction (MBD) provided a much broader definition 
of symptomology, incorporating learning, behavioural and cognitive 
problems (see Timimi and Timimi 2015). The growing medical accept-
ance in the 1960s that hyperactivity could not be attributed to brain 
damage resulted in a shift from ‘aetiologically based definitions towards 
behaviourally based ones’ (Timimi and Timimi 2015: 143); hyperac-
tivity was conceptualised as behaviour that ‘could arise from organic 

http://dx.doi.org/10.1007/978-3-319-76026-1_1
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pathology, but could also occur in its absence’ (Timimi and Timimi 
2015: 143). In 1968, the category ‘hyperkinetic reaction of childhood’ 
replaced MBD in the DSM-II, perhaps introducing ‘a degree of psy-
chiatric legitimacy into the discussion of childhood hyperactivity and 
impulsivity’ (Mayes and Rafalovich 2007: 437). Since 1968, there have 
been five subsequent versions of the DSM (APA 1980, 1987, 1994, 
2000, 2013), and five subsequent definitions of ADHD to reflect 
changing conceptualisations of the relationship between attention/
impulse control and hyperactivity (see Timimi and Timimi 2015).

A historic overview of ADHD reveals more recent biologically 
informed explanations within the areas of cognition, neurobiology and 
genetics. Cognitive dysfunctions are understood to have an underlying 
neurobiological basis and include a malfunction of the central nervous 
system (Kean 2005) and a dysfunction in the dopamine transmitter sys-
tem, which interferes with concentration and attention (Singh 2008a). 
Recent interest in neuroimaging has implicated the involvement of 
fronto-striatal abnormalities in the manifestation of ADHD type behav-
iour (Weyandt et al. 2013). The language and focus of neuroscientific 
research constructs neurobiological difference in terms of deficit and 
this contributes to the neuro-pathology discourse of ADHD. Current 
scientific research is also interested in establishing a genetic basis to 
ADHD (Dillon and Craven 2014). Arguments for this are grounded in 
observations of a greater incidence of ADHD in identical twins than in 
non-identical twins, and among children and parents who are biolog-
ically related, than between children and parents who are not biologi-
cally related (Cooper 2001, 2008; Remschmidt 2005).

Problematising Medical Knowledge as Objective 
and Value-Free

Sociological analyses of the discourses and practices used by scientists 
have indicated that natural science environments are not necessar-
ily value free and objective (see Gilbert and Mulkay 1984). Regarding 
the importance of cultural representation in scientific ‘discovery’, 
Hawthorne (2010) points out how social values are already embedded 
within psychiatric classifications.
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Hawthorne argues, for example, that ADHD diagnostic criteria, such 
as ‘losing things necessary for tasks’ and ‘sitting not still at your desk’ 
are essentially a list of behaviours that challenge socially valued norms. 
Hawthorne also highlights ‘the dichotomy between facts and values’ in 
the way that socially valued concepts become infused with the language 
of science (Hawthorne 2010: 25). With regards to ADHD, this emerges 
in the process of converting scientific observation of inhibitory con-
trol into generalised descriptions of the findings. The neutral language 
of the original observation notes that inhibitory control is ‘slow’ in the 
targeted population of ADHD-diagnosed children. Hawthorne notes, 
however, that the authors provide a ‘slide in usage’ from the factual term 
‘slow’ to the evaluative term ‘poor’. The term ‘poor’ is imbued with a 
socially normative evaluation that faster is better. Similarly, she suggests 
a further ‘slide in usage’, as results indicating slowness in the neutral 
mechanism ‘inhibitory control’ slide into the socially value-laden char-
acteristic of ‘impulsivity’.

This ‘slide in usage’ from the neutral, objective descriptions of scien-
tific observation into the value-laden justifications of scientific endeav-
our is subtly embedded within scientific discourse. As Gilbert and 
Mulkay (1984) indicate, the empiricist discourse of science transforms 
socially constructed facts into absolute truths. Such rhetorical devices 
are also used within the discipline of psychiatry (Harper 2013). In 
accordance with Woolgar’s (1988) analysis of scientific knowledge, the 
reification of scientific facts is supported through the use of ‘objectified 
reliable and valid’ methodological tools (Visser and Jehan 2009), which 
in the case of ADHD involves the increasing use of neuroimaging, MRI 
and PET scans (Visser and Jehan 2009) in the pursuit of increased sci-
entific knowledge about the disorder. Harper (2013) identifies these 
practices as the rhetoric of psychiatry, which work to not only legitimise 
knowledge, but also to legitimise the discipline itself and other institu-
tions. For example, ADHD is framed within psychiatric discourse, and 
has been reified into an ‘uncomplicated, biomedically based phenom-
enon’ (Visser and Jehan 2009). This provides it with an organic and 
medical aetiology which permits a treatment ‘pathway’ and justifies 
medical and pharmaceutical involvement and investment. Hawthorne 
(2010) argues that the social uptake of the ‘valenced concept’ results in 
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a feedback loop that permits ‘another round of interest in its implica-
tions and support of the science’ (p. 21).

Diagnostic classification not only legitimises psychiatry itself, but 
other institutions and disciplines such as clinical psychology, the health 
insurance industry, funding institutions, scientific journals, and of 
course the pharmaceutical industry (see Harper 2013). Despite doubts 
about the validity and effectiveness of medication coming from alter-
native discourses, medicalised treatment is presented, within the 
biomedical model, as the ‘unproblematic’ solution. Stimulant medi-
cation such as methylphenidate and dexamfetamine is typically used 
to treat ADHD and it is officially recommended by the UK National 
Institution of Clinical Excellence as the first line of treatment for adult 
ADHD (Moncrieff and Timimi 2013). Doubts about the validity 
of stimulant medication have been raised since its ‘serendipitous’ dis-
covery in the 1930s. Contemporary debate includes questions around 
interpretations of the impact of medication (see Rafalovich 2015) 
including observations that stimulant medication would have an effect 
on the concentration and energy levels of any child, not only those 
with ADHD (Graham 2008; Singh 2005; Timimi and Taylor 2004). 
Additionally, concern around the potential physical harm caused by tak-
ing stimulant medication is well-documented in the literature (Frankel 
2010; Graham 2008; Rafalovich 2008). The possible side effects iden-
tified include psychotic reactions, the development of tics, an increased 
tendency to self-harm and a suppression of appetite leading to reduced 
growth rates. However, effectiveness of treatment is defended rigor-
ously by many psychiatrists (Rafalovich 2015). Moncrieff and Timimi’s 
(2013) also point out how NICE ignore the absence of longitudinal 
studies into the effectiveness of medication:

the guideline identified that drug trials have shown no long-term bene-
fit in ADHD, but still recommended treatment with stimulant drugs 
for children with severe symptoms and for all adults claiming consensus 
for this position… [The guideline] demonstrates how contradictory data 
are managed so as not to jeopardise the currently predominant view that 
ADHD… [is a] valid and un-contentious medical… [condition] that 
should be treated with drugs. (Moncrieff and Timimi 2013: 59)
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Resistance

Although Foucault’s explanation of compliance points to the constrain-
ing effects of discourse within a regime of truth, individuals are by no 
means passive subjects: ‘being socially constrained does not preclude 
being creative. Where there is power, there is also, inevitably, resistance’ 
(Goodley and Rapley 2001: 230). Individuals might be constrained by 
dominant discourse or institutional and social practices, but they are 
also able to take up or resist subject positions. An example of this can 
be seen in relation to autism where ‘a competing discourse of neurodi-
versity has emerged as reaction to a medicalised neurological discourse’ 
(O’Dell et al. 2016: 172). The neurodiversity movement rejects the stig-
matising effects of impairment discourse and has become an increasing 
force for activism and resistance. As O’Dell et al. (2016) comment:

Neurodiversity discourse enables a challenge to dominant understandings 
of autism as a neurological deficit, instead focusing on autism as neuro-
logical difference. It also offers a way of naming non-autism and render-
ing visible power structures that naturalise an NT [Neurotypical] world 
[….]. For neurodiversity activists, the power of neuroscience serves to 
legitimise autism as a positive state rather than a deficit and provides a 
powerful mechanism for securing social rights and gaining political recog-
nition. (O’Dell et al. 2016: 172)

One constraining, yet enabling effect of knowledge can be seen in 
the take up of stimulant medication to manage ADHD. Recent years 
have witnessed a dramatic global increase in the prescription rates of 
these stimulants and NICE (2009: 28) indicates that between the late 
1970s and the late 1990s global prescription rates rose from 0.5 per 
1000 children to more than 3 per 1000 in the late 1990s (Horton-
Salway 2012). With regards to the UK, NICE (2009) reports a marked 
increase in prescription rates since the 1990s. Frankel (2010) suggests 
prescriptions rose from 6000 in 1994 to 461,000 in 2007. UK media 
reported 50% increase in Ritalin prescription between 2007 and 2012 
from 420,000 to 657,000 prescriptions (Donnelly 2013; Meredith 
2013; Saul 2013).
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However, alongside this willingness to take up medication as a way 
of regulating behaviour, there are indications of resistance to this. For 
example, uncertainty around long-term medication of children is sug-
gested by reports of clinicians’ ambivalence, and the ‘perceived risk of 
harming children’ is managed through talk of ‘medication holidays’ 
(Rafalovich 2005: 316). Similarly, parents also reveal an uncertainty 
around medication, particularly, at weekends and holidays (Singh 2004) 
and they, too, talk of medication breaks (Neophytou and Webber 2005; 
Singh 2005) and ‘fine-tuning’ of their child’s medication (Taylor et al. 
2006; Litt 2004). This resistance to the ‘complete’ medical ‘package’ 
may be indication of incomplete medicalisation, which occurs when 
there is medical uncertainty or only partial recognition (Gray Brunton 
et al. 2014; Malacrida 2004), and this may be linked to the existence 
of other competing discourses such as the psychological and the social, 
which we turn to next.

Psychological Explanations

Although we have separated the three discourses of bio, psycho and 
social, there is much overlap and blurring between the boundaries of 
these fields of professional expertise. Graham (2007: 13), as cited in 
Bailey (2014: 101), talks of the ‘awkward alliance’ between the differ-
ent medical and mental health discourses within prevalent understand-
ings of ADHD. As Bailey indicates, although the definition of ADHD 
was first circumscribed within psychiatric discourse by the APA, it is a 
term used by a range of professionals from across the medical, psychol-
ogy and social care professions. A distinction that can be made between 
the discourses of psychiatry and the discourses of psychology is that the 
former is concerned with biological developmental accounts while the 
latter is concerned with cognitive, psychosocial or environmental factors 
to explain developmental difference (see Bailey 2014: 101). Note, how-
ever, Harper’s observation (2013: 80) that the availability of a moral dis-
course ‘as an alternative to a discourse of psychiatric diagnosis hints at 
its powerful social functions’.
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The ‘awkward alliance’ between psychiatry and psychology can be 
traced historically. In the early days of the discipline, between the two 
world wars, psychologists were ‘handmaidens’ (Rose 1999: 236) to 
medicine, required to carry out assessments to support psychiatric diag-
nosis. However, psychology, in the 1950s, came to occupy a distinct 
professional position from psychiatry, one primarily informed by behav-
iourism. As Rose says:

Neurotic disorders, personality disorders, and many types of criminal con-
duct were not ‘illnesses’ but problems of behaviour acquired in large part 
by the processes of learning, unlearning, or failure to learn. Psychiatry was 
inappropriate to treat such problems, for the processes involved were out-
side the scope of medical training and did not require the sophisticated 
and expensive clinical skills of the doctor. (Rose 1999: 237)

Biological explanations do not always, or entirely, remove responsibil-
ity for pathological symptoms from individuals. Recent developments 
in genetics implicate parents in passing on the ADHD gene, and moth-
ers are often implicated in biological-development accounts of ADHD  
(see Bailey 2014). However, psychology’s focus on psychosocial and 
environmental factors, implicates individuals and society with ADHD 
in additional ways. While biomedical explanations situate individu-
als within a relatively blame free account of ‘pathological inheritance’ 
(Bailey 2014: 98), psychological explanations place focus on the indi-
vidual or family environment.

Despite this difference in emphasis, much of psychological knowl-
edge does not, necessarily, represent a challenge to medical knowledge, 
but can be understood as an extension of it (Radley 1994). Psychology 
works alongside medicine to provide alternative, but often, complemen-
tary knowledge and explanations of pathology. Mainstream psychology’s 
close association with the medical model of disease is apparent in its 
methods, informed by the natural sciences to discover cause and effect 
relationships between cognitive behavioural risk factors and the devel-
opment of disease or pathology.

While psychological interventions are predominantly aligned with 
the practice of medicine, with resident clinical psychologists embedded 
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within hospitals and clinics, the psychological technologies for self- 
improvement and regulation permeate all institutional contexts and 
fields of human experience, such as schools (educational psychologists), 
in organisations (organisational psychologists), therapeutic and social 
work contexts (psychotherapists) and even popular forms of self help. 
As Rose (1999) argues, popular culture is saturated with psychological 
knowledge and, therefore, infuses all forms of human experience. The 
‘giving away’ of psychological expertise is a good example of how the 
practices of governance and self regulation work by inviting individuals 
to take up methods of self improvement in order to become ‘better’ cit-
izens. The ever expanding reach of psychological knowledge into differ-
ent institutional sites and contexts can be seen in the history of ADHD.

The Family and the Psy Disciplines

Of particular relevance to ADHD, are the discourses of developmental 
psychology, embedded within the differentiating logic of the school and 
clinic, and psychotherapy. The category of ADHD has, until the most 
recent DSM (DSM-5, APA 2013), been predominantly identified as a 
disorder of childhood. The identification of ‘disorder’ in children is very 
much tied to the development of the ‘psy disciplines’ and the emerg-
ing science of developmental psychology. This coincided with the emer-
gence of psychoanalysis, originally located within the field of medicine, 
and its interpretations of childhood behaviours. Both psychology and 
psychotherapy produce theories which construct normalising notions of 
childhood and healthy development as well as normative assumptions 
about what constitutes appropriate parenting. Responsibility for iden-
tification, prevention and management of irregular behaviours has been 
situated within schools and the family.

With mass education came the opportunity for the observation and 
normalisation of childhood behaviour with the ‘psy’ professions draw-
ing on the statistical concept of the ‘normal distribution’ to describe 
human variability. Developmental psychology, in particular, has estab-
lished a particularly powerful framework of physical, social and emo-
tional developmental norms for children to be measured against,  
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‘enabling “appropriate” action to be taken by expert psychologists for 
any individuals falling outside of the “normal range”’ (O’Dell and 
Brownlow 2015: 297). The discursive practices around ‘appropriate’ 
developmental stages appear within healthcare and clinical practice, in 
educational settings and within policy, media and literature directed 
towards the family. Families are implicated in the successful develop-
mental outcomes of their children, and the idea of normative devel-
opment is a way of regulating not only children but also their parents,  
and mothers in particular (see Burman 2008; O’Dell and Brownlow 
2015). Within this discourse, ADHD is positioned as a developmental 
problem to be treated within the context of the family.

Parents are similarly implicated within psychoanalytic discourses, 
especially in relation to their children’s social and emotional develop-
ment. Psychoanalysis very much focuses on the dynamic relations 
within families. At the same time as biomedical explanations of chil-
dren’s ‘anti-social’ behaviour were being proposed, psychodynamic 
explanations also located these problems within the context of dysfunc-
tional family dynamics (see Rafalovich 2015). In particular, this dis-
course focused on mother and child relations and was concerned with 
the effect of mothering styles on children’s emotional and psychological 
outcomes. The ‘refrigerator mother’ (Bettelheim 1959) became a well-
known concept within popular discourse, aligning responsibility for 
children’s atypical development with maternal deficit. The emphasis on 
mother and child relationships runs through psychoanalytic and psy-
chodynamic discourses, with a particular focus on mothers and emo-
tionally disturbed sons. As we noted in Chapter 1, however, the practice 
of psychoanalysis had been regarded as ‘a hodgepodge of unscientific 
opinions, assorted philosophies and “schools of thought”…’ (cited 
in Engel 1977: 589) and this critique had led to the subsequent alli-
ance of psychiatry with the biomedical model. Bradley’s (1937) work 
with institutionalised boys, for example, had combined psychoanalytic 
thinking with his biomedical exploration of stimulant medication to 
account for, and to treat, the behaviour of emotionally disturbed boys. 
Singh points out that ‘throughout this period of experimentation with 
Benzedrine the possibility of mother’s toxicity and the necessity for 
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separating mother and child went unchallenged in published articles’ 
(Singh 2002a: 590). Maternal accountability for children’s developmen-
tal outcomes extended beyond their attachment styles to the appropri-
ate management of their children’s problems. For example, the problem 
of ‘emotional disturbance’ was used in the 1950s to define hyperactivity, 
inattention, moodiness, delinquency and impulsiveness (Singh 2002a). 
Although a particularly vague term, the consensus was that emotional 
disturbance was a secondary symptom of an underlying disorder. This 
was thought to lead to ‘disturbed’ behaviour without appropriate inter-
vention and mothers were accountable to be vigilant and alert to their 
children’s underlying difficulties and, so, manage them appropriately.

The influence of psycho-social (or environmental) factors on chil-
dren’s disordered behaviours was a powerful idea within popular culture. 
According to Singh (2002a), while medical terms such as MBD were 
more prevalent in scientific literature, the term ‘emotional disturbance’ 
was used more in popular literature. MBD was understood to be caused 
by organic factors and ‘emotional disturbance’ by anxiety and conflict. 
However, despite these distinct understandings, they became closely 
entwined with one another. This convergence of discourses is reflected 
in the language used by the DSM-II (APA 1968), in which all child-
hood disorders were described as ‘reactions’ to childhood (Mayes and 
Rafalovich 2007), and, specifically, the ancestor of today’s ADHD clas-
sification was the label ‘hyperkinetic reaction of children’.

Although psychoanalytic concepts such as the ‘refrigerator mother’ 
are largely discredited today, the legacy of this discourse can be seen 
within psychological discourse of the early twenty-first century with, 
for example, a particular group of psychologists classifying ADHD as 
‘attachment-deficit-hyper-reactivity disorder’, a consequence of the 
impact of post-natal depression on children’s behaviour (Halasz et al. 
2002, see Bailey 2014: 101). Mothers are similarly implicated by recent 
psychological studies aligning ADHD with factors such as maternal 
mood (Vander Ploeg Booth et al. 2010) and mothers’ parenting style 
(Tancred and Greeff 2015; Moghaddam et al. 2013). The focus on 
mothers and their sons remains a notable feature of the contemporary 
discourse of ADHD, and it is replicated across a range of contexts that 



44     A. Davies

we have explored in this book, through the use of psychosocial explana-
tions of ADHD.

Psychosocial explanations of ADHD are linked with different kinds 
of interventions from biomedical ones. Psychological knowledge, in 
the form of cognitive behavioural therapy or parenting classes, informs 
interventions currently offered for individuals or families affected by 
ADHD. NICE guidelines (2016) suggest that for pre-school children 
‘Healthcare professionals should offer parents or carers of pre-school 
children with ADHD a referral to a parent-training/education pro-
gramme as the first-line treatment’, while for school-age children with 
moderate impairment ‘Group-based parent-training/education pro-
grammes are usually the first-line treatment for parents and carers of 
children and young people of school age with ADHD and moderate 
impairment’ (NICE 2016).

The emphasis in psychological discourse on the role of the family in 
regulating their child’s behaviour is also (re)produced within prevalent 
neoliberal ideology, which situates responsibility for social problems 
with the individual, and the family. Francis (2012) argues that essential-
ist notions of motherhood position mothers as particularly responsible 
for the ‘outcomes’ of their families and children. Neoliberal ideology, 
therefore, provides a context for the convergence of the medical dis-
course around ADHD with other discourses around parenting and 
maternal blame. Science, and psychological discourse about ADHD 
and best parenting practices, has also entered the domestic space in the 
form of popular magazines, public health information and, in recent 
years, parenting groups. Parents (and mothers specifically) are impli-
cated within political discourse as well as psychological discourse with 
their children’s disorder, and medicalization of ‘disordered’ childhood 
behaviour provides a release from condemnation and stigma (Conrad 
2006) as the understanding of the deviant behaviour shifts from one of 
‘badness’ to one of ‘illness’. As Conrad (2006: 5) states, ‘with badness 
the deviant was considered responsible, with sickness he [sic] is not’. 
From this sociological, social constructionist view, a turn to biomedi-
cine exonerates parents, particularly mothers, from blame for childhood 
deviance and misbehaviour.
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Sociological Explanations

Sociological explanations of ADHD relate to social norms, values and 
expectations and how these have come to shape our definitions and 
understanding. A sociological viewpoint would consider the practices of 
medicine and medical expertise alongside the social activities and social 
context of the patient (see Radley 1994: 12). In this way,

the actions of the doctors – how they classify disease, how they treat 
patients, how they admit individuals to the sick role – also become sub-
jects for sociological study. Medical knowledge can be treated as some-
thing that does not merely reflect states of the body; it is also a means for 
doctors to exercise authority over their clients. (Radley 1994: 12)

However, sociological social constructionist critiques of the medi-
cal model include the argument that scientific classification is not a 
 value-free scientific endeavour, but produced within particular relational 
and social contexts and regimes of truth. Diagnosis is located within 
the fluctuating historical understandings of ‘disordered’ behaviour and 
pathology (see Kirschner 2013; Foucault 1991, 2003, 2006) and is also 
dependent on the subjective basis of clinical judgement.

The subjective basis of judgement is a concern that the British 
Psychological Society raised in relation to DSM-5, particularly in rela-
tion to the vagueness of some of its diagnostic categories (BPS 2012). 
Diagnostic descriptions of mental health disorders are imbued with 
evaluative terms that require subjective judgement. In relation to 
ADHD, Whitely (2015) points out that in DSM-IV (APA 2000),

all 18 behavioural diagnostic criteria include the word ‘often’. How often 
a child ‘fidgets or squirms in their seat’ or ‘interrupts’ or ‘avoids home-
work’ or ‘fails to remain seated when remaining seated is expected’ or ‘is 
distracted by external stimuli’, etc., so that they exhibit ‘some impair-
ment’ is not defined in DSM-IV. (Whitely 2015: 498)

The terms used to describe the diagnostic criteria of ADHD include 
‘some impairment’ (what is meant by some?), ‘fails’ and ‘has difficulty’. 
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These terms are evaluative and require a degree of subjective judge-
ment about the ‘quality’ of performance of a task. As Lemma (1996: 
4) states, ‘everyone performs actions that do not correspond with our 
definitions of normal behaviour but that only in certain circumstances 
do they receive a stigmatising label’. Critical approaches to psychiatry 
argue that ADHD symptoms are barely distinguishable from normal 
childhood behaviours (Whitely 2015; Timimi and Taylor 2004; Timimi 
and Timimi 2015).

As Conrad put it, the emergence of ADHD as a psychiatric category 
is an example of the medicalisation of social problems, particularly the 
‘deviant’ behaviour of young boys (see Rafalovich 2015; Conrad 1975, 
2006). This increasing tendency to interpret deviance in medical terms 
has been identified as significant in the pathologisation of childhood 
difficulties (Rafalovich 2015). As Conrad and Potter (2006) write:

Medical diagnostic categories, perhaps especially psychiatric categories 
are often fluid and subject to expansion or contraction. The extension 
of established diagnoses is especially interesting for it can occur almost 
unnoticed as part of regular medical practice and, at the same time, 
expand the realm of medicalisation in significant ways. (Conrad and 
Potter 2006: 103)

The fluidity of the ADHD category according to changing DSM classi-
fications is well documented, but in DSM-5 (APA 2013), the category 
is expanded to incorporate adults as well as widening the inclusionary 
criteria for children. One way of interpreting this is to suppose that 
medical knowledge becomes more sophisticated and discovers ‘better 
truths’ about its subject matter. Another interpretation, however, is that 
this is an example of ‘bracket creep’ (Kirschner 2013), a term used to 
describe the expansion of both psychiatric diagnostic categories and the 
number of people who are captured within these categories. The expan-
sion of psychiatric categories or ‘bracket creep’ becomes accepted and 
assimilated into diagnostic practice and everyday knowledge. Rafalovich 
(2015) points out the impact of medicalisation on school-age children, 
highlighting the quite significantly high numbers of school-age boys 
taking stimulant medication for behavioural problems.
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it is clear that at the extra-discursive level the discourses of medicine 
which have realised themselves through medical practices of individuals 
and clinicians in response to the discursive field of ADHD demonstrate a 
widespread subscription to the legitimacy of the neurological argument -  
ADHD is a bona fide brain impairment that requires long-term (if not 
permanent) medical intervention in the form of stimulant medications. 
(Rafalovich 2015: 89)

This cumulative process of scientific classification produces categories 
such as ADHD, and the progression of DSM through its different ver-
sions shows how ADHD came to be understood as a discrete condition 
with recognisable and specific aetiologies and treatment pathways. The 
legitimacy of the scientific/medical label for ADHD is one that has 
been taken up globally and is now the most commonly diagnosed psy-
chiatric childhood condition in the world (Bailey 2014). For Rafalovich 
(2015) and many other critics this is a point of concern. Had diagnoses 
of health conditions such as cancer or heart disease risen at the same 
rate as those of ADHD, he suggests, there would no doubt have been 
widespread public debate and enquiry about the reasons why. Such 
interrogation, he argues, is not directed towards the ‘ADHD industry’ 
(see Rafalovich 2015: 89). In Chapter 3, we will explore how ADHD is 
represented to the public in an analysis of media discourse.

Medicalisation and the Pharmaceutical Industry

The biomedical, neurocentric perspective of ADHD (see Bailey 2014: 11)  
constructs, what Rose (2007) identifies as neurochemical citizenship, and 
for those caught up in its discursive net, this confers particular ways of 
being and making sense of oneself. This is enabled through ‘legitimate 
forms of knowledge and the correct institutional arrangements’ (Bailey 
2014: 11), which, in a looping effect, reconfirm the neurocentric view 
of pathology and normality. A legitimate, and acceptable, way to man-
age ADHD within this perspective is pharmacological intervention in 
the form of stimulant medication. It is argued by sociologists (Conrad 
2006) that the ‘pharmaceutical revolution’ that has taken place since the 
mid-twentieth century has significantly impacted on the increase and 
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diagnosis of childhood disorders such as ADHD. As the DSM expands 
its diagnostic criteria, there is a parallel expansion in the market for stim-
ulants (Whitely 2015).

Doubts around stimulant medication in the treatment of ADHD 
describe a symbiotic relationship between pharmacology and psychiatry 
(Harper 2013) and a critique of the role played by the pharmaceutical 
industry in promoting medicalization of certain childhood behaviours. 
Critics also indicate the involvement and financial support of the phar-
maceutical companies with some parent support groups (Graham 2008; 
Conrad 2006, 2007; Lloyd and Norris 1999; Billington and Pomerantz 
2004) and they claim this indicates mutual benefit to both the drug 
companies and the parenting groups. Conrad (2007) has expressed a 
further concern that redefining ADHD as a lifetime disorder could lead 
to children and adults being on medication indefinitely.

Variation in Prevalence Rates

The variation in prevalence rates, even within countries, and the 
increases in diagnosis across the globe are cited as evidence by socio-
logical critiques of medicalisation (Timimi and Timimi 2015). This is 
particularly so in relation to cultural and gendered differences in diag-
nostic rates. The British Psychological Society (2012) expressed concern 
that ‘the differential diagnosis rates for the existing condition between 
the U.S. and the U.K. of 8% to 1.5% are in themselves evidence of the 
potential risk for overdiagnosis.’ In addition to differences in prevalence 
rates, Timimi and Timimi (2015) point out that diagnosis in these two 
countries is associated with different social groups. In the UK, diagno-
sis is more prevalent in boys from lower socio economic groups, who 
exhibit behavioural problems whereas in the U.S., the disorder is more 
often associated with low academic achievement in boys from middle 
socio economic backgrounds.

Variation in prevalence rates across the world is reported in several 
studies (Polanczyk et al. 2007, 2014). According to Willcutt (2009), 
worldwide prevalence rates in children and adolescents ranged between 
5.9 and 7.1%. At the same time, a UK study claimed ADHD affected 
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3–5% of children (McCarthy et al. 2009). More current figures put 
prevalence rates at between 2 and 5% of UK school children (National 
Health Service 2012). Variation in prevalence occurs within countries 
as much as it does between countries. Morrow et al. (2012) found that 
children born at the end of the school year were more likely to have a 
diagnosis than children born in the earlier part of the year. Such vari-
ations in diagnostic rates of ADHD might also indicate the arbitrary 
nature of diagnosis and raise questions about the cultural and subjective 
interpretation of behaviour.

However, Singh (2008a) cautions against dismissing ADHD as a 
mythical scientific category simply because of the discrepancies in prev-
alence rates and, instead, distinguishes between the causes of ADHD 
and the causes of over and under diagnosis. Contributory factors to 
diagnosis include the influence from pharmaceutical companies and 
contemporary educational practices in western cultures. For example, 
in the UK, the steepest increase in the number of methylphenidate 
prescriptions (a rise of over 2000% between 1991 and 1996) coin-
cided with the appearance of Cuba-Geigy, the largest provider of meth-
ylphenidate, in the UK (Norris and Lloyd 2000). Problems at school 
are an important driver for the process of diagnosis and many of the 
criteria necessary for an ADHD diagnosis are related specifically to an 
educational context (Bailey 2014; Conrad 1975; Singh 2008b). Adams 
(2008) suggests that children’s compliance and their increased perfor-
mance in exams has become the prime focus of education in neo-lib-
eral societies. Educational policy and targets combined with reductions 
in funding can leave teachers struggling to manage contradictory pol-
icies of increased attainment along with the inclusion of pupils with 
special needs (Adams 2008; Graham 2008). Teachers, under pressure 
to achieve certain targets, in the absence of funded teacher assistants, 
may be more likely to seek a medical explanation or solution for a child 
whose behaviour is difficult to control within the classroom. These are 
possible contributory factors to increased diagnostic rates in such con-
texts. The availability of a medicalised discourse enables an explanation 
for low academic achievement other than in terms of school failure and 
also provides a solution to behavioural problems in the form of medi-
cation. The power of such discourse has created new ways of ‘knowing’ 
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the schoolchild. As Graham (2006: 20) suggests the ‘diagnostic vernac-
ular has permeated social and educational discourses to the point that it 
is hard to describe or conceptualize children’s classroom mis/behaviour’.

Sociological approaches to the study of medical categories regard a 
cross-cultural perspective as useful to illuminate the role of social con-
text in shaping our understanding of disease and disorder. Although the 
profile for ADHD is changing, with countries such as Brazil reporting 
similar prevalence rates to the rest of the world (Arruda et al. 2015), 
ADHD had predominately been confined to Anglophone nations 
(Mchoul and Rapley 2005), and, specifically located within schools. 
Behaviour, which might be interpreted as ADHD within a UK class-
room is likely to be framed in terms of poor classroom management 
in Korea (Hong 2008) or within the child’s environment in Denmark 
(Holst 2008). The diverse cultural approaches to ADHD suggest that 
what is considered deviant behaviour in one culture may be more 
acceptable in another (Einarsdottir 2008) or it might be attributed in 
different ways according to the dominant theories in those countries.

However, although it is tempting to adopt a strongly relativist posi-
tion in relation to these diverse cross cultural interpretations of ADHD, 
as Singh (2008b: 348) indicates, there is also cross cultural consensus 
that ‘there exists a group of children whose impulsive and hyperac-
tive behaviours are qualitatively different, and more severe, than other 
groups of children’. Indeed, there is debate around whether cross cul-
tural or geographical variability is truly significant. Despite variances 
in understandings of ADHD, Polanczyk et al. (2007) argue that, with 
the exception of significant variability in diagnostic rates between North 
America and both Africa and the Middle East, variability has been over-
emphasised in the literature and can be explained by the methodologi-
cal characteristics of studies. Nevertheless, it is clear that the meaning of 
ADHD is located within cultural and historical contexts.

ADHD and Gender

Variations in prevalence rates also occur between boys and girls, and 
men and women. The ADHD diagnosis is far more likely to be applied 
to boys than to girls (Horton-Salway 2011, 2012; Ohan and Visser 
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2009; Lloyd and Norris 1999). The DSM-5 (APA 2013) suggests that 
the prevalence rate of ADHD is 5% of schoolchildren and the ratio of 
boys to girls diagnosed with the disorder ranges is 2:1. According to the 
US Centre of Disease Control and Prevention (2014), in 2013, only 
5.6% of girls were diagnosed with the disorder compared to 13.2% of 
boys (Rafalovich 2015). This gender imbalance in rates of diagnosis is 
not accounted for by neurobiological explanations (Bailey 2010).

One line of argument is that boys have more overt symptoms of 
ADHD than girls (Quinn 2005). In particular, an ADHD diagnosis for 
a boy is more likely to have a high co-morbidity with conditions such 
as conduct disorder or oppositional defiant disorder. In contrast, it is 
claimed that girls with an ADHD diagnosis are more likely to develop 
internalising symptoms (Quinn 2005) such as anxiety and depression. 
The externalising disruptive behaviour displayed by boys is more prob-
lematic for teachers and, so, they are more likely to be referred for diag-
nosis (Horton-Salway 2012; Ohan and Visser 2009). A second line of 
argument suggests that the disproportionate diagnosis of boys is a result 
of a perception by parents and teachers that intervention, specifically 
in relation to learning support within schools, is of more benefit to 
boys than it is to girls, perhaps reflecting a cultural bias towards educa-
tion being of higher importance to boys than to girls (Ohan and Visser 
2009). A third suggestion is that research into ADHD is disproportion-
ately skewed in favour of boys, and that, consequently, clinician, parental 
and teacher knowledge of ADHD is constructed through texts in which 
boys’ behaviour becomes visible, whilst girls’ behaviour is rendered invis-
ible (Bailey 2009). Bailey suggests this is the legacy of a historic propen-
sity to study problematic male populations. Certainly, the early ‘history’ 
of ADHD would support this: from Still’s (1902) (boy) moral imbeciles, 
identified as ‘backward’ within the context of their school environment, 
to the identification of encephalitis lethargica in the 1920s in the post war 
male population (specifically within schools and institutions consisting 
of boys), through to Bradley’s (1937) experimental testing of Benzedrine 
on young, hospitalised boys. As Bailey says (2009: 172), ‘each advance 
in medical perspectives was based on the availability of a male problem 
population upon which to drive the natural science’.

The propensity of research into problem male populations is matched 
by an equally biased focus towards mothers. Studies can be seen to 
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focus on mothers and, in so doing, to (re)produce the socio-cultural/
historic repertoires of mother-blame (Bennett 2007; Blum 2007). It 
is within this context of mother-blame that diagnosis is sought mostly 
by women, who are the ‘primary instigators of a diagnosis’ (Singh 
2008b: 356). However, we do note that maternal calls for diagno-
sis varied across socio-cultural contexts. For example, an earlier study 
by Malacrida (2001) found that in Canada, which has a higher rate of 
diagnosis than the UK, mothers were much more likely to resist classifi-
cation of their sons’ behaviour, whereas in the UK, mothers were much 
more likely to seek out a diagnosis of ADHD, often in opposition to 
professional opinion. Fathers, on the other hand, appear far less in the 
literature relating to ADHD (Davies 2014; Horton-Salway 2012; Gray 
2008). In addition, fathers are typically presented as being less likely to 
seek diagnosis (Singh 2003).

The controversy around prevalence rates is intensified by statistics 
which indicate that, in childhood, ADHD is a condition more com-
monly diagnosed in boys than girls. In adulthood, however, the male 
to female prevalence ratio narrows to 2:1 (Williamson and Johnston 
2015) which is supported by claims that women represent the highest 
growth rate in diagnosis (Vingilis et al. 2015; Henry and Jones 2011; 
Castle et al. 2007). This increase in diagnostic rates amongst women 
may partially be explained by revision to the DSM-5 (APA 2013), 
which now includes more adult inclusive criteria (Winter et al. 2015). It 
could simply be the case that women, whose ADHD was overlooked in 
childhood, are now ‘catching up’ in adulthood. It could also be another 
example of ‘bracket creep’ discussed earlier. Critical studies of adult 
ADHD in women also interrogate mental health categories in relation 
to modern discourses of femininity (Winter et al. 2015; see also Metzl 
and Angel 2004) which we discuss further in Chapter 6.

Social Explanations

Social explanations for ADHD that provide a powerful complemen-
tary discourse to the one provided by the biomedical model are not 
exclusively put forward by sociologists. Timimi, a child psychiatrist, in  

http://dx.doi.org/10.1007/978-3-319-76026-1_6
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dialogue with Taylor, a child psychiatrist who holds different views, 
queries whether ADHD is a cultural construct rather than a medical 
reality (Timimi and Taylor 2004). He cites the absence of a medical 
test for ADHD, cultural differences in prevalence rates, high levels of 
co-morbidity of the disorder, and the relatively small sample sizes used 
in neuroimaging studies as reasons to doubt the veracity of ADHD as 
a biomedical entity. Rather, he considers external factors such as fam-
ily breakdown, frenetic family life, school pressure, the breakdown of 
moral authority within the family, and even the competitive nature of 
the market economy as being detrimental to children’s mental health 
(Timimi and Taylor 2004).

Since the 1940s and 1950s there has been scepticism towards the 
neurological approach to ADHD. As well as the social factors consid-
ered by Timimi, other social explanations offered as a way of under-
standing the causes of ADHD include the over stimulation of modern 
life and the bombardment of children with fast and often frenetic visual 
and sensory information through television and gaming (Rafalovich 
2008; DeGrandpre 2000). Since the 1970s, literature linking behaviour 
and diet has received popular attention. In particular, reactions to artifi-
cial food additives (Rafalovich 2008; Feingold 1974) are said to produce 
hyperactivity in children.

Sociological and social constructionist explanations provide one pos-
sible way of interpreting cultural and gendered variations in diagnostic 
rates of ADHD and in providing alternative explanations for ADHD 
like behaviours. Sociological knowledge produces a distinctly different 
discourse from that produced by biological and psychological knowl-
edge. However, these three approaches are combined within the biopsy-
chosocial model.

The Biopsychosocial Approach

Current medical, psychiatric and academic literature acknowledges the 
‘complex interplay between genetic susceptibility and environmental 
risk’ (Tarver et al. 2014; Vander Ploeg Booth et al. 2010). This interplay 
is identified in various ways: psychosocial (Bailey 2014; Furnham and 



54     A. Davies

Sarwar 2011), bio-social (Gillies et al. 2016), bio-psycho-social (Gray 
Brunton et al. 2014), depending on the focus of the study. A biopsy-
chosocial approach brings together biological and psychosocial explana-
tions, and calls for a parallel consideration of biological, psychological 
and social factors in understanding ADHD. The implication of such an 
approach is that change in any one of these areas would be associated 
with change in the other two. The call for a biopsychosocial approach 
has been made by many ADHD researchers critical of an entirely bio-
logical explanation for behavioural symptoms (Cooper 2001, 2008; 
Gray 2008; Sonuga-Barke 2005; Singh 2002b; Colley 2010). This 
implies a multimodal approach to treatment incorporating medication 
with other forms of intervention such as behavioural or family therapy. 
This is the approach advocated by current UK health policy frameworks 
(see NICE 2009).

A biopsychosocial approach mediates between the dichotomous 
viewpoints of ADHD as a biologically produced medical disorder and 
ADHD as a psychologically/socially produced disorder. The emphasis is 
on finding and understanding the aetiological or epiphenomenal roots 
of ADHD, seeking evidence of association between psychological and 
social factors and biological impairment. This approach, however, does 
not interrogate the historically situated meanings that produce these 
perspectives and shape our understanding of the category (Comstock 
2011). In this way, the biopsychosocial model does not offer a concep-
tual challenge to the biological ‘truth’ of ADHD, and so, the psychiatric 
category remains robust. For example, biopsychosocial explanations do 
not challenge how psychiatric knowledge is imbued with social values, 
defining behaviours such as slow inhibitory control and lack of focus 
in terms of impairment as in the case of ADHD. Hawthorne (2010) 
argues that social interests provide support for scientific investigation 
of ADHD because the classification implicates the socially valued char-
acteristics of control, focus, individual responsibility and productivity. 
Scientific data collection, she argues, is thus driven by discovering and 
revealing dysfunction in these areas, so that these problematic behav-
iours can be managed and appropriate intervention can be identified. 
Implicated in this largely invisible process of selection and interpreta-
tion of data are the pharmaceutical companies, which endorse and 
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financially support research into the effects of stimulation medication 
on the brain’s dopaminergic system (Hawthorne 2010). Despite increas-
ing calls for a multimodal approach, pharmacotherapy is favoured 
as a treatment approach. At the time of writing, the most recent UK 
National Health Service fact sheet on treatment of ADHD had fore-
grounded medication before other therapies (NHS 2014). This can per-
haps be understood by considering that treatments used in health are 
situated within a research, policy and practice context that values and 
privileges evidence based medicine (EBM). Karim (2015) describes 
EBM as ‘a system which in research terms is dominated by the ran-
domised control trial study [which] is a mechanism used to test the 
efficacy of a particular treatment’ (Karim 2015: 31). Karim goes on 
to describe how EBM produces ‘hierarchies of evidence’ which priv-
ilege positivist, quantitative research methods (see Karim 2015: 33). 
EBM regards mental health treatment ‘as a series of discrete interven-
tions targeted at specific malfunctions in our biological or psychological 
make-up’ (Thomas et al. 2012: 296). This does not offer the ‘whole pic-
ture’ (Thomas et al. 2012) and sidelines the significance of culture and 
meaning in mental distress and mental health practice.

Neurobiological Development and Parent  
Accountability

A biopsychosocial approach understands the social context of the child 
to potentially impact on the development of ADHD, implicating fam-
ilies in the production and treatment of ADHD. Causal relationships 
between social and biological variables are increasingly being sought 
to account for neurobiological development. For example, biological 
developmental accounts of ADHD reference the potentially adverse 
effects of mothers’ (pre-natal) drinking and smoking on neurological 
development (see Bailey 2014). Similarly, maternal stress levels and sub-
sequent levels of excess cortisol are implicated in children’s neurologi-
cal development in general (see Gillies et al. 2016) and as a potential 
risk factor in the development of ADHD symptomology, in particular 
(Vander Ploeg Booth et al. 2010). This focus on early developmental 
stages is both enabled by and enabling of neuroscientific and genetic 
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applications. Examples of contemporary research activity include 
interest in the association between brain plasticity and early child-
hood experience (see Gillies et al. 2016; Rose 2013) and identifying 
bio-markers as predictive indicators of psychiatric disorders, including 
ADHD (Slaby 2010; Singh and Rose 2009). In their paper, Singh and 
Rose (2009) argue that there is inadequate evidence that bio-markers, 
alone, can predict the inevitability of a psychiatric disorder. However, if 
incorporated with social and environmental risk factors, such as poverty, 
abuse or alcohol, then ‘biomarkers could be powerful predictors that a 
disorder will develop’ (Singh and Rose 2009: 203). Whilst many com-
mentators welcome a turn towards the social in biological discourses, 
others are more cautious, raising concerns that within the neurosci-
entific lab, the ‘social’ becomes reduced to interpersonal primary car-
egiver relations (Gillies et al. 2016; Rose and Abi-Rached 2013) rather 
than wider social problems such as poverty and inequality. As Gillies 
et al. (2016) argue, ‘maternal behaviour is commonly positioned at 
the interface of the social and biological, reflecting not only gendered 
assumptions but also a set of late modern contentions about parenting 
as profoundly formative of individual life chances’ (2016: 223). They 
argue that biosocial investigation is constructed and understood to be a 
‘natural, apolitical space’ but, in fact, it is guided by normative assump-
tions about child-rearing and maternal responsibility for children’s 
outcomes.

Developing neuroscientific knowledge produces particular ways of 
knowing ADHD and legitimises particular maternal practices and iden-
tities, shaping mothers’ experiences and regulation of family life. Slaby 
(2010) considers how, on the one hand, neuroscientific discourse plays 
down personal responsibility for psychiatric disorders through the lan-
guage of ‘hard-wired connections and rigid mechanisms’, while, on the 
other hand, the growing emphasis on plasticity and adaptability to envi-
ronmental factors seems ‘to lead back to quite specific forms of personal 
responsibility’ (p. 406). These resonate with the parent as the responsible 
subject of neoliberal discourse. The association of neuroscientific knowl-
edge with child development is strengthened through governmental 
agendas and policies and disseminated to the clinic, the classroom and 
the family through ‘early years intervention’, which targets parents and 
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particularly mothers about how best to raise their children (Gillies et al. 
2016). One, very common, intervention approach recommended for 
pre-school children with ADHD is group-based parenting programmes 
(Smith et al. 2014). Neuroscientifically informed parenting interventions 
target so called ‘impairments’ in neuropsychological functioning. Tarver 
et al. (2014) describe specific parenting interventions which might 
impact positively on executive functioning deficits, reward processing 
deficits, temporal processing deficits and academic functioning. These 
‘good parenting’ obligations highlight how parenting ‘has moved away 
from something ‘natural’ towards something that ‘has to be learned and 
can be perfected or at least improved’ (Bailey 2014). Furthermore, such 
biological accounts force parents ‘into a project of parenting according 
to medically conceived truths of behavioural disorder’ (Bailey 2014: 98), 
and in this way, encourage parents’ dependence on specialist knowledge.

Once a child has a diagnosis, parents are required to make informed 
decisions about medication. Discourses around childhood, parent-
ing and psychiatric diagnosis converge around the issue of medication. 
Children, within contemporary neoliberal Western societies, are rep-
resented as vulnerable, innocent and in need of protection, and their 
parents are required to assume prime responsibility for their care, pro-
tection and well-being. This presents conflicting choices for parents. 
On the one hand, there are strong arguments against medication for 
ADHD including side physical side-effects, possible addiction, issues 
around stigma, autonomy and dependence (see Singh 2005, 2008a; 
Rafalovich 2005). Billington and Pomerantz (2004) suggest that med-
ication reduces opportunities for children to practise the skills necessary 
for the development of self-control, responsibility and self-regulation. 
These are characteristics valued in neoliberal societies and expected to 
be developed within responsible self-regulating families. On the other 
hand, there are strong cultural imperatives for parents to seek treat-
ment for their children if they are ‘sick’. Hawthorne (2010) argues that 
social expectations are threaded through the DSM, not only within the 
value-laden criteria of underlying disorders, but also through compas-
sionate values of care, which include diagnosis and treatment. This may 
explain why, despite calls for a biopsychosocial approach, medication 
remains a significant method in the treatment of ADHD.
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The Persistence of a Bio-Bio-Bio Approach

It would seem that in relation to ADHD, psychiatry still lies very much 
within the framework of the biomedical model of medicine supporting 
Read’s view (2005) that the psychological and the social are treated as 
‘mere triggers’ of underlying genetic pre-dispositions. Certainly, this 
chimes with reservations raised by the BPS about the newly revised 
DSM-5 (APA 2013) and its failure to address how relationship and 
social factors might be implicated in the process of classification: ‘We 
consider that, as it stands, the revised DSM-5 would lead to an ongoing 
risk of pathologising individuals while obscuring well-established social 
and relationship causal factors’ (BPS 2012). Similar concern is expressed 
by critical psychiatrists, who, whilst not challenging the legitimacy of 
a biomedical approach in relation to mental distress, draw attention to 
the turn towards depicting distress in medicalised, and, increasingly, 
neurobiological terms (Kirschner 2013). Such critical psychiatrists 
interrogate and resist the ‘purely medical framing’ of such phenomena 
(Bracken and Thomas 2010: 223).

Concluding Comments

This chapter highlights the constitutive power of historicised and more 
recent theorisations of ADHD, showing how ADHD has arisen from 
a history of biological, psychological and social theories. Moral evalua-
tions are threaded through these shifting understandings and categori-
sations such that children and parents (particularly mothers) have been 
positioned as the subjects of a range of discourses and debates. These 
include ideas about impairment, child-rearing practices and the social 
conduct of children, academic performance, the increase in medication 
and a range of other issues arising from the discourse of ADHD.

The meaning of ADHD has been partly defined by the historicised 
discourse described in this chapter and is partly defined by contempo-
rary discourse. Despite the complexity of the more recent biopsycho-
social model arising from theory and medical practice, the polarised 
explanations of earlier theories continue to circulate and these are 
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available discourses that can be drawn on by professional or lay peo-
ple to account for behaviour, to explain, describe, define and attribute 
cause, to offer moral evaluations and to construct identities for children, 
their parents and also for adults with ADHD. In the later chapters of 
this volume, we focus on the nature of ADHD representations in rela-
tion to the wider cultural and social context, including the moral work 
that they do.

In the next chapter, Mary Horton-Salway explores how the media 
represent ADHD to the public and how this might translate in the pub-
lic imagination.
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The meaning of ADHD was constructed over historical time, 
 competing explanations polarising around biological/genetic causes 
versus psychosocial influences. These perspectives continue to influ-
ence the discourse of ADHD, despite the more complex integrated 
biopsychosocial understandings that have arisen in more recent years. 
Historically, biological/genetic explanations arose from research and 
theory linking neurological difference with developmental impairment, 
whilst psychosocial explanations have been concerned with the impact 
of psychological and socio-environmental circumstances on child 
development and behaviour. These different perspectives on ADHD 
have been linked to medicalised and psychosocial interventions gen-
erating a range of moral evaluations that are threaded through the dis-
course of ADHD. These influence the public imagination and have 
social consequences.

A growing concern about medicating children has developed in 
tandem with these ideas, social constructionist sociologists argu-
ing that the label, ADHD, medicalises what might otherwise be 
regarded as social problems. Social problems are of course defined 
according to cultural norms and values. Medicalisation, from this 
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perspective, derives from the conditions of neo-liberal ideology 
and the powerful influence of the pharmaceutical industry, with its 
stake in medical research and solutions. The supply of medicines, 
they argue, is a powerful driver and along these lines, medicalised 
treatments have been interpreted as a form of social control arising 
from the needs of neo-liberal societies (Conrad 1975, 2006; Conrad 
and Potter 2000). Definitions of ADHD and medicalisation are, 
from this view, linked to cultural values and also gender stereotypes 
because, in the case of ADHD, this targets boys and conduct issues.

In addition to the gender bias in diagnosis and treatment, social 
constructionist critiques of ADHD cite variations in its defini-
tion and incidence across historical and cross-cultural contexts (see 
Chapter 2). While we broadly agree with the idea that the meaning 
of ADHD is a gendered cultural construct that takes its’ meaning 
from socio-cultural ideology, we note that the process of construc-
tion and situated meaning is common to all medical, scientific and 
social categories, even the ones that might be regarded as less con-
troversial (see Chapter 1). This does not imply that such categories 
are not real, but that their definitions are meaningful within the cur-
rent terms of cultural reference and scientific knowledge. The phe-
nomena labelled ADHD are more recently understood by science 
and medicine as the product of biopsychosocial interactions and 
this contemporary model has a cultural meaning as well as a med-
ical relevance. The biopsychosocial explanation of ADHD, arising 
from the interrelationship of biological psychological and social 
factors, is itself a theoretical model that has shaped the meaning of 
ADHD according to greater complexity, at least in theory. The inter-
pretation, meaning and personal experience of ADHD is, however, 
a product of discourse and culture; an ongoing dynamic process of 
feedback informed by the legacy of historical discourse, the current 
representations of science and research, the interpretations of health 
professionals, educators, media framing and the discourse of the gen-
eral public (Fig. 3.1).

http://dx.doi.org/10.1007/978-3-319-76026-1_2
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ADHD, Media Concerns and Media Framing

Social constructionist critiques of ‘biomedical control’ or the rise in 
prescription of ADHD medication have lately been some of the more 
prominent arguments that have been taken up in the UK media and 
other neo-liberal societies such as the US. Representation of ADHD 
has been historically variable, however, and ADHD has frequently been 
framed in the media as a polarised debate, pitting biological explana-
tions against social and psychological ones. There are a greater number 
of complex representations of ADHD in more recent years (Ponnou 
and Gonon 2017) although the emphasis differs across cultures.

Psychosocial explanations in the media can translate as parental 
blame in the public imagination, for example, by association with a 
psychoanalytic rationale in the French newsprint media (Ponnou and 
Gonon 2017) or by referring to ‘the social, cultural and educational 
pre-conditions that drive the medicalization of specifically boys’ behav-
iour’ in the UK newsprint media (Horton-Salway 2011: 543). In their 
analysis of Australian newsprint media (1999–2009), Harwood et al. 
(2017: 7) have also described the way that stories of parental blame 
are constructed using a metaphor of ‘fault’ arguing that ‘parents were 
depicted in metaphoric terms of “hands-off parenting” or of not being 
“on guard”.’ They also observed,

The themes of this book are the social construction of ADHD, social identities, gendering and 

resistance. In this chapter, we explore the following questions in relation to media discourse:

• How do the media represent ADHD?

• What social, gendered or stigmatising identities are captured by these representations?

• What forms of resistance to negative stereotypes might there be in the media?

Fig. 3.1 Representing ADHD in the media: book themes
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a widespread positioning of a rise in rates of “bad” behaviour among 
 children (predominantly boys) as a result of parents (predominantly 
mothers) focusing their attention on work rather than their children. 
References to working mothers, busy parents, single-parent families, 
“hands off parenting” and “poor parenting skills” were littered throughout 
the newsprint media. (Harwood et al. 2017: 7)

In stories depicting parental blame, the phenomenon of ‘mother blame’ 
is a common theme that might derive partly from the legacy of psycho-
analytic theories (see Chapter 2). Evidence from Ponnou and Gonan 
(2017: 1) suggests that ‘…in France, the biological model of ADHD as 
a neurological disease has been counteracted by a psychodynamic under-
standing considering that ADHD symptoms should be seen as a child’s 
response to emotional distress…’. One conclusion they drew from their 
study of media stories was that ‘according to French newspapers, the 
psychosocial model of ADHD appears to put emphasis on the persons 
(that is, children and parents) rather than on the society and this might 
reflect the influence of psychoanalysis in France.’ (2017: 8). Feminist 
writers have also emphasised that the discourse of parenting, family 
health and child care has an historical focus on mothers as the primary 
carer, provider of nurturing and parent responsible for healthcare (Blum 
2007; Malacrida 2002; see also Chapter 4). Many media stories have 
taken up the gendered imperatives that arise from these theoretical ideas 
and the cultural stereotypes that are embedded within them.

Lay discourse about ADHD is likely to be influenced by media rep-
resentations of ADHD and the stereotypes that they contain. The rep-
resentation of otherness (us and them) is a popular strategy used by the 
media to frame concerns about social groups. For example, Olstead 
described how the media position people with mental illness in hier-
archies of difference: ‘They are represented as having ‘degrees’ of dif-
ference that radiate from what is constituted as the core, ‘normal’…’ 
(2002: 628). The construction of ADHD in the media and its focus on 
extreme behavioural problems, the social categories of ‘naughty boys’, 
‘working mothers’ or ‘single parents’, identified by Harwood’s analysis 
of media stories, are examples of this. In Harwood’s example, the cat-
egory of ‘working mother’ is evaluated against a normalised ‘ideal’ of 

http://dx.doi.org/10.1007/978-3-319-76026-1_2
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mothers as primary caregivers and, while the term ‘single parents’ is 
apparently gender neutral it implies stereotypes that not only define the 
parents of children with ADHD as other and marginal to the norm of 
two parent families, but also calls up the more culturally recognisable 
gendered category of ‘single mother’ with all of its historical connota-
tions of moral censure. There is a long history of discourse around the 
category of ‘single mother’ that implies social problems, irresponsibility, 
absent fathers and state dependency. For example, Jean Carabine traced 
how ‘lone mothers’ have been produced and re-produced in historical 
discourse as ‘undeserving welfare subjects’ (Carabine 2001: 286). Even 
though these historicised discourses are not usually explicitly drawn 
on by media stories, they are nonetheless hearable in the selection of 
categories such as ‘single parents’. The formula for such stories is the 
definition of a problem linked to a social group who are marginal and 
blameworthy. This can be subtle and defined by the selection of descrip-
tive terms, but such stories are common in the media and take many 
forms, being copied and replicated across many contexts (Valentine 
2001). Many representations of ADHD, for example, take the form of 
cultural narratives that provide a social commentary, function to teach 
moral lessons, provoke public outrage or generate moral panics. They 
draw on or imply cultural stereotypes and appear in media news sto-
ries as ‘a form of modern mythology’ that captures the public imagina-
tion (Sternadori 2014: 303). Harwood et al. emphasise that the media 
representation of ADHD is more than a matter of social concern: It is 
inherently ideological, for example drawing on metaphor and forms of 
language that depict ‘science as fix’ but also represents parents as blame-
worthy (Harwood et al. 2017: 2). Media framing and the forms of lan-
guage used in stories and science reports are therefore an important 
aspect of how the public are likely to read and interpret the meaning of 
ADHD.

One function of the media is to report new knowledge and science 
information to the public and scientific explanation is a powerful form 
of discourse implying objective facts. However media debate also feeds 
upon the reporting of science research findings as a polemic (Colley 
2010). While the appearance of balance, neutrality and fact is an 
 important aspect of presenting credible stories and debates, many have 
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argued that complex science can be reduced by the media, to ‘a parody 
of science’ (Goldacre 2009: 225). Writing about Australian news media 
coverage of medication, Robertson et al. (2013: 2) argued that although 
popular media do indeed provide information on new knowledge and 
medicines they are also inclined to make ‘exaggerated claims of benefits’ 
and ‘inadequate coverage of harms’. This has social and medical conse-
quences, since stories about new medicines, they observe, have indeed 
correlated with ‘increased patient requests’ (2013: 2).

Despite the circulation of information about ADHD, Furnham and 
Sarwar (2011) have expressed concern that the public are not at all 
well informed about causes and consequences. Perhaps families are bet-
ter informed if they have a personal interest in researching the topic for 
themselves, as Alison Davies noted in her research on parents’ experience 
(Davies 2014; and Chapters 4 and 5 of this volume). Certainly some sec-
tors of society are deemed to be better informed than others, for example 
women with a higher level of education are likely to know more about 
ADHD (McLeod et al. 2007). This is not surprising, since women are 
usually positioned as the custodians of family health (see Horton-Salway 
2012) and those with a better education, resources and more social and 
cultural capital are likely to have greater skills and access to knowledge 
networks (Bourdieu 1979). Nevertheless, McLeod et al. have expressed 
a concern that the general public should be better informed and that 
‘Future media and educational efforts should seek to provide accurate 
information about ADHD’ (2007: 626). However reasonable this might 
sound, the question still remains, what constitutes accurate information? 
This is the challenge faced by the media in presenting ADHD as a con-
troversial category and for the public who try to make sense of it.

Newsworthiness and the Decline  
of Scientific Authority

Media stories must primarily be newsworthy and they have to make 
selections about reporting on this basis as well as providing ‘factual’ 
information and commentary to the public. However, the selection  
of newsworthy material is also part of media framing of stories and  
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this constitutes bias (Zhongdang and Kosicki 1993). This happens by 
‘problem definitions, causal interpretations, moral evaluations, and 
treatment recommendations as well as key themes, phrases and words.’ 
(Weaver 2007: 43). Stories are framed so that people will understand 
them as factual drawing on repeated and familiar forms and stereo-
typical images and identities that appeal to common-sense and cul-
tural knowledge (Sternadori 2014: 303). Balance and complexity can 
sometimes be sacrificed in favour of formulaic stories using sensational 
headlines, slogans and even, misleading science reports. Media reports 
of ADHD might suggest, for example, that ‘children are “bad” because 
they have been brought up to be “bad”…’ or that there has been ‘a 
global conspiracy to medicate children’ (Colley 2010: 90).

Armon (2015: 3) points out that presenting the facts of science to 
news media can be problematic since ‘journalists and experts differ in 
what they consider to be newsworthy and relevant’. For example, famil-
iar narratives that are designed to teach moral lessons are one kind of 
popular construction (cf. Ricoeur 1967). In their study of representa-
tions of autism in the UK media, O’Dell and Brownlow (2015) found 
that stories reporting ‘fear of damage’ from the MMR vaccine had been 
given priority over stories presenting scientific explanation. Panics are 
easily fermented by health scares in the media, especially when par-
ents are trying to protect their children, and this had real consequences 
expressed in the lower take up of MMR vaccination and the subsequent 
higher incidence of childhood diseases (see also Kata 2010).

So how do the public know what constitutes accurate scientific 
knowledge? Science had achieved a somewhat mythical authoritative 
status during the age of modernity and it is sometimes still the case that 
science is presented in news reports as ‘a grand unveiling of indisput-
able truth’ (Harwood et al. 2017: 5). However, Seale (2003: 522) has 
pointed out ‘a decline in the social and cultural authority of medicine’, 
such that lay people in ‘information-rich’ post-modern societies are 
more likely to have access to a variety of knowledge forms and more 
inclined to question scientific and medical knowledge. The authority of 
scientists as purveyors of objective truths and medical practitioners as 
purveyors of evidence based cures have been undermined and the myth 
of their prior authority called into question. Within the framework  
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of academic and medical tribes, differing viewpoints and critiques of 
scientific findings have, of course, always been a routine and integral 
part of the method and progression of science. Science had previously 
established its claims to be a superior method and form of knowledge, 
but the underlying processes of scientific claim, critique and counter- 
claim have become more obvious to the lay public, so also they are more 
aware of the constructive processes of rhetoric and competing versions 
of truth. As the public have become consumers of science knowledge 
and health care information via the media and producers of such infor-
mation via The Internet, the authority of experts has declined (see also, 
Norris and Lloyd 2000).

Apart from the erosion of scientific and medical authority, the valid-
ity and accuracy of media reports on science has been the subject 
of much criticism. Writing on the coverage of ADHD in the French 
media, Gonon et al. (2011) claimed that there is frequently a discrep-
ancy between ‘neurobiological facts and the firm conclusions stated 
by the media’ (2011: 1). They observed that only one out of the sixty 
one media articles, in their sample, had been accurate in presenting 
results and conclusions. They also identified a bias towards report-
ing on science discoveries published in prominent journals, those that 
were more likely to have made ‘positive biomedical observations’ (see 
also Harwood et al. 2017). Based on a study of French television pro-
grams in 2007–2010, Bourdaa et al. (2015: 209) observed that public 
understanding of ADHD was based on media reports of science that 
were subsequently refuted or amended but these amendments are rarely 
reported by the media. As a consequence, media coverage has tended 
to frame science stories as sensational claims that are constructed using 
a ‘scientific breakthrough metaphor’ (Harwood et al. 2017). Along 
these lines, Partridge et al. (2011: 1) commented on the consequences 
of ‘overly enthusiastic media coverage’ of neuroscience, pointing out 
that this ‘can unrealistically raise public expectations about their future 
impact’. They argued that ‘media reporting often misconstrues the 
scope, feasibility, benefits and risks of new neurotechnologies’.

Clearly, the reporting of ‘breakthrough’ stories can overlook the incre-
mental changes arising from follow up research that typically defines 
the normative progression of science. An article entitled Journalistic 
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Deficit Disorder: Reporting Science, appearing in The Economist (London)  
(22 September, 2012: Volume 404, 90–92) agreed with Gonon et al. 
(2011) that breakthrough stories could be misleading to readers, but also 
made the point that refutations of original findings are rarely published 
in the high profile journals that are noticed by journalists. Furthermore, 
Gonon et al. had also commented on researchers’ own ‘optimistic extrap-
olations of preliminary data to ‘‘therapeutic prospects’’….and their ten-
dency to report ‘stronger conclusions than their results warranted’ (cited 
in Partridge et al. 2011: 1). This could also be responsible for inaccuracy 
or bias in the media and might partly be due to the institutional and 
stakeholder pressures placed on researchers and scientists to reach a posi-
tive outcome that has a practical or therapeutic application. On the other 
hand it might reflect efforts to be published in a high profile journal, or 
the media tendency to report sensational stories. Either way, a focus on 
breakthrough science and exaggerated claims can influence public knowl-
edge of science and this surely contributes to the way that the under-
standing of ADHD is circulated in the public domain. For example, 
representations of ADHD as a neurological impairment depicting chil-
dren as abnormal and in need of medicalised solutions are common and 
such accounts are often dependent on reports of new science findings on 
ADHD evidenced by brain scan or gene research (Horton-Salway 2011). 
Reporting of science varies though, as Ponnou and Gonon’s (2017: 8) 
recent study of French media points out, ‘TV programmes showed brain 
scans on screen and erroneously claimed that brain imaging can reveal 
ADHD’. However, they also found that ‘In contrast, only one article of 
the general press and none of the specialized press said so’.

There is little doubt that ADHD continues to be newsworthy and 
controversial, attracting a great deal of attention in the popular media. 
The topic is reported through the genre of human interest stories, dis-
agreements on science findings and stories that generate ‘moral panics’ 
about the behaviour of children and the rise in prescription medication. 
For example, Schmitz et al. (2003: 384) identified concern about an 
‘increase of children and adults receiving treatment for ADHD’ in the 
US during the late 1990s. Harwood et al. (2017: 1) identified the dec-
ade 1999–2009 as ‘a historically significant rise in stimulant prescrip-
tions for Australian children’ that had a high profile in the Australian 
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media. In the decade 1985–2008, Ray and Hinnant (2009) identified 
one metaphor that was used in US magazines, ‘comparing Ritalin to 
insulin’. They observed that this ‘contributes to normalizing the disor-
der, at least in the sense of normalizing taking medication’ (2009: 13). 
Conrad and Bergey (2014) has described corresponding ‘large increases 
in medication usage’ across the globe, with the greatest prevalence in 
the US and European countries especially between the years 1992  
and 2006. Like Conrad and Potter (2000) and Conrad (2006), Lloyd 
and Norris have observed the influence of pharmaceutical companies 
and the ‘aggressive’ marketing of diagnosis and prescription drugs for 
the ‘medicalisation’ of ADHD (Lloyd and Norris 1999: 511; Norris 
and Lloyd 2000; see also Harwood et al. 2017). Lloyd and Norris com-
mented on the ‘crude biological determinism’ reported in the UK media 
and in ‘professional literature for teachers’ (1999: 511). They have also 
noted how UK media stories on ADHD have featured parents as active 
consumers who feel let down and therefore challenge medical expertise 
and judgement. Similarly, Harwood et al. have identified a ‘struggle 
metaphor’ used by the Australian media to depict how ‘the medical pro-
fession and parent are engaged in an epic battle of wills’ over diagnosis 
and medication (2017: 6). They noted representations of a ‘war between 
parents and teachers’ in which the role of schools in medicalisation is 
debated (2017: 6). ADHD medication has sometimes been repre-
sented by the UK media as a ‘chemical cosh’ to subdue ‘boisterous boys’ 
(Horton-Salway 2011, 2012) or by the Australian media as a ‘quick 
fix’ or a means of obtaining school funding or benefits (Harwood et al. 
2017). Other media stories have focused on the abuse of medication 
as ‘smart drugs’ that enhance cognitive performance (Partridge et al. 
2011) or as a ‘lubricant for learning’ (Harwood et al. 2017: 5) or on 
the other hand they employ a ‘fear of harm’ narrative about medication 
that is reminiscent of health scares such as the MMR vaccine (O’Dell 
and Brownlow 2015). Referring to the Australian press, Robertson et al. 
(2013: 5) for example observed ‘the discourse for ADHD medicines 
often related to the dangers of the drug’.

As with Autism (O’Dell and Brownlow 2015) and Chronic Fatigue 
Syndrome (Horton-Salway 1998), ADHD has been represented in 
the media as a controversial category that is routinely debated around 
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diagnosis and the interests and opinions of professional and lay peo-
ple. For example, in their discussion of the role of media discourse and 
the rise of ADHD in the UK, Lloyd and Norris (1999) and Norris and 
Lloyd (2000) pointed out a polarisation around ‘the voice of parents’ 
and ‘the voice of experts’. Parents were sometimes cited as the repre-
sentatives of organisations with an interest in ADHD while consulted 
experts were cited as professionals with careers built on ADHD (Lloyd 
and Norris 1999: 508). They were variably represented as either credi-
ble experts or biased by their interests. Schmitz et al. (2003) had found 
the dominant ‘voice’ in US print media (between 1988 and 1997) to be 
that of professionals, while Harwood et al. (2017) more recently identi-
fied the ‘expert-as-a-parent’ to be the most common voice in Australian 
newsprint media (between 1999 and 2009). It is significant that the 
‘voices of the children themselves were conspicuously absent and the 
voices of parents were infrequent and constrained’ (2017: 6). In the 
sample of articles from the French press, Ponnou and Gonon (2017: 3) 
reported, ‘They often gave voice to health professionals (medical doc-
tors, psychologists, psychoanalysts, social workers) and to parents, either 
as short quotations or full interviews, but not to children’.

Whilst it is reasonable to acknowledge the positive role of the media, 
in ‘mediating information about ADHD’ (Lloyd and Norris 1999: 511) 
or ‘in publicising and providing information to parents and to profes-
sionals’, it is clear that media discourse also necessarily entails ‘contrib-
uting to the debate as to what ADHD ‘is’, its origins, characteristics and 
‘cures’ (1999: 511). The media can therefore function to set socio-po-
litical agendas with the use of dominant representations (Seale 2003). 
Many writers have commented on the potential impact that this can 
have, for example on public knowledge of medical conditions and 
the understanding of disability and illness (for example, Colley 2010; 
Harwood et al. 2017; Jones and Harwood 2009; Olstead 2002; Phillips 
et al. 1991; Wang et al. 2016). For example, the media have depicted 
children diagnosed with autism as,

either uncontrollable, aggressive, and even violent, individuals who cause 
great stress to their families and carers or unhappy and often unloved and 
poorly treated (both by the system and by their own families). Only in 
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very few cases were children, or adults, presented as having any positive 
characteristics – and these were consistent with the ‘stereotype’ of peo-
ple labelled as having autism which has been particularly prevalent in fic-
tional media (for example the movie Rainman )- that of the autistic savant 
who has exceptional talent in a particular area. (Jones and Harwood 
2009: 15)

With regard to ADHD, Harwood et al. (2017: 9) have observed that, in 
the Australian newsprint, ‘metaphoric themes had the effect of reinforc-
ing ADHD as a scientific ideology that both medicalizes child behaviour 
and makes children, parents or teachers problematic’. They identified 
metaphors of ‘breakthrough, struggle and fault’ referring respectively 
to breakthrough science, the struggle of teachers to cope with children 
in classrooms and the blame attributed to both teachers and parents 
in pursuing medical solutions. Horton-Salway (2012: 5) identified a 
range of similar negative stereotypical identities, such as parents who use 
ADHD as an excuse, those that depict children as ‘normal but naughty’ 
and parents who jump on the bandwagon or have no time for their chil-
dren. Bandwagon representations are something of a meta-narrative in 
the media and in everyday discourse. They are ‘a common feature of the 
discourse in debates about controversial conditions…’ often functioning 
to differentiate such examples from the genuine case (Horton-Salway 
2012: 5). In a more positive media representation of parents they are 
sometimes represented as a campaigner or struggling hero protecting 
their victimised child from harm (Lloyd and Norris 1999).

The media’s role in reporting on ADHD or disseminating and dis-
cussing science can take the form of polarised debates around biological 
versus psychosocial accounts of ADHD and is productive of stereotypes 
and social identities (Justman 2015; Danforth and Navarro 2001). 
However, the emphasis of representations changes over time and var-
ies between cultures. While Horton-Salway (2011) identified the dom-
inant use of psychosocial representations of problem children and their 
ineffectual parents in UK national newspapers for the years 2000–2009, 
a decade earlier, Schmitz et al. (2003) had found biological representa-
tions of the neurologically impaired child to be more dominant in the 
US. More recently, Ponnou and Gonon (2017: 7) noted the greater 
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complexity and more subtle representations of ADHD in the French 
media. They have observed that ‘weak biological arguments’ are now 
being overtaken by more ‘nuanced’ accounts that defend ‘a more com-
plex understanding of ADHD etiology and treatment.’

There is clearly a huge variation in how the media have drawn on sci-
entific ideas and what the public make of media discourse on ADHD. 
As Seale (2003: 514) argues ‘we ought to be interested in which stories 
get told and which are suppressed, and in how members of the media 
audience (which includes health policy makers and health care provid-
ers) respond to mediated health messages’. Since audio, visual and print 
news media are now usually linked to websites and social media that 
allow the public to engage with and comment on what has been said or 
printed, such outlets are an increasingly integral part of how the mass 
media works with the public. As Seale points out, media consumers are 
not passive recipients, there are circular feedback loops between media 
producers, other media producers and in turn the response of con-
sumers so the direction of influence is complex (Seale 2003). Despite 
the media having played quite a significant role in resisting the medi-
calisation of ADHD across the globe, according to studies in the UK 
(Horton-Salway 2011), the US (Leo and Lacasse 2015) in Australia 
(Robertson et al. 2013) and in Taiwan (Wang et al. 2016), Conrad and 
Bergey (2014) have pointed out that The Internet has been an important 
vehicle in the globilisation of ADHD.

ADHD Discourse and ‘The Internet’

There is a growing industry on ‘The Internet ’ that supports and gen-
erates discourse about ADHD and many other health matters, con-
troversial or otherwise. Health controversy and use of the internet is 
a hugely important topic because public engagement with internet 
sources has all kinds of implications for the authority of science and 
medicine not to mention other forms of expertise and, indeed, the 
very processes of information exchange and democracy. These issues 
go far beyond the scope of this book and have been researched more 
effectively elsewhere by other writers. However, the influence of the 
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internet is a burgeoning area of research in relation to ADHD (for 
example, Conrad and Bergey 2014; Felt 2015; Fleischmann and 
Miller 2013; Foroushani 2008; Kata 2010; Winter et al. 2015). In 
their paper on the globalisation of ADHD, Conrad and Bergey (2014) 
identified the Internet as one of the greatest influences affecting how 
information about ADHD has spread across the globe. Bussing et al. 
(2012) listed the main sources of information about ADHD for 
the public as internet, health professionals, newspapers, and televi-
sion but they identified the internet as the preferred source. Ponnou 
and Gonon (2017: 8) suggest that television programmes might 
be the trigger for internet searches and consultations with health 
professionals.

The internet hosts a plethora of information websites, chat rooms, 
forums and support groups on ADHD that are open to global pub-
lic consumption (and production) although, usually, more people in 
information rich and developed countries have greater access to these 
sources of information (Conrad and Bergey 2014). It might also be 
the case that members of the public are inclined to take up informa-
tion from websites that are in agreement with their own views and 
 experience (Valentine 2001). Parent support groups such as UK based 
‘ADDers ’ and ‘ADDiS ’ provide easy access to information, support and 
practical help for the public and many such websites also provide self- 
diagnostic checklists along with advice about seeking medical or educa-
tional help.

Globally, such websites are numerous and they host forums where 
people can share and discuss their personal experiences. We suppose 
that the online discourse of parents of children with ADHD is com-
plex and variable, but that they are usually sharing experience with 
other parents or appealing for information and support. It is there-
fore important to interpret their accounts in that context. As Olstead 
(2002: 623) has pointed out, ‘media influence is always part of a matrix 
of other social influences’ so that ‘meanings are not simply received by 
a readership, they are mediated in relation to meanings generated and 
sustained by families and peer groups, and through personal experi-
ence.’. Personal experience is used to interpret the ideas that  circulate 
in the popular media and online, as Davies also demonstrates in her 
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analyses of parents’ accounts in Chapters 4 and 5. Descriptions of 
challenging children abound in personal experience stories telling of 
extreme behaviours and desperate parents who are struggling to cope. 
Medical websites such as Netdoctor.co.uk provide support, information 
and checklists for the diagnosis of ADHD as do some pharmaceutical 
companies. Foroushani (2008) claims that these kinds of organisations 
and institutions have the most dominant presence on the internet and 
are therefore more likely to promote a medical model of ADHD even 
if individual medical professionals might personally be critical of this. 
For example, referring to the French media, Ponnou and Gonon (2017: 
9) have found that medical doctors have defended a complex ‘nuanced 
view of the biomedical model in newspapers, but a strictly biological 
one on TV’.

Conrad and Bergey (2014) point out that checklist tools ena-
bling ‘do it yourself diagnosis’ have functioned to popularise the 
criteria for ADHD that are set out in DSM-1V and more recently 
DSM-5 (summarised in Chapter 2 of this volume). The UK national 
 guidelines on ADHD (NICE 2009) are also a source of information 
to the public as well as health professionals on diagnosis and best 
practice. Matching symptoms to diagnostic checklists is therefore 
easier if people have access to the internet. Hence, perhaps, Stuart 
Justman’s (2015) observation, that the ADHD diagnosis has become 
a stereotype.

‘Counter-Stories’

Stereotypes are a common feature of ADHD representations but resist-
ance to negative stereotypes is also a feature of some media stories that 
is more commonly identified in parents talk about their children (see 
Chapters 4 and 5 of this volume) and in adults’ accounts of their own 
personal experience of ADHD (Chapter 6 of this volume). Rodriguez 
describes how ‘counter-stories’ are used as ‘creative acts of resistance 
to construct positive identities.’ (Rodriguez 2010: 1183). Online dis-
course is one significant forum where the public contribute to the 
ADHD debate and they are able to respond with ‘counter-stories’ so 
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they become producers as well as consumers of media discourse. This 
is a topic worthy of a whole volume applying to a wide range of topics. 
We cannot do it proper justice here, but note that resistance to negative 
stereotyping and stigma is one of the many socio-political activities that 
people pursue online in relation to disabilities and mental health cate-
gories such as autism and ADHD.

The internet hosts research studies that analyse personal experience 
accounts. Two examples of this are Fleischmann and Miller’s (2013) 
study of the online narratives of adults diagnosed with ADHD and 
Winter et al.’s (2015) study of women talking about ADHD on You-
Tube. The narratives in Fleischmann and Miller’s study were organised 
around a description of ‘before and after’ stories in which experience of 
life before diagnosis is compared with transformations after. Narratives 
that pivot around diagnosis are also common in other health condi-
tions (see, for example, Horton-Salway 1998, 2001; Wynne et al. 1992). 
Many such stories refer to the effect of diagnosis on lives (further dis-
cussion of voices of experience in Chapter 6). In the case of ADHD 
diagnosed in adult life, this can refer to confusion and difficulties expe-
rienced prior to diagnosis and the relief that follows medical and social 
recognition. For example, Fleischmann and Miller (2013: 47) describe 
the accounts of women who reported ‘repeated failures in many aspects 
of life’ and contrasted this with ‘a more coherent view of their life and 
their difficulties’ after the diagnosis. These stories feature accounts of 
adults with ADHD who ‘could overcome their challenges.’ and who 
could ‘take a more positive view of themselves…and admit to some 
positive aspects of having ADHD’ (2013: 47). Fleischmann and Miller 
described the way that the conclusions of such narratives told of ‘con-
fidence and future expectations’ (2013: 55) and improved self- image 
following diagnosis. These stories are therefore as much about social 
identities as they are about the events and difficulties of people’s lives. 
Winter et al. (2015: 415) analysed women’s accounts on You-Tube, argu-
ing that a diagnosis of ADHD is sometimes used by women, burdened 
by pressures to perform as ‘superwomen’, to excuse their failings and jus-
tify performance enhancing medication. This was not directed as a criti-
cism of the women, but an argument arising from a feminist perspective, 
that women are ‘active consumers’ of the ADHD diagnosis’ to avoid the 

http://dx.doi.org/10.1007/978-3-319-76026-1_6
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stigma of failing to live up to societal expectations about the demands 
and burdens placed upon them to perform multiple roles. However, 
we note that the women in this study had also emphasised the positive 
aspects of having ADHD, such as ‘the ability do five things at once’ or 
their ‘creativity’. These were also stories of ‘unique’ and ‘successful lives’ 
despite a plethora of problems (Winter et al. 2015). Such accounts con-
struct more positive social identities and echo the transformational sto-
ries that appear in newspaper reports in the form of resistance to the 
more common and stigmatising negative identities that are represented. 
O’Dell et al. (2016) have identified similar themes in accounts of wom-
en’s personal experience that will be discussed further in Chapter 6.

Metanarratives and Gendering Identities

Metanarratives are a significant aspect of media discourse: They are 
overarching story formats that function to shape stories according to 
familiar forms of cultural common sense or myth and they are popu-
lated with recognisable identities. Seale (2003: 521) identified metanar-
rative in ‘contemporary mass media health representations, containing 
a series of opposed elements, arranged in a way that allows a range of 
sub-plots, templates, twitches and reversals…’. He summarised these 
narratives as ‘the dangers of modern life; villains and freaks; victimhood; 
professional heroes; lay heroes’. They are versions of the ‘myths of the 
modern world’ that speak to shared cultural common-sense (Barthes 
1972; Hartman 2008; Whitt and Perlich 2014): Such stories are often 
gendered and frequently appear in media discourse in forms such as 
‘fear of danger’ or ‘fear of strangers’ with variations of stories featuring 
victims, villains and heroes being used to structure many reports about 
ADHD in both media and also lay discourse (Horton-Salway 2012).

In UK national newspapers for the years 2009–2011, Horton-Salway 
(2012) found more emphasis on stories about boys or men as ‘delin-
quent’, ‘violent’ or ‘dangerous’. This focus on ‘dangerous masculinity’ 
takes up and reproduces a more general and commonly used ‘fear of 
harm’ narrative focusing on ‘the dangers of modern life’ (Seale 2003: 
521). This creates sensational headlines and also generates a gendered 
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‘moral panic’ about the threat of ADHD to social order. One more gen-
eral example of how this can function is to link a ‘fear of harm’ story 
format with a ‘fear of strangers’ format to promote the need for greater 
control of national borders. Both of these ideas draw on cultural arche-
types that strike a fearful chord in the public imagination: They func-
tion as a means of persuasion, justification and social control.

The theme of ‘fear of harm’ can either be used to justify medicat-
ing boys and men, such as when making a link between deviance or 
criminality and ADHD, or it can be drawn on to critique the effects 
of medication as we have seen. Although much of the media coverage 
of ADHD focuses on boys, ‘fear of harm’ stories can also be applied 
as a warning to women about the consequences of pregnancy risks 
for ADHD, such as the effect of alcohol, drugs, or smoking on the 
unborn child (Horton-Salway 2012). The linking of ADHD to the 
wider ‘fear of harm’ and blame narrative justifies the newsworthi-
ness of such stories and the public surveillance of pregnant mothers. 
In the case of smoking, drinking or drug taking, even for prescribed 
drugs such as blood pressure medication, threats to the unborn child 
warrant the cautioning of maternal behaviour during pregnancy. The 
headlines are not usually designed to be heard as cautions to health 
professionals, but as warnings to pregnant women. In a more general 
sense, narratives such as these are typically drawn on to justify the need 
for the monitoring and control of women’s bodies and their behaviour 
(Malacrida 2002).

Although these warnings to pregnant mothers derive from bio-
logical explanations and the latest scientific research findings on  
ADHD they differ radically from the biological explanations impli-
cating fathers in the genetic causes of ADHD (Horton-Salway 2012). 
Mothers are warned about what happens with their bodies during 
pregnancy, sometimes regardless of whether the harmful substances 
are prescribed medications or alcohol and harmful substances used in 
addiction. Conversely, fathers who are referred to in genetic research are 
not held accountable in the same way. They are not depicted as blame-
worthy agents in stories about ADHD and genetic research, as moth-
ers might be in pregnancy stories (Horton-Salway 2012). The existence 
of mother-centred explanations in the media, even when they are 
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biological ones, are more censorial and constructive of ‘mother-blame’, 
literally holding mothers to public account for the consequences of their 
behaviours (see Blum 2007; Malacrida 2002). Blum pointed out that a 
binary of ‘mother-valour’ versus ‘mother-blame’ exists in Western cul-
tures to ‘hold mothers responsible for their child outcomes and thus 
for the health of families, future citizens, and the nation’ (2007: 202). 
Generally fathers are the more invisible parent in health and social care 
discourse which fails to acknowledge their responsibility and the time 
that fathers devote to their children (Davies 2014). ‘Mother-valour’ 
on the other hand appears in stories of campaigning mothers, such 
as described by Lloyd and Norris (1999), while ‘mother-blame’ can 
be implicit in pregnancy stories and a range of other topics that hold 
mothers to account for children’s upbringing, care and health such as 
the references to ‘working mothers’ and ‘single parents’ in the Australian 
press (Harwood et al. 2017: 7).

We are not suggesting that mothers ought not to be warned by 
experts about health risks in pregnancy but rather, that media accounts 
of ADHD can be gendered by focusing on ‘woman-specific’ topics in 
relation to pregnancy, parenting and childcare (see also Sunderland 
2006: 504) and also by rendering fathers largely invisible or absent 
in the ADHD discourse (Davies 2014; Gray-Brunton et al. 2014; 
Horton-Salway 2011, 2012). The ‘blame game’ can be quite subtle and 
embedded in selection of terms, gendered cultural common sense and 
dominant discourses (Sherriff and Weatherall 2009).

Nonetheless, the ‘fear of harm’ narrative is generally more often biased  
towards representations of ‘dangerous masculinity’ in media discourse 
and in the case of ADHD this reflects the gendered nature of ADHD 
with its focus on boys (see Chapter 2). In the media, naughty boys, 
delinquents and criminal perpetrators have been positioned as the 
anti-heroes and villains of ‘fear of harm’ stories about ADHD. The study 
of US newspaper media between the years 1988 and 1997 by Schmitz 
et al. (2003) identified a range of genetic/neurobiological, social, envi-
ronmental and psychological explanations for ADHD. However, the 
dominant representation identified by this study, for the years 1988–
1997, was ‘a biological and genetic understanding of cause, an emphasis 
on symptoms of hyperactivity rather than inattention, and a dominant 
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image of young white boys’ (p. 400). This bias towards young boys and 
deviant conduct was captured by a media example of a fictional charac-
ter, renowned for his bad behaviour, Denis the Menace (cited in Schmitz 
et al. 2003: 399). Fictional characters such as Denis the Menace and 
William Brown have been used in media stories to caricature ADHD 
in such exaggerated and gendered terms that ‘Extreme case formula-
tions construct the behaviour of the ‘boisterous boy’ as everyone’s con-
cern’ (cited in Horton-Salway 2011: 543). The gendered stereotype of 
ADHD, as a dysfunctional condition of boyhood, was identified in 
many North American magazines in the late 1990s by Schmitz et al. 
(2003) and also Clarke (2011: 626) who has since described those media 
stereotypes of ‘the dear, if devilish, cartoon character living in the guise 
of a psychiatric diagnosis’ as ‘a sort of sexism against boys’.

One of the most common, negative misrepresentations in the popu-
lar media draws on the ‘fear of harm’ narrative in the conflation of men-
tal illness and criminality (Olstead 2002). Ray and Hinnant (2009: 4)  
argue that ‘The most common views of the mentally ill presented in 
media are that those with mental disorders pose a danger to others and 
to themselves, with the most prevalent theme as a danger to others…’. 
With respect to ADHD they studied American magazines (1985–2008) 
observing that:

ADD and ADHD behavior was described in terms of acting out, most 
notably motivated by rage and displaying itself in terms of kicking, hit-
ting, or physically harming others. However, danger to others was also 
exhibited in the form of inflicting emotional damage on other people. 
(Ray and Hinnant 2009: 11)

The emphasis on deviance and dangerousness is, they argue, ‘because 
of how media function and judge stories as newsworthy’ (2009: 5). 
For example, extreme representations of ADHD have drawn pub-
lic attention to research linking ADHD and prison populations, 
emphasising social conduct issues, violence, and psychotic behaviour 
(Horton-Salway 2012). The construction of a link between media 
stories on ADHD and male sex crime has also been noted by Ray 
and Hinnant (2009). According to Hartman (2008) such examples 
are commonly used by the media to demonstrate the need to restore 
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order and harmony, to make a point about the need for social con-
cern or they function in discourse to justify an intervention of some 
kind (Pomerantz 1986). For example, the association of serious men-
tal pathology leading to adult crime has been used to justify medicat-
ing young children who have ADHD, particularly boys and young 
offenders (Horton-Salway 2012). People with mental illnesses are in fact 
more likely to be the victims of crime than the perpetrators, but media 
discourse on mental health issues is more likely to report on them as 
perpetrators rather than victims. The implied victims in crime stories 
are members of the public who are called upon to imagine the conse-
quences of untreated ADHD, in stories of this kind, holding up the 
example of delinquents or adult male criminals as an object lesson. By 
contrast, the less common depictions of girls with ADHD are not typi-
cally demonised or focused on the issue of medication (Horton-Salway 
2012).

The reporting of victim and perpetrator dichotomies set up by the 
link between mental illness and criminality is a reversal of the media 
stories of school exclusion and campaigning parents reported by Lloyd 
and Norris (1999). For example, the victimhood of children with 
ADHD has in some stories been framed as a criticism of educational 
policy and a focus on the effects of educational performance ratings on 
the school’s decision making (Horton-Salway 2012). Such examples 
depict education regimes that value success rates above the welfare of 
children with special needs. Typically, stories about schools or colleges 
that fail to support children and young adults with ADHD or those that 
give a voice to parents or campaigning interest groups lean towards a 
representation of ADHD as a learning disability. Rather than demonis-
ing boys as a ‘Denis the Menace ’ type (Schmitz et al. 2003) or empha-
sising the effects of disruptive or anti-social behaviour in classrooms, 
media stories about neglectful schools or colleges can construct the child 
or young adult as a victim of the system: ‘The socially excluded, mis-
understood or stigmatised boy with ADHD is one of the most com-
mon victim stories on ADHD reported in the media’ (Horton-Salway  
2012: 9).

This format can be effective because, as Seale (2003: 522) points out, 
‘media producers like to depict victimhood and for this they tend to choose 
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people who represent our selves at our most vulnerable. Thus the most 
effective victim portrayals in contemporary media are generally of children’.

Contrasting with the demonisation of boys and men with ADHD as 
potential miscreants and criminals, or the portrayal of children as vic-
tims of school exclusion or bullying, there are also valourised representa-
tions of people with ADHD appearing as heroes in both the media and 
in popular fiction. For example, the fictional character, Percy Jackson 
authored by Rick Riordon could be interpreted as a form of resistance 
against the mainly negative identities that circulate about ADHD (cited 
in Horton-Salway 2012). When represented in the media, the use of 
extreme heroic characters constitutes a counter to the more usual ste-
reotypes of naughty boys, excluded victims, or dangerous masculin-
ity. Heroic ‘counter-stories’ depicting the characteristics of ADHD as 
an asset of high profile male creative geniuses, athletes, fictional male 
superheroes or celebrities who have overcome problems valourise differ-
ence or they are described in terms of a mythical masculine superhero 
archetype (Horton-Salway 2012: 11). In this representation, ADHD is 
constructed as an asset rather than a deficit (Whitt and Perlich 2014) 
as with Percy Jackson’s inherited traits for toughness that counter the 
more usual negative depictions of ADHD and presents them as a more 
positive asset of boys and men (Horton-Salway 2012: 11). However, 
the other side of this coin is an ‘emphasis on dominance, aggression, 
extreme self-reliance…’ that can also function to reinforce extreme mas-
culine stereotypes (cf. Levant 2011: 765).

The linking of ADHD to success and high performance has also been 
suggested through media representations of successful high flying public 
figures, mostly male, such as Winston Churchill (Horton-Salway 2012: 
11). This example used the metaphor of the battling warrior hero who 
overcame childhood problems and personal difficulties to become one 
of the UK’s most notable politicians and leaders. Such stories serve a 
social function (Klapp 1962, 1964) by depicting the hero’s journey of 
self-transformation (Hartman and Zimberoff 2009). As a story this 
is aspirational, but it also delivers a moral lesson. Strongly positioned 
against medicating naughty, disruptive boys for ADHD, such stories 
about successful public figures serve as cautionary tales inviting the 
public to imagine the loss to the nation if high fliers are subdued by 
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medication. Such stories valourise extreme masculine stereotypes but 
they also warn of the dangers of dumbing down boisterous boys with 
ADHD who might become potential heroes or leaders (Horton-Salway 
2012). While such stories are undoubtedly entertaining, they by no 
means represent the experience of most ordinary mortals. Hero rep-
resentations drawing their rhetorical power from the myth of the male 
moral hero (Whitt and Perlich 2014) serve a variety of social functions 
that are both aspirational and moral, providing role models, inspiration 
and motivation (Hartman 2008: 50).

In Chapter 6, we will further explore how the discourse of trans-
formation, positivity, uniqueness and creativity is drawn on to con-
struct the personal experience narratives of ordinary children, men and 
women with ADHD. We will discuss further the discursive function of 
transformative narratives and question whether these are in fact positive 
forms of resistance and empowerment in the discourse about ADHD or 
whether such accounts are constrained by cultural and gendered stere-
otypes and moral imperatives. They might function as a way of apply-
ing a moral imperative for people with ADHD to identify with the 
successful role models and emulate them, or they might equally serve 
as an object lesson to the public to re-consider the abilities and skills 
of people with ADHD. The biographical representation of celebrities 
who have ADHD and other mental health conditions is becoming a 
burgeoning genre appearing in both print and audio-visual media. One 
positive aspect of this discourse is that it functions to increase public 
awareness of personal experiences, and appears as an attempt to over-
come the stigma of mental illness and sometimes even to challenge the 
definitions and meaning of mental health categories.

Concluding Comments

It is clear that science, research knowledge and the media have the 
power to influence the public imagination about ADHD but also the 
phenomena of social media and the Internet increasingly engage the 
public as active participants in the dissemination as well as the con-
sumption of information. The public are far from passive consumers  

http://dx.doi.org/10.1007/978-3-319-76026-1_6
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of media discourse so this production and consumption of ideas on 
mental health and science can be seen as a circular social process that 
also includes feedback loops between health professionals the public and 
educators (Seale 2003). We have identified some of the dominant stere-
otypes and identities that are visible in popular media and commented 
on how they are gendered in the discourse of ADHD.

Stereotypes about people with ADHD are embedded within dif-
ferent interpretative repertoires that portray ADHD as a biological or 
psychosocial category. Many of these representations are linked to the 
stock of media ‘metanarratives’ that are repeatedly used to frame stories 
in terms of cultural myths. There are a worrying number of negative 
identities for children and their parents in stories about ADHD. These 
stereotypes are likely to generate social consequences, such as stigma, 
fear, moral outrage and moral panics. That is one reason why there are 
growing forms of dissatisfaction and resistance to ‘spoiled identities’ 
(Goffman 1963). These have burgeoned in online discourse and in sup-
port groups to give interested members of the public their own ‘voice’ 
and enable them to share experience (Foroushani 2008). However, the 
consumers of mass mediated messages about health are not only the 
general public but also the scientists, policy makers and health profes-
sionals themselves. In the recent decades of ‘knowledge rich’ societies, 
their traditional authority bases have been eroded such that they are 
increasingly under siege. Neither are professionals passive recipients of 
this: They react to media stories and public pressures resisting them as 
well as becoming influenced by them (Seale 2003). For example, health 
professionals have sometimes expressed concerns when consulted by the 
media about the rise in demands for ADHD medication. Referring to a 
US study of clinicians, Rafalovich (2005: 305) observed that ‘clinicians 
do not practice within a vacuum, but are instead largely affected by the 
marked scepticism that surrounds ADHD’ and also ‘mental health prac-
titioners harbour varying degrees of ambivalence about the diagnostic 
criteria, treatment methods, and biological basis of ADHD’ (2005: 
309). Significantly, he noted ‘the difference between academic ADHD 
forums that continuously seek and debate a crystallised ADHD aetiol-
ogy and the clinical forum, where the treatment of behaviour may be 
more important than understanding its origin’ (2005: 313).
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The historical legacy of ADHD theory (see Chapter 2) and the 
ongoing discourse of science findings as reported by the media con-
tinue to influence how the discourse of ADHD is generated and how 
the public are able to contribute to that debate as producers and com-
mentators, sometimes resisting the authority of science and medicine 
with ‘counter-stories’ or at other times taking up biomedical explana-
tions even when health practitioners are more sceptical. As we have 
seen, the voices of parents and experts are commonly pitted against 
each other in UK media coverage of ADHD (Horton-Salway 2011; 
Lloyd and Norris 1999, 2000) and we note that Harwood et al. (2017) 
also identified this in Australian print media, while Gray Brunton et al. 
(2014) and Davies (2014) have observed similar polarised repertoires 
appearing in parents’ interview accounts of their child with ADHD. 
Gray Brunton et al. (2014) have lamented the lack of research into 
‘parental constructions of their child’s behaviours’ pointing out the 
importance of parent’s understandings of ADHD in the process of 
diagnosis. They, like us, have commented on the issue of gendered rep-
resentations, such as blameworthy mothers and ‘invisible’ fathers. They 
also suggest that there is some evidence that ‘fathers’ experiences might 
differ from those of mothers’ (Gray Brunton et al., January 2014: 1). 
They suggest that

The pathologizing of masculinity in ADHD, implicating boys and their 
fathers genetically and behaviorally, as suggested by Timimi (2005), 
warrants further qualitative study, in view of the dominance of feminist 
research exploring maternal blame only. (Gray Brunton et al. 2014: 6)

These concerns were at the heart of Alison Davies’s research on parents’ 
constructions of ADHD (Davies 2014). Her detailed discursive psy-
chology analysis based on this research provides an illuminating view 
of fathers’ as well as mothers’ perspectives and the findings inform her 
contributions to our understanding of ADHD and parents’ discourse 
(see also Chapters 4 and 5). Personal experience is an important aspect 
of ADHD discourse that can offer valuable insights into the cultural 
meaning and social consequence of this mental health category. We are 
most interested in how the parents of children with ADHD experience 

http://dx.doi.org/10.1007/978-3-319-76026-1_2
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their parenting and how they talk about this and their relationship with 
their children. Significant to us, is the way that their narratives might 
relate to their knowledge of science on ADHD, their take up or crit-
icism of biomedical or psychosocial explanations and how this might 
relate to the framing of media discourse, the construction of ADHD 
identities in the media and the stigmatisation of families. It is to these 
concerns that we now turn.
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It’s very confrontational at times too and normal rules of parenting  
don’t apply because they or he will always go to the next level.  
(Interview with Rachel, cited in Davies 2014: 243)

In this chapter and the next, we turn our attention to the experiences 
of parents who have a child with ADHD. Chapter 2 indicated how 
mothers are implicated within historic and contemporary psychological 
discourses of ADHD, and highlighted a research bias towards mothers 
and their sons, specifically, problem boys and problematic mothers (see 
also, Horton-Salway 2012; Singh 2004). Chapter 3 described how dis-
tinct gendered identities are implicated within media representations of 
ADHD, including gendered parent identities. We also noted the focus 
in media reports on the blameworthy mother through ‘women-specific’  
topics such as pregnancy, or ‘fear of harm’ narratives linked to boys 
and men through extreme accounts of ‘dangerous’ masculinity or even 
‘heroic’ stereotypes.

The next two chapters explore how social and gendered identi-
ties are constructed in parents’ accounts of their own experiences. 
Science and media discourse on ADHD is populated with negative 

4
‘Normal Rules of Parenting Don’t 
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representations of children and their parents. Although there are some 
efforts to construct ADHD in a different way, positive representations 
are few and they usually refer to extreme examples of sports heroes, 
fictional superheroes, male geniuses and high achieving celebrities. As 
Mary Horton-Salway (2012) pointed out in her paper on  gendering 
ADHD, these are not representative of the more mundane lives expe-
rienced by ordinary families. However, for parents, it is their own 
and their children’s identities (and sometimes that of extended family 
members and ancestors) that are at stake when talking about ADHD. 
The next two chapters focus on how parents draw upon culturally 
available ideas and discourses about ADHD, and how they manage or 
resist negative ADHD stereotypes. As ADHD identities are distinctly 
gendered, this chapter will focus on mothers, and Chapter 5 will focus 
on fathers (Fig. 4.1).

Unless otherwise stated, the interview extracts cited in Chapters 4 
and 5 come from a study by Alison Davies of parents in the UK whose 
children had an ADHD diagnosis (Davies 2014). Parents were recruited 
for this study via local ADHD support groups and discourse data was 

Keeping in mind the themes of the book, we explore the impact the ADHD debate has on 

affected families and parents in particular.  To do this, we consider the following questions in 

chapters four and five: 

1. How are the social and gendered identities of parents captured by the biological, 

psychological and social explanations of ADHD, and the wider discourses of 

parenting in general?

2. How do parents engage with the discourse of ADHD and parenting and to what 

effect?

3. How do parents resist the negative stereotypes arising from common understandings 

of ADHD?  

Fig. 4.1 ADHD and parenting discourse
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collected from discussion groups, interviews with parents on their own 
(usually mothers) and with mother/father couples. All of the children 
referred to by the parents in this study were boys. Interview extracts 
are labelled using pseudonyms plus a page number to identify them to 
Davies (2014). Any other examples and quotes will appear as references 
linked to other research studies.

First, it is useful to consider how wider debates about gender and 
parenting in western societies might impinge on these families and pro-
vide a cultural background of assumptions and representations that are 
drawn upon in discourse. We will discuss how the wider gendered dis-
courses of parenting intersect with those about ADHD to produce a 
cultural context for the construction of parents’ experiences.

Contemporary Parenting Discourses

Contemporary debates about parenting practices in the UK take place 
within the historical context of neoliberalism, an ideology which advo-
cates a society organised around the principles of the free market, where 
personal success and failure is the responsibility of the individual alone. 
Prevailing neoliberal discourses of ‘responsibilisation’, as theorised 
by Rose (1999), emphasise ‘good’ parenting as key to the production 
of ‘good’ citizens (Allen and Taylor 2012; Barnes and Power 2012; 
De Benedictis 2012; Gillies 2005). Parents are, to a greater or lesser 
extent, held responsible for achieving successful outcomes for their chil-
dren (Gillies et al. 2016), and, equally, for unsuccessful outcomes too. 
Harden (2005) identifies a ‘parent deficit’ stereotype, which holds par-
ents accountable for children who behave in anti-social ways. Similarly, 
De Benedictis (2012) suggests parents are blamed, demonised and held 
morally accountable for their children’s anti-social behaviour. Parents of 
children with ADHD are captured within these discourses when their 
children’s actions transgress social norms of acceptable childhood behav-
iour. For example, parental accountability is invoked in media stories 
that suggest psychosocial explanations for ADHD.

Of course, parental responsibility for children’s outcomes is not 
a new phenomenon. Ideas about how family life contributed to the 



104     A. Davies

healthy development of children came to be widely circulated via clin-
ics, schools and other institutions from the early twentieth century. 
Knowledge about normal and abnormal childhood came from the 
psychological sciences, or the ‘psy’ disciplines (Rose 1999) and gained 
momentum through the ‘benchmarking’ of healthy and desirable devel-
opment, which was associated with ‘morally’ healthy families. The dis-
course of normative child development continues to inform current 
research into ADHD which emphasises associations between parent-
ing behaviours/style and the development of ADHD in children. For 
example, recent studies have included a focus on the effects of paren-
tal involvement on the learning of children with ADHD (Rogers et al. 
2009) and the ‘qualities’ (such as warmth and responsiveness) of parents 
of boys with hyperactivity (Keown 2011). Studies such as these per-
petuate prevailing understandings that there is, at least, an association 
between parenting behaviour and practices and the outcomes for chil-
dren affected by ADHD, and, at most, a cause and effect relationship 
(see Keown 2011; Rogers et al. 2009), which is sometimes reported as 
linear and unidirectional and can imply blame (Colley 2010). It is via 
the knowledge produced by such studies that ‘good’ and successful par-
enting comes to be described. Expertise, in this case psychological, pre-
scribes the optimum conditions for rearing healthy and developmentally 
‘normal’ children. These ‘best parenting practices’ can be understood as 
forms of self governance that parents must take up in compliance with 
the self regulation of family life (Foucault 1988).

Contemporary (UK) government discourse of ‘good’ parenting 
depicts it not as an ‘intimate relationship, but as an occupation requir-
ing particular knowledge and skills’ (Gillies 2005: 77). Advice and 
guidance are typically disseminated through parenting books, manuals, 
television programmes and parenting classes and through governmental 
‘early years intervention’ policies, which target parents/mothers in how 
best to raise their children (Gillies et al. 2016). Group-based parenting 
programmes are commonly recommended for parents of pre-school 
children with ADHD (Smith et al. 2014). As Gillies (2005) points out, 
interventions are framed within a discourse of parenting support but, in 
fact, are infused with moral judgement as the emphasis of these inter-
ventions is on regulating and controlling the behaviour of families who 
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do not fall within the consensus of what a ‘healthy’ and ‘normal’ family 
should be. The power of these psychological/normative child develop-
ment discourses is indicated by the way parents engage with them to 
reflect on their own child’s difficulties. For example, Gray Brunton et al. 
(2014) found that parents of children with ADHD invoked attach-
ment, marital separation and discipline as potential explanations for 
their child’s difficulties.

Although the ‘psy’ disciplines continue to produce widely dissemi-
nated knowledge about optimum parenting practices, in recent years, 
there has been a growing interest in the association of neuroscientific 
knowledge with child development. Illustrating the increased profes-
sionalization of parenting practice in general (see Bailey 2014), parent-
ing interventions now include strategies underpinned by neuroscientific 
knowledge such as how to target impairment in neuropsychological 
functioning (see Tarver et al. 2014). These biomedically informed par-
enting interventions force parents ‘into a project of parenting according 
to medically conceived truths of behavioural disorder’, which encour-
ages their dependence on specialist knowledge (see Bailey 2014: 98).

Current political discourse provides strict formulations of good par-
enting with an emphasis on marriage, stable family environments and 
the presence of an authoritative father. However, despite this emphasis 
on stability, and a ‘strong’ father presence, it is mothers who are held 
most responsible for their family’s behaviour (Allen and Taylor 2012; 
Barnes and Power 2012; De Benedictis 2012; Gillies 2005). This posi-
tions fathers and mothers differently and renders maternal care-giving 
to overwhelming scrutiny and accountability, reflected also in media 
representations.

Gendered Care-Giving and the Blameworthy 
Mother

The gendered nature of caregiving and responsibility for caregiving 
is well-documented within sociological and psychological literature 
(Bennett 2007; Doucet 2006; Gillies 2005; Harden 2005; Litt 2004). 
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Parenting research often emphasises mothers over fathers because, in the 
words of Vander Ploeg Booth et al. (2010), mothers have ‘a key role in 
task-related aspects of parenting’ (2010: 2). Mothers are held respon-
sible for their children’s well-being, and future outcomes (Weusten 
2011; Blum 2007; McKeever and Miller 2004). If children deviate from 
social and/or developmental norms, then mothers can be judged not to 
be good mothers because they do not have good children (Austin and 
Carpenter 2008). Mothers of children with an ADHD diagnosis are 
affected by this discourse of ‘mother-blame’ as the behaviour of these 
children can be ‘disorderly, disorganised and disruptive’ (Austin and 
Carpenter 2008: 378). Additionally, McKeever and Miller (2004) con-
tend that ‘mothers are often implicated in, and considered responsible 
for, their [children’s] disabilities or illnesses’ (2004: 1182).

Historically, maternal behaviours have been held up for scrutiny and 
constructed as a cause for their children’s deviance. Constructs such as 
‘the psychogenic mother’ and the ‘refrigerator mother’ (see Bettelheim 
1959) have been blamed for a range of medical conditions or social ills, 
such as autism and schizophrenia (Weusten 2011; Berman and Wilson 
2009; Blum 2007; Singh 2002) and it is within this cultural context 
of mother-blame (Malacrida 2001) that mothers’ care-giving prac-
tices are situated. Blame and vilification is attached to ‘bad’ mothers 
who are deemed to have ‘failed’ in some way. A mother is marked as 
‘failed’ for ‘an attribute that conveys her devalued (or tainted) status 
as a mother’ (Wigginton and Lafrance 2016: 31), this might include a 
mother who has failed to produce a ‘healthy’ child, such as a mother 
of a child with ADHD. The ‘blameworthy mother’ is a pervasive fea-
ture within the literature relating to mothers of children with ADHD, 
with a large body of research documenting mothers’ feelings and expe-
riences of blame (Gwernan-Jones et al. 2015; Gray Brunton et al. 2014, 
Broomhead 2013; Austin and Carpenter 2008; Blum 2007; Neophytou 
and Webber 2005; Litt 2004; Singh 2004; Harborne et al. 2004; Klasen 
and Goodman 2000).

The ‘failure’ of mothers to produce ‘healthy’ children stands out 
as a stigma: a ‘‘mark’ of social disgrace, a deeply discrediting attrib-
ute, that results in the social devaluation of a person for their ‘spoiled’ 
identity’ (Wigginton and Lafrance 2016: 31; see also Goffman 1963). 
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Certainly, stigmatisation and marginalisation appear as themes within 
studies relating to parenting and ADHD (Gray Brunton et al. 2014; 
Watson 2011; Harden 2005; McKeever and Miller 2004; Gray 2002a, 
b). Parents of children with ADHD may be affected by stigma because 
of the non-normative characteristics of their children’s behaviour. 
Goffman identifies this as ‘courtesy stigma’ (Goffman 1990), suggest-
ing that individuals, through their association with a ‘stigmatised’ per-
son (in this case, a child with ADHD), come to share in their stigma 
and marginalisation. Parents may also be affected by stigma because of 
their own discredited position within sections of society. ‘Public stigma’ 
(see Mueller et al. 2012) refers to the stigma that arises through publicly 
held attitudes and beliefs towards those individuals and their families 
who are affected by mental distress. Parents of children with ADHD 
can be understood to experience public stigma (Mueller et al. 2012) on 
account of the deficit parenting stereotypes that circulate in society and 
within the media.

This public stigma can be seen in studies which indicate that mothers 
become objects of scrutiny in their encounters with medical profession-
als relating to their children (Watson 2011; Berman and Wilson 2009; 
Litt 2004; Malacrida 2001). Similarly, parents consistently report how 
their parenting practices are subject to the ‘disciplinary gaze’ (Foucault 
1991) of teachers (Gwernan-Jones et al. 2015; Honkasilta et al. 2015) 
as well as other professionals, family and friends (Berman and Wilson 
2009; Ryan 2006; Harden 2005; Todd and Jones 2003). As Singh 
states (2004: 1201), ‘to this extent it does not matter whether mothers 
are actually experiencing this judgement or ‘imagining’ it. The point is 
that even their imagination reflects the internalisation of this discipli-
nary power’. This internalised judgement by others may account for the 
high number of accounts which describe feelings of isolation and alien-
ation (Honkasilta et al. 2015; Bull and Whelan 2006; Neophytou and 
Webber 2005; Segal 2001; Klasen and Goodman 2000), withdrawal 
from social situations (Berman and Wilson 2009) and feelings of low 
self-worth (Bennett 2007; Singh 2004).

It is interesting to observe how parents engage with the position of the 
blameworthy, stigmatised mother through their accounts of isolation and 
victimhood (Davies 2014). Taking a discursive approach, we understand 
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social identities to be constructed as subject positions in a flexible and 
fluid way depending on the context of interaction and how people are 
using them. As Zverina et al. (2011) suggest, ‘in making accusations, 
criticising, mitigating, asking questions and positioning each other in 
talk, people manage their stake in conversation and construct their 
identities through moment-by-moment enactments’. A victim identity 
is just one identity that mothers can draw upon to do discursive work. 
Here, the distressing experiences of victimhood described by the exam-
ples below demonstrate how mothers represent themselves as victims and 
how they draw on cultural resources to do this.

Resisting a Stigmatised Identity

When mothers represent themselves as victims in relation to ADHD, 
this works to mitigate the stigmatisation and marginalisation they have 
experienced from other parents. In effect, this turns the focus of criti-
cism away from themselves and back towards those who are victimising 
them. Scrutiny, or ‘felt stigma’, as Goffman (1990) terms it, is particu-
larly experienced in public spaces and situations (Ryan 2006; Gray 
2002b), where parental competence is most likely to be judged and, 
where a child’s disruptive behaviour challenges the ability of parents ‘to 
affect a presentation of family normality’ (Gray 2002b: 740). This may 
partly explain why several of the mothers’ accounts of stigma and mar-
ginalisation are located in the school playground:

and I used to stand in that playground and I’d I’d rather die than sit in 
that blinkin’ playground. (Julie: cited in Davies 2014: 196)
that’s where people are all eyeing themselves up it’s a horrific place to go. 
(Ingrid: ibid.: 196)

Julie’s spoiled maternal identity is made clear as she juxtaposes the seem-
ingly mundane and routine maternal activity of collecting her son from 
school with her dread of entering the hostile environment of the school 
playground: ‘I used to dread, dread I can’t tell you how much I used to 
dread collecting him’ (Julie: 197). Her pain and humiliation are poign-
antly conveyed in this description of her treatment by other parents.
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Both victimhood and heroism are common media representations 
of ADHD, the latter originating in fictional myths and metanarratives. 
It is with these dominant narratives in mind that we attend to moth-
ers’ accounts of stigmatisation and resistance. These familiar media sto-
ries of ADHD, populated with victims, villains and heroes, are readily 
available cultural resources (or interpretative repertories) which parents 
draw upon to construct particular versions of the world (Horton-Salway 
2012). The familiarity of these as a cultural stock of stories means they 
require little explanation or detail. Because of the culturally shared 
nature of these story formats, one fragment of the story can be sufficient 
to imply the rest (see Wetherell 1998). Within such familiar stories, 
the construction of identities is relational and constitutive (Burr 2003; 
Shotter 1997). Julie’s account of her ‘dread’ of entering the school repre-
sents a stigmatised and marginalised mother who is a victim of hostility. 
The subject position of victim calls into being that of perpetrator and 
depicts the victim as morally righteous in relation to the perpetrator. 
We are invited to imagine the judgements of other parents who are pre-
sented as the ‘gaze’ of societal moral censure, ‘people are all eying them-
selves up it’s a horrific place’. As another mother put it:

they had a petition behind our back to get him out of school the parents 
the whole school ganged up together […] and parents came out every sin-
gle day and I couldn’t go to school ground without my friend literally 
holding my arm I was terrified. (Ingrid: cited in Davies 2014: 208)

The intimidating nature of this social censure is represented as com-
monplace ‘everybody would be saying ‘that kid’s just a little git’’ (Paula: 
cited in Davies 2014: 209). As Stokoe and Edwards (2007) suggest, 
when a speaker reports that they have been the recipient of an insult 
this is ‘to invite the listener to make inferences about the producer of 
the […] language’ (p. 353). For example, the moral cowardice and 
intimidation of other parents are two representations implied in Paula’s 
and Ingrid’s accounts of the playground:

they’d just all stand there and I’d be completely on my own and every-
body would be saying ‘that kid’s just a little git’[…] but they weren’t brave 
enough to come up and say anything. (Paula: cited in Davies 2014: 209)
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every single day some parent would come up to me and say ‘your child 
did this, that, that to my child what you going to do about it?’ and I said 
‘I’m sorry I can’t do anything’, I said ‘I apologise I can’t do anything else’. 
(Ingrid: ibid.: 208)

These are common descriptions of mothers’ experiences in relation to 
their children with ADHD and they use them to describe the difficulty 
of their situation and also to resist discrediting versions of themselves as 
failing parents. It is important to note that these are situated accounts 
of experience rather than fixed enduring identity categories of ‘victim’ 
or ‘perpetrator’ in the sense that they are familiar forms of social iden-
tity categories, arising from culturally recognisable ways of describing 
the world. They are used in social interactions as a flexible, discursive 
resource. In other places in their account of experience, mothers might 
describe themselves differently and in more positive terms. A vic-
tim identity works to claim the moral high ground which is a way of 
recruiting support for troubles and resisting condemnation. However, 
a victim identity is also a risky one to take up as it can reproduce and 
reaffirm discourses of blame and stigma. As Zverina et al. (2011: 2388) 
state, ‘it is not surprising that identity work […] involves a delicate bal-
ance in which victim identities are both embraced and resisted’. Paula 
and Ingrid, the mothers who took up a stigmatised, victim identity 
(above) also took up very positive, pro-active mother identities at other 
times.

Resisting Discourses of Blame: Turning to the 
Biomedical Model

The use of biological explanations works to resist the stigma of dis-
crediting parental and child identities, stigma and blame that arise 
from psychosocial explanations of ADHD (Ghosh et al. 2016). Many 
studies have observed how this happens in the accounts of mothers of 
children with ADHD to explain their children’s ‘disordered’ behaviour 
(Broomhead 2013; Ryan and Runswick-Cole 2008; Bennett 2007). 
This is a situated form of resistance to the stigmatising representations 
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of children and parents that populate the discourse of ADHD. 
Furthermore, it is significant that the take up of biomedical explana-
tions and medicalised interventions for ADHD is conflictual for par-
ents as we now demonstrate in relation to mothers’ discourse. Mothers 
draw on biomedical knowledge in certain situations, but they reject it in 
others.

Similar to Singh’s (2004) findings, the mothers’ narratives in Davies 
(2014) tended to be organised around before and after stories of diag-
nosis, which enabled the ‘transformation of blame from mother to 
brain’ (Singh 2004: 1194). The ‘before’ stories consisted of very raw 
accounts of trouble, which gave way to less troubled ‘after’ (post diag-
nosis) stories. ‘Troubles-telling’ (see Jefferson 1988) is particularly rele-
vant to accounts of parenting children with ADHD. On the one hand, 
troubles-telling is a necessary feature of accounting for and seeking 
validation for ADHD. Without ‘troubles’, there would be no reason 
for medical or educational intervention, help or support. Put simply, 
‘troubles-telling’ is a way of conveying to the listener how problematic 
an event or experience has been. In one example, a mother explained 
how her decision to seek a diagnosis came after a pre-school visit: ‘and 
he’s running about off there and he’s pulling it down and he’s kick-
ing it and he’s pushing in I couldn’t it was too much so I did what 
I could eventually I did get him diagnosed’ (Donna: cited in Davies 
2014: 144). However, troubles-telling such as this can also suggest a 
problematic identity. In the case of parents of children with ADHD, 
this might be indicated by a parent being unable to cope with their 
‘disruptive’ child. Parents have to navigate these tensions in their talk, 
and as Miller and Silverman (1995) point out, troubles talk in ordi-
nary conversation is ‘complex and varied, even disordered’ (p. 727). 
With the variable and situated nature of accounts in mind, we note the 
pragmatic function of troubles-telling in mothers’ accounts of ‘before 
diagnosis’.

The mother-blame/brain-blame binary (see Blum 2007; Singh 2004) 
describes how the ‘medicalization of problematic behaviors in young 
boys includes an inherent narrative of blame transformation’ from 
mother to brain (Singh 2004: 1193). In Davies (2014), most of the 
mothers accounted for ADHD by locating the cause within the brain:
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it’s a brain…it’s a problem with the brain it’s something to do with the 
uhm frontal cortex or something of the brain and the frontal lobes or 
something not working properly. (Paula: ibid.: 138)

Paula credentials her familiarity and knowledge of ADHD in much the 
same way as the media might report on science research by drawing 
on technical terms that demonstrate familiarity with the neuroscience 
of ADHD. Mothers routinely offer biological explanations for ADHD 
sometimes suggesting that their children’s ‘difference’ was evident from 
birth, or even within the womb (Bull and Whelan 2006). For example:

I knew the minute he could walk there was something I mean I knew 
there was something wrong when he was tiny […] he used to do some 
quite bizarre stuff. (Paula: cited in Davies 2014: 180)

Early indicators of ‘atypical’ behaviour in their children are common 
in mothers’ accounts representing ADHD as something intrinsic to the 
child, rather than due to the environment or their parenting. In describ-
ing these initial concerns about their child’s behaviour, even in vague 
ways, such as ‘something wrong’, mothers are also depicting themselves 
as observant, knowledgeable good mothers, who monitor the progress 
of their children. As Goffman (2006) suggests, vagueness and ambiguity 
are useful strategies for managing a positive ‘face’, as they deter chal-
lenge and examination (see also Potter 1996; Macmillan and Edwards 
1998). The ‘pervasiveness of the discourse of normative child devel-
opment’ (O’Dell and Brownlow 2015: 302) is evident in the way that 
mothers indirectly orient to their children’s deviation from ‘normative’ 
developmental expectations: ‘he didn’t like to be touched he didn’t like 
to be picked up and things like that’ (Paula: cited in Davies 2014: 180).

The Significance of Diagnosis as a Pivotal Event

The significance of the competing nature of biological and psychosocial 
explanations of ADHD is made clear in Ingrid’s relief at the doctor’s 
diagnosis of her son’s ADHD:
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and he said ‘you’re doing fantastically there’s absolutely nothing that 
you’ve done wrong’ […] we phoned everybody I phoned my mum I was 
like […] like ‘this is the happiest day of my life’ […] yeah so relieved and 
somebody actually told us told us that ‘you’re doing a great job’ he said 
‘you are fantastic. (Ingrid, in Davies 2014: 178)

This example is typical of parental relief at medical diagnosis of ADHD 
(see Ghosh et al. 2016; Neophytou and Webber 2005; Singh 2004; 
Segal 2001; Klasen and Goodman 2000). Ingrid makes clear what is 
at stake for her (and her partner) with regard to obtaining this diag-
nosis for their child. The doctor’s independent and expert diagno-
sis is presented through the use of reported speech (see Potter 1996; 
Widdicombe and Wooffit 1995; Wooffitt 1992), and this provides 
Ingrid with a vindication of her parenting in his words, ‘you’re doing 
fantastically there’s absolutely nothing that you’ve done wrong’. Her 
use of extreme case formulations (ECFs) (Pomerantz 1986) such as 
‘phoned everybody’ and the ‘happiest day of my life’, even if understood 
as non-literal, shows her investment in this explanation for her child’s 
problems. Indeed, we understand this to be a day which makes sense of 
her parenting experiences and, in her narrative, the diagnosis features as 
a pivotal event that brings her relief.

Expressing relief about this diagnosis is risky for parents. Parents are 
often accused of jumping on the ADHD bandwagon in media reports 
that represent an ADHD diagnosis as an excuse or a way of securing 
financial support (see Chapter 3; Harwood et al. 2017; Horton-Salway 
2012). One way that mothers orient to this is by establishing their own 
initial reluctance in accepting an ADHD diagnosis. For example:

and then when he went to primary school the teacher was very worried 
about his eye contact and they asked us to get him […] to the GP and get 
him seen and we thought “they know nothing” […] it took two years of 
me saying “no there’s nothing”….’ (Julie: cited in Davies 2014: 147)

Julie’s description of her initial resistance to a medical diagnosis is typi-
cal of many mothers’ accounts. Her original opposition to the teacher’s 
suggestion, and to medical intervention, “they know nothing”, manages 
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the controversial issues arising from the diagnosis of ADHD. Parents 
can be accused of having their own agenda so the management of stake 
and interest is an important aspect of constructing a credible account. 
Stake management is a key feature of establishing lack of motive or bias 
in every-day discourse (Potter 1996; Edwards and Potter 1993). A par-
ent who had not initially sought this diagnosis is less likely to be heard 
as jumping on the bandwagon.

Securing a Diagnosis: Taking on the Experts

The full extent of what is at stake, for the mothers of children with 
ADHD, can also be heard in the descriptions of difficulties they face 
in obtaining a diagnosis. In contrast to accounts which downplay their 
initial engagement with the idea of a medical diagnosis there are also 
accounts which describe how mothers actively work to secure such 
a diagnosis, even if this means challenging or rejecting the opinion of 
unsympathetic practitioners. Many of the mothers talked about unsym-
pathetic doctors, quite often GPs. One mother, whose child had a dual 
diagnosis of autism and ADHD, describes how her son’s GP did not 
know about autism: ‘he’s got autism spectrum disorder and his GP a 
senior GP went ‘what’s that?’’ (Linda: cited in Davies 2014: 154). The 
doctor’s status as ‘a senior GP’ is further called into account by Linda’s 
suggestion that ‘anyone on the street’ or any ‘non-specialist’ would rec-
ognise that her son is autistic. Querying the expertise of health pro-
fessionals is one way that lay people respond to lack of recognition for 
controversial health categories and this also mirrors the undermining 
of consulted health professionals in the media (Lloyd and Norris 1999) 
and the decline of medical authority observed by Norris and Lloyd 
(2000).

Medical practitioners who do not endorse an ADHD diagnosis are 
described as problematic by parents who are keen to secure recognition 
for this diagnosis and help for their children. Generally, parents draw 
on the authority of medical knowledge to support their claims about 
ADHD. In contrast, unsympathetic medical opinion is formulated as 
being so because of ‘contingencies’ such as the doctor’s personality, age 
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or unhelpful characteristics, rather than based on scientific knowledge 
(see also Gilbert and Mulkay 1984):

he was just up there and he said there’s nothing called ADHD it doesn’t 
exist he was a very old doctor. (Ingrid: cited in Davies 2014: 153)

I think he’s quite close to retirement. (Linda: ibid.: 154)

In both accounts, the doctors are constructed as old, their views as 
old-fashioned and, consequently, it is implied that their knowledge is 
inadequate. These mothers represent ADHD (and autism) as requir-
ing a modern understanding and an up-to-date body of knowledge 
that some doctors have and others might lack. This allows a criticism of 
medical practices that does not threaten the status of the medical model 
(see Chapter 1 discussion of empiricist and contingent repertoires, 
Gilbert and Mulkay 1984).

As we saw in Chapter 3, the challenge to medical opinion takes 
place within a culture of increasing ‘mediatisation’ of medical knowl-
edge (Seale 2003) and take up of media representations along with 
the definition of health ‘consumers’ encourages individuals to take up 
whichever expert opinion matches their own viewpoint (see Valentine 
2001). The availability of knowledge about ADHD, especially from 
medical websites that list diagnostic criteria (Conrad and Bergey 2014; 
Foroushani 2008), makes everyone a potential expert meaning ‘the pro-
fessional hero is no longer a secure category’ (Seale 2003: 523). Parents 
are able to challenge professional decision making because they now 
have access to different perspectives on medical knowledge.

On the one hand, it is tempting to interpret mothers’ accounts of 
challenging professional authority as acts of resistance and empow-
erment. However, these acts take place within a context of a perva-
sive mother-valour/mother-blame binary (see Blum 2007). Either 
way, mothers are held accountable for their children’s outcomes. This 
includes becoming experts on ADHD. As one parent put it: ‘it’s such 
a hard slog to get actually […] to get the help we got him the help he 
obviously needed’ (John: 178). Mothers’ challenges to professionals 
can be interpreted as demonstrations of good mothering and maternal 
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fitness, where mothers wield medical and psychological knowledge to 
gain the best results for their children.

These examples have demonstrated the complexity and variability of 
accounts relating to diagnosis, indicating what is at stake for mothers 
when they are talking about diagnosis of their child’s medical condi-
tion. The mothers interviewed all engaged with a biomedical explana-
tion for ADHD, but accountability and blame are reframed rather than 
entirely abolished within these accounts (see Bailey 2014; Blum 2007; 
Singh 2004). So enduring is the spectre of mother-blame, that a bio-
medical diagnosis of ADHD simply reconstitutes it in a different form 
(Blum 2007; Singh 2004). Blum (2007) identifies this blame as ‘prox-
imate blame’, in which mothers, although free from blame for causing 
their child’s condition, are held responsible for the subsequent man-
agement and care of their children. This reconstitution of blame can be 
seen in the way that mothers are held to account over issues relating to 
medication.

Transformative Accounts of Medication

Concerns and accounts of guilt about medication feature commonly 
in mothers’ accounts. Mothers are caught in a moral dilemma of social 
condemnation. As one mother put it, ‘I feel damned if I do give him 
the pills and damned if I don’t’ (Taylor et al. 2006: 120). Seale’s (2003)  
argument that media audiences participate in a dialogue with ‘an imag-
ined community of other viewers, people ‘like me’’ (p. 517) is highly 
pertinent to the way that mothers negotiate the moral positioning they 
experience in relation to the circulating discourse of ADHD and med-
ication. Singh (2004) points out, for example, that mother-blame is 
‘reconstituted’ through media discussions of medication, where mothers 
seeking medical intervention are represented as self-serving. The mother 
in the following example shows awareness of how she is positioned 
within the discourse of ADHD:

the other thing I think parents get with ADHD is uhm I think it’s a label 
you can’t win it’s a label which is ‘there’s nothing wrong with them it’s just 
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the parenting… oh they just drug that child. (Caroline, cited in Davies 
2014: 184–185)

She is aware of how the ‘imagined community’ might interpret her deci-
sion to medicate her son: ‘there’s nothing wrong…they just drug that 
child’. Stories depicting medication as a ‘chemical cosh’ or those that link 
medication with ‘fear of harm’ invite mothers to recognise themselves as 
the subjects of this critical discourse (see Chapter 3; also Harwood et al. 
2017; Horton-Salway 2011; O’Dell and Brownlow 2015).

As a consequence, mothers’ accounts of their decisions to medicate 
orient to the possibility of public condemnation and are carefully man-
aged. For example, many of them deploy transformative stories to illus-
trate the beneficial effects of medication for their children:

he’s exhausting I mean physically and mentally exhausting […] we had 
huge huge meltdowns massive anxiety uhm that I by that stage was pretty 
skilled and I knew what I was doing so I was able to work with him very 
intensively to try and you know bring down his anxiety and the other 
thing I did was […] I went privately to a consultant […]immediately put 
him on medication and the transformation was unbelievable […] com-
pletely changed his life overnight on the first dose within half an hour 
[…] he had transformed. (Caroline: in Davies 2014: 185–186)

In Caroline’s example, the contrast between the extreme meltdowns 
‘before’ and the change in his life ‘after’ pivots around medication such 
that the account functions as an endorsement of this course of action. 
However, the dilemma of troubles-telling is clear here. On the one 
hand, there is an interactional and moral requirement for Caroline to 
describe the ‘troubles’ experienced by her son and family in some detail 
to warrant her decision to seek medical intervention. On the other 
hand, troubles talk, and the need for medication, positions the child as 
challenging and Caroline as unable to cope with him. This potential for 
‘reconstituted blame’ is countered by working up her own identity as 
a skilled mother who was not overwhelmed by the difficulties her son 
presented or looking for a ‘quick fix’ to manage her son’s behaviour, as 
suggested by some media stories (Harwood et al. 2017).
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A common way that mothers resist ‘reconstituted blame’ is by linking 
the use of medication with positive educational outcomes: ‘and he was 
like a different child and suddenly he was able to focus and he could 
learn’ (Caroline: 186). Medication becomes aligned with better school 
performance; the account of ‘troubles’ is therefore closed, and ‘business 
as usual’ is resumed (see, for example, Jefferson 1988). These examples 
alert us to the dilemmas that mothers must manage with regards to 
medication. Within the biological repertoire, medication for the ‘sick’ 
child is not only reasonable, but to some extent, expected or a require-
ment of the educational context. Parents who seek medication for their 
children are ‘doing right by their child’, and maximising their poten-
tial to achieve at school. From this view a parent who resists diagnosis 
and medication is neglecting their duty, and risks their child’s exclusion 
from school. Contrary to this are psychosocial explanations in which 
children are constituted as ‘normally’ naughty, or so extremely naughty 
that parenting interventions might be suggested.

The Intensification of Maternal Responsibility

Mothers’ care-giving and responsibility for their children comes to 
the fore around issues of medication. For example, concern about the 
side-effects of medication is managed by mothers who provide medi-
cation ‘breaks’ for their children (Neophytou and Webber 2005; Singh 
2005), thereby assuming responsibility for the monitoring and ‘fine-tun-
ing’ of their child’s medication (Taylor et al. 2006; Litt 2004). By resist-
ing regulated medication of their children, mothers demonstrate both 
concern for their children and developing expertise in relation to their 
children’s medical condition. For example, Rachel described the decision 
to medicate based on the medical professional’s advice:

she sort of uhm I was… going to …talk us into but that wasn’t the fact 
at all cos it was entirely our decision but she gave us enough information 
that took away all the scare and went through all the potential side-effects 
and the thing that swung it for us was that she said it’s not addictive. 
(Rachel: cited in Davies 2014: 188)
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The issue here is not the accuracy of Rachel’s account, but the way 
that she is representing herself as an agent who was required to choose. 
The tension between (medical) authority and expertise and the neolib-
eral ideals of individualism, personal autonomy and agency is revealed 
in talk about decision making relating to medical matters (Bishop and 
Yardley 2004). Bishop and Yardley argue that because the giving of 
advice from doctor to patient is socially and institutionally sanctioned, 
not to take-up medical advice is an accountable action. On the other 
hand, the contemporary discourse of citizen choice and professional 
partnerships is also embedded in neoliberal societies, so service users are 
positioned as responsible partners who take part in decisions about their 
healthcare. Therefore, when parents in the UK engage with health ser-
vices they are captured by the cultural imperatives of individual choice, 
but constrained by the discourses of proper parenting, including tak-
ing medical advice. In the above example, the power of the medical 
expert lies in her authority to present an ‘informed’ case for medication 
to a concerned parent. Rachel attends very closely to issues of paren-
tal agency, drawing attention to the tension between authority and per-
sonal autonomy herself: ‘I think she sort of uhm I was…going to…talk 
us into but that wasn’t the fact at all ‘cos it was entirely our decision’ 
(p. 188). Clearly though, choice does not necessarily imply power, since 
Rachel and her husband could not medicate their child without the 
doctor’s sanction.

Nevertheless, the discourse of ‘choice’ and user involvement in deci-
sion-making is part of the contemporary practice of health services and 
this is implied by Rachel’s account. This is not without risk of moral 
censure because making choices on behalf of children against doctors’ 
advice might be regarded as irresponsible. This is why Rachel is con-
cerned to point out that the doctor had encouraged them to make this 
choice themselves. In mothers’ accounts of decisions to medicate, the 
responsibility for children’s medical welfare shifts between doctor and 
mother to account for these issues.

Similar to the way mothers might embrace the biomedical explana-
tion of ADHD while also rejecting the views of sceptical practitioners, 
mothers are contradictory in their take-up and management of medica-
tion. They comply with medication, but not always as medical authority 
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directs. Rachel, for example, showed her awareness of some side-effects 
of medication such as reduced appetite and weight loss, and described 
how she manages these potentially harmful effects by taking ‘medication 
holidays’, or even by ‘tweaking’ the prescribed dosage of drug. Mothers 
do not surrender wholly to medical prescription for ADHD as they 
(perhaps) might with conditions such as diabetes. It is hard to imagine a 
parent admitting to giving ‘insulin holidays’ to their children, and easy 
to imagine the condemnation they would receive if they were to do so. 
Interpreting ADHD prescription in a flexible way might only become 
an accountable issue if the outcomes for the child were jeopardised. 
Otherwise, the management of ADHD medication is a means by which 
mothers (re)assume their maternal responsibility for their children. 
According to Singh (2004: 1202), medication lends mothers a ‘mate-
rial authority’, providing them with a ‘biotechnical tool’ with which to 
 perform maternal fitness in line with a reconfigured biological narrative 
of maternal caregiving.

This ambivalent behaviour towards medication could be an indica-
tion of the incomplete medicalisation of UK society (see Gray Brunton 
et al. 2014; Malacrida 2004), and in this case, linked to the existence of 
competing and dilemmatic discourses around ADHD and the decline 
of scientific authority. Mothers’ decisions to medicate are held up to 
scrutiny against this background and might be criticised for being neg-
ligent in a number of competing ways. Mothers must navigate a ter-
ritory that places them at fault whatever they do. Mothers attend to 
this by demonstrating an awareness of the ‘fear of damage’ metanarra-
tives around medication (see Wang et al. 2016) and responding to this 
accordingly. Their accounts of maternal agency around medication rep-
resent them as ‘good’ mothers, who pro-actively assume responsibility 
for managing their child’s illness.

The assumption of responsibility for children’s medication is just  
one example of the extended care-giving practices demanded of moth-
ers once their children have received a diagnosis of ADHD. Post diag-
nosis, mothers are under an imperative to perform a ‘concerted action’ 
of valourised maternal care (Blum 2007). This is accomplished through 
an ‘intensification of ‘normal’ motherhood’ (see Blum 2007: 205) 
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involving intensive carework, advocacy and vigilance to obtain the nec-
essary services and resources for their children.

Resistance and Compliance: The Politics of Parenting

Accounts of caregiving, coping, management and advocacy featured 
frequently in the accounts of mothers in Alison Davies’ study (2014). 
Mothers reported how their everyday parenting practice was held up 
to scrutiny, and most indicated there was a common expectation they 
should attend parenting classes: ‘oh yeah I’ve been to three parenting 
groups’ (Ingrid: 245). Mothers’ accounts of parenting classes high-
light the unequal power relations between parents and profession-
als. Power that circulates in the discourse, institutions and practices of 
experts still has the potential to constrain and dominate (Gwernan-
Jones et al. 2015; Honkasilta et al. 2015; Hodge and Runswick-Cole 
2008). Resonating with findings from other studies (Gwernan-Jones 
et al. 2015; Berman and Wilson 2009; Austin and Carpenter 2008; 
Malacrida 2001), both mothers and fathers demonstrate awareness of 
a requirement to be deferential and compliant at a parenting class: ‘and 
you know I didn’t say I didn’t pick anything up because I did you know 
I I you know you can hear things and you think “oh I can turn that 
into…”’ (Ingrid: Davies 2014: 245). Maternal compliance can, there-
fore, be understood as a form of ‘game playing’ (Austin and Carpenter 
2008), in which mothers, such as Ingrid, do not want to position them-
selves as uncooperative. This token compliance may be understood as a 
form of resistance, with mothers working to validate their own positions 
within the hierarchical professional/lay relationship at the same time 
as avoiding being defined as troublesome. The micropolitics of parent-
ing (see Miller and Silverman 1995: 743) are apparent in the complex 
interplay between compliance and resistance. Parents resist and under-
mine ‘professional’ parenting techniques with token compliance while 
at the same time credentialing their own experiential parenting skills or 
knowledge gained from personal research.

Parents are positioned within a double bind in relation to parenting 
classes (see Holt 2010). If they fully engage with the classes, and adopt 
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new parenting strategies to deal with their children, then, clearly, they 
needed ‘training’, and their identity as ‘deficient’ parents was justified. 
However, if parents refuse to engage, then they could be deemed unco-
operative and risk further scrutiny and interference. As Holt (2010) 
argues, parents need to be seen to engage, while resisting the need to 
change. Ingrid (cited in Davies 2014) resisted the need to change her 
parenting practice by drawing on her own experiential knowledge of her 
child and claiming a ‘lack of fit’ between the practices put forward by 
the parenting experts and her own ‘extraordinary’ familial situation:

they they’d all talk about the 1 2 3 you know timeout and stuff but they 
were focusing a lot on that and none of them things worked on L so most 
of the time I was sitting there going […] sticker charts […] but they only 
worked for a short moment of time because he doesn’t have the same you 
know. (Ingrid: 246)

Ingrid (carefully) resists the strategies offered within the parent-
ing group, ‘time out and stuff…sticker charts’, the implication being 
that her son has different requirements, ‘he doesn’t have the same you 
know’. This is an example of how mothers challenge professional and 
expert authority by claiming superior knowledge of their own chil-
dren. However, resisting taught parenting strategies is a risky business. 
Parents, to display a positive moral identity, need to show a willing-
ness to assume responsibility for their children (Holt 2010; Ribbens 
McCarthy et al. 2000). Ingrid tempers her resistance to the taught 
strategies by conceding that she could learn something, ‘I didn’t say I 
didn’t pick anything up because I did’ (Ingrid: cited in Davies 2014: 
245). However, the strategies offered are only useful once she adapts 
them to the needs of her child, ‘oh I can turn that into’ (Ingrid: 245). 
She holds back her criticism so as to avoid a negative judgement of 
herself as uncooperative, someone not prepared to participate in the 
classes nor assume responsibility. Such mothers consistently indicate 
that their children’s behaviour requires exceptional parenting that 
exceeds that of parents of ‘normal’ children, as Rachel says, ‘normal 
rules of parenting don’t apply’ (Rachel, in Davies 2014: 243). This 
resonates with Colley’s (2010) contention that the parenting skills 
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required of parents of children with ADHD are counter-intuitive and 
extraordinary.

Parenting-as-a-Project

As the examples of parenting classes and medication suggest, mothers 
experience intensification of the disciplinary gaze post-diagnosis and 
are positioned within powerful authoritative discourses (medical, edu-
cational, political), which provide them with little ‘natural’ authority 
of their own. The power of the disciplinary gaze is that it is not only 
directed towards individuals by external and powerful authorities but 
also exercised by everyone, turning them into both the objects and sub-
jects of discourse. In this way, parents are encouraged to observe them-
selves and discipline their own actions accordingly. Mothers of children 
with ADHD respond by displaying an increased vigilance of their chil-
dren and their children’s encounters with the world (see Blum 2007; 
Singh 2004), working harder to be ‘good’ mothers and secure the very 
best for their children.

Parenting classes are a good example of how parenting has become 
increasingly professionalised. ‘Good’ parents in need of support are 
invited to undergo training to learn the optimal strategies for managing 
their families. Acting as a ‘disciplinary mechanism’ of governance in the 
Foucauldian sense, parenting classes establish the necessary knowledge 
and skills to raise ‘good and normal children’. In line with Foucault’s 
ideas about self-governance, parents are also encouraged to discipline 
themselves and self-regulate, apparently of their own free will. As we see 
with Ingrid, although she shows some resistance to the preferred dis-
courses of the group, she has tried some of the techniques suggested, 
and her self-monitoring of parenting has become a conscious endeav-
our. In this way, she takes up the disciplining authority of the parenting 
class and to some extent responds to its discourse and practices to work 
on herself and her family. Parenting strategies are frequently referred to 
by mothers (Davies 2014). They demonstrate both a familiarity with 
the performance of ‘good’ parenting practice, and, at other times, they 
reject recommended practice in favour of their own superior knowledge. 
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This is a good example of the variability we commonly see in the dis-
course of parents, arising as it does from the dilemmatic nature of 
ADHD, parenting discourse and situated cultural context.

The orientation of so much of the mothers’ talk towards parenting prac-
tice and skill indicate that mothers are alert to their positioning as proximate 
causes of their children’s difficulties. They treat their parenting identities as 
reflexive projects in which they have to be made and consciously developed. 
Mothers demonstrate their concerted ‘parenting-as-a-project’ in accounts of 
‘relentless action’ and valorised motherhood (Blum 2007: 122). This pro-
vides opportunities for mothers to resist the negative stereotypes of defi-
cit parenting discourses. In doing so, they orient to the ways that they ‘are 
policed and police themselves through fear of mother-blame, being judged 
inadequate, unnatural, or selfish’ (Blum 2007: 202).

The Skilled Mother

Through accounts of extreme and ‘abnormal’ behaviour, mothers can 
demonstrate the need for exceptional parenting and their own develop-
ment of skill, expertise and ability to cope with their children (Bull and 
Whelan 2006; Litt 2004; Segal 2001). The following extended extract is 
a good example of how one mother manages this:

like I say to my son “I don’t like some of the things that you do but I 
understand why you do them and it’s not your fault that you can’t control 
yourself but what we need to do is think of what you could do instead 
of doing that” you know “what would be a better solution to feeling 
like that than doing that like?” When he was little he used to attack me 
physically […] but now he doesn’t hit me at all […]I didn’t have a clue I 
just had this child who was really uncontrollable and quite violent and I 
didn’t’ know what to do[…]and uhm he hurt me numerous times you 
know he tried to push me down the stairs he threw scissors at me threw 
knives at me and I ended up with a broken nose where he headbutted me 
in the face uhm black eyes you know he was very very violent […] and it 
wasn’t until I read a bit about ADHD and I thought “I know! I’m going 
to let him hit, but he’s not hitting me anymore we’ve got to find some-
thing else he can hit” and that’s when I (unclear) the punchbag and I did 
that with him […] he doesn’t do it he very very rarely attacks anybody 
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he’ll throw things and he’ll still wreck things in the house if you’re not 
able to intervene quick enough uhm but he wouldn’t physically hurt any-
body now. (Paula: cited in Davies 2014: 228–229)

This account pivots around Paula’s successful interventions as a mother 
with respect to her son’s behaviour. His previously extreme and violent 
behaviour is pathologised and contrasted with his behaviour after she 
has developed the skills to manage him. Similar to the transformative 
narratives identified by Fleischmann and Miller (2013) described in 
Chapter 3, Paula’s account tells of how she overcame the challenge pre-
sented by ADHD, and the pivotal event in this transformation is that 
Paula ‘skilled up’ by reading about ADHD, gaining invaluable expert 
insight into how to manage her son’s behaviour. Paula, just like other 
mothers, has developed in-depth subject knowledge of her child’s con-
dition to successfully manage him (see Taylor et al. 2006; Segal 2001). 
This account of ‘learned mothering’ (see Taylor et al. 2006; Litt 2004; 
Segal 2001) is another example of how self-governance operates through 
the discourses of ADHD and parenting. Paula’s developing skills and 
knowledge in relation to her son are an example of a project of ‘con-
certed cultivation’ (Lareau 2003; Blum 2007) in which ‘good’ parents 
become preoccupied with their children’s development.

In ‘doing’ good mothering, mothers also take up intensified action by 
claiming authority to speak and act on behalf of their children. Mothers 
are vigilant in their advocacy role, particularly in managing their chil-
dren across the educational and health care systems and ensuring their 
access to appropriate resources (Blum 2007). They ‘act as vigilantes seiz-
ing authority from legitimate, credentialed professionals on behalf of 
their children’ (Blum 2007: 222). The mothers interviewed by Davies 
(2014) gave similar accounts of fighting for their children as the follow-
ing analysis demonstrates.

Fighting for Their Children

Several of the mothers in Davies (2014) described how they must 
fight to obtain services for their sons with ADHD. Mothers use the 
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language of battle, for example, Paula describes how she has to fight 
for every bit of support for her son: ‘you’ve conquered one thing, 
there’s always something else’ (Paula: 220). At the time of the inter-
view, she was trying to persuade her son’s school to provide transport: 
‘the school he’s in now won’t give him transport so I’m fighting con-
stantly with them’ (Paula: 220–221). Another mother talks about how 
the process of getting her son statemented was like a ‘battleground’ 
and a ‘horrible battle’ (Caroline: 224). In using ‘fighting talk’, moth-
ers take up the position of the child’s lone supporter defending them 
against unsympathetic professionals, negatively working against the 
child’s interests.

‘Fighting talk’ appears throughout the literature relating to moth-
ers’ experiences with other parents, teachers and medical professionals 
(Blum 2007; Harborne et al. 2004; Norris and Lloyd 2000). Mothers 
of disabled children are reported as starting as ‘worriers and becoming 
warriors’ (Ryan and Runswick-Cole 2008: 204), moving from a pas-
sive, invisible position into a more assertive, active position (Gwernan-
Jones et al. 2015). Caroline describes how she was obliged to take up 
an assertive role to gain a statement of educational needs for her son 
(below):

The school couldn’t cope in the end …in the end the school admitted 
that they couldn’t cope he’d stopped talking in school and become a selec-
tive mute[…] and the teachers were just shouting at him and uhm he’d 
just stopped responding so in the end we withdrew him from school […]
this battleground really went on up until […]he was fully statemented at 
that point which was a battleground in itself […] the statementing pro-
cess was absolutely horrendous because we were not supported in that 
[…]and every possible uhm barrier was put in the way of trying to get 
him statemented but we fought through that with an awful lot of money 
and legal help […] and so eventually we did get a statement after a long 
and arduous and horrible battle…. (Caroline: cited in Davies 2014: 
223–224)

This account resonates with some media reports that represent boys 
with ADHD as the victims of injustice due to ‘callous and uncaring’ 
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schools (in Horton-Salway 2012: 9). These stories describe valour-
ised mothers who ‘take on’ the ‘Goliath’ authorities in defence of 
their victimised children. Mothers’ responsibility for and dedication 
to their children is conveyed in stories of struggle to gain support 
and services for their children. Mothers prioritise their children 
before their own social and medical needs in descriptions of extraor-
dinary care:

you know why should I have to drive him to school every day? It’s 56 
miles there […] do that twice a day and it works out at 56 miles a day 
that I travel and when you’ve got chronic fatigue it’s hard work to drive 
[…] I have to I don’t have any choice. (Paula: cited in Davies 2014: 221)

Prevalent discourses of normative maternal caregiving deem ‘natu-
ral’ mothering to be selfless, and mothers perform ‘good’ mothering 
by demonstrating their willingness (and desire) to take up the fight 
on behalf of their children, often at substantial cost to themselves. 
This parallels other literature which indicates that mothers take up a 
proactive role to demand access to health and educational resources 
on behalf of their children (Honkasilta et al. 2015; Austin and 
Carpenter 2008; Taylor et al. 2006; Litt 2004; McKeever and Miller 
2004; Todd and Jones 2003). In this way, ‘good’ mothering becomes 
aligned with notions of activism, action, resistance and advocacy. 
The adversarial position that mothers describe is a risky one that can 
lead to confrontation with professionals. Parents (particularly moth-
ers) are sometimes described as being provocative and conflictual 
(McKeever and Miller 2004). On the one hand, good mothers are 
those who agitate and demand for their children and this might in 
some situations be regarded as difficult or even pathological (Berman 
and Wilson 2009).

The Professional Mother

One way in which mothers resist this negative positioning is by assum-
ing a professional parent identity. They do so by participating in a 
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professional partnership between themselves and their children’s school, 
for example, Gill (in Davies 2014: 235) explains how she educates the 
school about strategies that work, ‘so whatever phrases or things we 
use we’ll tell the school’. This is a potentially problematic position to 
take up with a delicate path to be negotiated between a helpful par-
ent, who is engaged with their child’s schooling and a parent who is 
too involved, presuming to advise teachers, or even interfering in their 
child’s school life. Mothers who appear as confrontational or challeng-
ing can be considered less deserving of resources and support, and may 
not invite sympathy or empathy (Malacrida 2001; Berman and Wilson 
2009). Mothers have, however, found ways to draw on their own exper-
tise while ensuring that this expertise did not undermine or threaten 
the ‘face’ or standing of others. Gill, for example, reports that she is as 
equally willing to accept advice from teachers as she is to pass advice 
on to them: ‘and if they find things that work they’ll say: ‘oh by the 
way we’ve learned that’ (cited in Davies 2014: 235). In this way, Gill 
can be understood as co-operative and open to advice, mitigating the 
face-threatening act of advising others (Goffman 2006; Jaworski and 
Coupland 2006), in this case, teachers. Gill assumes a far from passive 
role in the professional partnership between her and the school pointing 
out that:

I seem to be uhm a project manager and I think you find that a lot with 
the parents it’s…and I felt do you know what he’s my son so it’s my job 
to liaise with school and do my own research and do …find out from 
psychiatrists and I’m the one who pulls the information together for him. 
(Gill, cited in Davies 2014: 2235)

Drawing upon professional language in their accounts of interact-
ing with schools and medical experts represents these mothers as being 
skilled, effective and expert in dealing with their children, but this  
can also be understood as an appropriation of the professional ‘gaze’  
to which they are subjected. A professional mother identity positions 
them positively in their claims to maternal entitlement and authority 
while also complying with the cultural imperatives of ‘parenting-as-pro-
ject’. Certainly, Gill’s account positions her as the person in charge of 
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her son. In invoking her ‘duty’ to her son, she is indicating a privileged 
status in relation to him vis-à-vis the school, and in so doing establishes 
her own power entitlement to assume responsibility and participate in 
decisions about him.

It is tempting to understand such parent/professional dynamics in 
terms of mothers exercising their power and maternal authority over 
their children through the use of ‘superior knowledge claims’ obtained 
from articles, specialist sites, journals and books (Gwernan-Jones et al. 
2015; Malacrida 2001). The powerlessness experienced by mothers 
(and fathers) within institutional contexts such as the school can be 
responded to by appropriating specialist discourses and taking up advo-
cacy roles, thus enabling parents to question and resist the knowledge 
and power of professionals. A less positive interpretation, however, is 
that mothers’ developing specialist expertise about their children works 
to reinforce ‘the child’s deficit and the family’s dependence on specialist 
knowledge’ (Bailey 2014: 108). The appropriation of expert knowledge 
by parents is both an act of resistance, but also a form of self-governance 
as parents monitor and regulate themselves and their families in accord-
ance with cultural institutions.

In line with contemporary UK government discourse, good par-
enting is less about intimate and intuitive parenting and more about 
acquiring certain skills and knowledge. Thus, the appropriation of 
specialist knowledge can be interpreted as an example of how mothers 
must ‘defend their legitimacy to knowledge about their child’ (Bailey 
2014: 110). As Hodge and Runswick-Cole (2008: 640) suggest in an 
article on parent–professional partnerships, parents ‘cannot be only 
parents [but]…must be both a parent and a para-professional in the 
disciplines of medicine and education’. Seemingly, mothers’ vigilance 
of their children has extended to all areas of their child’s experience, 
including teaching and learning. This is experienced both as empower-
ment and a burden:

and you’re thinking actually I’ve got enough in my remit […] as a 
 parent without having education on on the top. (Jane, cited in Davies 
2014: 240)
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The Authority of Maternal Experience

As we have seen, mothers of children with ADHD are positioned 
within contradictory, dilemmatic and gendered discourses of ‘good 
mothering’ (and ‘good parenting’). On the one hand, there is a soci-
etal expectation that ‘good parents’ will take up ‘parenting-as-a-project’, 
acquiring the skills and knowledge necessary to manage and parent their 
children to produce ‘good families’. However, on the other hand, there 
remain strong essentialist discourses about maternal caregiving, which 
depict mothers as their children’s ‘saviour’:

well, how much more damaged can you get than you sit in a corner and 
you try and cut yourself and cut your wrists and then ring mum? ring me, 
school didn’t even realise and he rang me and said “mum I really want 
to die” at which point I just got in the car and drove down there put 
him in the car and drove off and said “he’s never ever going back there”. 
(Caroline, in Davies 2014: 225)

Such accounts of distress and survival were also identified by Singh 
(2004: 1198), who contended that ‘mothers’ desperation to save their 
sons must be understood as part of an effort to preserve part of their 
deepest identity as women and mothers’. Studies by Todd and Jones 
(2003) and Baruch (1981) suggest that mothers provide this kind of 
harrowing detail as a way of pointing to their own ‘essential humanity 
and to the coldness and separateness of professionals’ (Todd and Jones 
2003: 232). Maternal care and vigilance is pitted against the uncar-
ing, neglect of the school in Caroline’s account and her criticism of 
the school is grounded in her maternal awareness that her son is not 
thriving:

I could see that he wasn’t coping […] I could see recognise the signs that 
he was in a desperate state and he wasn’t coping but I wasn’t being lis-
tened to again uhm and they again said it was that he needed discipline 
he needed to be brought into line […] and they just started to increase 
discipline and boundaries which is not what he needed and that crashed 
and burned completely when he started self-harming…. (Caroline, cited 
in Davies 2014: 224–225)
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In this example, maternal hyper-vigilance is emphasised over and above 
the regulatory strategies of the school. This mother’s instinct that her 
son was not coping was, sadly, accurate.

The prioritising of their maternal experience over professional opin-
ion was a common feature in the talk of mothers and supports the find-
ings of earlier studies (for example, Todd and Jones 2003; Norris and 
Lloyd 2000). Mothers were often critical of the methods used by teach-
ers with their children:

but I think because the school don’t see the… I mean I would say most of 
the self-esteem comes out of the anxiety […] and all the teachers are talk-
ing about is consolidating learning and I’m thinking “you’ve missed the 
point completely”…. (Jane: cited in Davies 2014: 238)

This entitlement to criticise teaching practices is grounded in Jane’s 
position as a mother (see Sacks 1995). This entitles her to make expe-
riential claims about strategies that do and do not work and to claim 
superior knowledge of what lies at the heart of some of her son’s behav-
iour: ‘the whole the key to it all is anxiety’ (Jane: 238).

Challenges to professional opinion come from mothers’ experience 
and understanding of their children and from the knowledge they have 
acquired in doing their own research about ADHD (see also Honkasilta 
et al. 2015; Segal 2001; Klasen and Goodman 2000). However, despite 
these claims of superior knowledge and acts of resistance, mothers (and 
fathers) remain accountable and are relatively disempowered in the une-
qual relations between parents and professionals (Gwernan-Jones et al. 
2015; Honkasilta et al. 2015; Hodge and Runswick-Cole 2008). As one 
mother said, whenever she challenges her son’s teacher about the strate-
gies used in class, this resulted in ‘another jibe at your parenting’ (Jane: 
cited in Davies 2014: 240).

In the above examples, mothers have resisted the blame-worthy 
mother discourse through accounts which demonstrate their exper-
tise and experience as parents. Accounts of parental experience and 
expertise intersect with accounts of ‘trouble’ that might, on the one 
hand, provide opportunity for parents to demonstrate their skills but 
also have the potential to reinforce the stigma attached to parents of  



132     A. Davies

children with ADHD. Family trouble legitimises scrutiny and profes-
sional interference, reinforcing parents’ sense of a ‘spoiled identity’ (see 
Holt 2010; Goffman 1990). Mothers fluctuated from attending to the 
troubles of their children on the one hand, to resisting this discourse 
on the other. This was typically achieved through accounts which rein-
forced the ‘ordinariness’ of their family lives as well as through positive 
accounts of their children’s skills and creativity.

Resisting Troubled Identities

The biological explanation for ADHD reinforces normative assump-
tions about child development and so encourages a deficit account of 
those children affected by it (McVittie et al. 2008). A deficit account 
of child development might position children and their families in 
ways which invite sympathy and attention, but they also become the 
subjects of regulation, scrutiny and intervention. Extraordinary phe-
nomena that transgress moral and social codes need to be accounted 
for while ordinary, everyday life needs no account. Therefore, ‘doing 
being ordinary’ is a common discursive strategy used to perform rhe-
torical business (see Sacks 1995). Presenting ourselves as ordinary, 
non-exceptional people allows us to describe ‘business as usual’ (see 
Jefferson 1988) without having to account for actions that depart from 
the norm (Locke and Edwards 2003). Voysey (1972), for  example, sug-
gested that minimising the distinctiveness of a child’s disability can 
protect families from scrutiny and professional intrusion. Similarly, 
Todd and Jones (2003) found that in their dealings with professionals, 
mothers typically resisted being pathologised along with their children 
by presenting themselves as caring, ‘ordinary’ mothers, just like ‘any 
other’. By understating difference, families remain unexceptional and 
therefore morally robust.

An ordinary family identity is achieved by making light of the 
extraordinary and any distressing events that occur. Mothers use 
humour and laughter as a way of signalling their resilience and capac-
ity for not taking the situation too seriously (Jefferson 1984; Edwards 
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2005). For example, one mother described a distressing incident in 
which her child soiled himself just before she was about to go into a 
meeting, ‘I have to see it I have to try and say at the moment “this will 
seem funny later” (laughs)’ (Kim: cited in Davies 2014: 254). Similarly, 
Julie explains:

we use humour you know to deal with the things that he does cos you 
have to laugh at some of the things he does cos otherwise the alternative 
is to cry at them but yeah just try maintain a sense of humour with them. 
(Julie: 254)

Both of these mothers resist being positioned as not coping by show-
ing an ability to ‘laugh off’ their troubles. These accounts can also be 
heard as not complaining or asking for special treatment, which would 
potentially risk their positioning as sympathetic figures (Edwards 2005). 
By laughing in the face of adversity, they present themselves as hav-
ing ‘strength of character’, and this accords them a moral integrity and 
worth (see Radley and Billig 1996: 227). Broberg (2011) considers that 
through emphasising ordinariness, parents assume an active subject 
position, one permitting them the possibility of ‘normality, involvement 
and mastery’ in relation to their parental duty of care.

Mothers minimise the extraordinariness of their situations by describ-
ing how their children ‘fit’ with their families:

I’m sort of glad he’s born into our family cos we’re equipped to deal with 
it. (Kim, cited in Davies 2014: 256)
‘no we want somebody quite dynamic and spirited and we got that’ […] 
I’m happy that we got that. (Gill: 256)

The notion of family ‘fit’ resonates with Broberg’s (2011) findings 
in relation to parents’ accounts of their children with intellectual dis-
abilities. Broberg identified a repertoire of belonging in the way par-
ents framed acceptance of their children’s difference. This, Broberg 
(2011) suggests, is a way of resisting the social and cultural expectation 
that families of ‘atypical’ children will feel sad and bereaved (see also 
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Watermeyer 2009; Goodley and Tregaskis 2006). Such families can be 
positioned within a dominant ‘tragedy’ narrative that is potentially com-
pounded by their involvement in research interviews where difficulties 
are described (Swain and French 2000).

Mothers reframe the deficit account of their children’s behaviour by 
providing positive interpretations of characteristics which might other-
wise be described in pathological ways:

I actually find him quite funny, a little comedian and he’s really quirky 
and he’s full of beans and he’s wild […] I quite enjoy it he’s very spirited 
he’s good fun. (Gill, cited in Davies 2014: 255)

The problematic hyperactivity identified with ADHD is  reformulated 
by this mother in positive terms as a description of any ‘ordinary’ child.  
The ‘tragic’ narrative is also resisted by mothers who predict and imag-
ine positive futures for their sons:

he’s he’s going to do great he’s going to be brilliant he’s going to […] get a 
career and whatever he wants. (Gill: 256)

Positive talk such as this enables mothers to resist the stigmatised identi-
ties more usually attached to them and their families. We address the 
function of positive narratives in more detail in Chapter 6, but here we 
note that such talk, which emphasises difference and diversity, may be 
understood as a form of resistance to the deficit accounts of impairment 
discourse (see O’Dell and Brownlow 2015).

The to-ing and fro-ing between accounts of trouble and troubles 
resistance points to the dilemmas around health, illness and mater-
nal responsibility. One mother describes the complexity of her 
experience:

uhm (pause) I don’t know uhm I sometimes feel that it… on the 
whole I feel quite positively about it really because I think we can  
deal with it uhm so in that way I’m sort of glad he’s born into our 
family […] in some ways the whole family without meaning to every-
thing revolves around him and he we’re sort of lead by him we don’t 

http://dx.doi.org/10.1007/978-3-319-76026-1_6
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do the restaurants much and the coffee shops or anything but because 
we never did that before him it’s not such a…. (Kim, cited in Davies 
2014: 257)

The hesitancy of this mother’s account, ‘uhm (pause) I don’t know 
uhm…’ may indicate some of the difficulties mothers have in expressing 
ambivalence towards their situation. A cultural imperative to think posi-
tively (Wilkinson and Kitzinger 2000; Radley and Billig 1996) does not 
really permit a ‘good’ mother to express ambivalence about her child or 
her situation, so this is risky territory.

Positive talk typically came towards the end of mothers’ narratives, 
following accounts detailing trouble and distress and this can be under-
stood as a way of managing the interactional context as well as resist-
ing unwanted social identities. The ‘closing down’ of troubles-telling 
(Wilkinson and Kitzinger 2000) through such talk also enables the 
interaction to finish on an ‘upbeat’ note and protects both the speaker 
and the listener from a potentially difficult and awkward interactional 
moment.

Concluding Comments

This chapter has shown how current understandings of ADHD posi-
tion mothers in very particular ways. The discourse of ADHD has 
emerged from historicised theories that polarised around an unhelp-
ful nature/nurture axis that has since become entrenched in common-
sense explanations. First, the psychosocial repertoire links children’s 
‘naughty’ behaviour with an inadequate environment, provided by 
ineffective parents, while the biological repertoire represents ADHD as 
a biological phenomenon, to be treated, medically. These two explana-
tions of ADHD position parents within a highly moralised debate that 
exists within contemporary neoliberalism, and the concept of ‘respon-
sibilisation’ and parental accountability for children’s outcomes. These 
ideas are particularly aligned with notions of good mothering and 
problem boys.



136     A. Davies

The interview data in the examples from Davies (2014) demonstrated 
that through the take up of diverse subject positions, mother identi-
ties are fluid and flexible in their accounts of ADHD and that this is 
a situated discursive phenomenon, rather than an expression of fixed 
attitudes or beliefs. In this chapter, we saw how mothers take up sub-
ject positions and attribute them to their children within the shifting 
demands of the local interaction and in relation to the wider cultural 
discourse of ADHD. Although mother identities were constructed on 
and for each occasion, all of their accounts made relevant the good 
mother subject position in one form or another. The changing ways 
in which mothers talk about their experiences is indicative of the very 
complex ways in which mothers ‘negotiate and understand their chil-
dren’ (Goodley and Tregaskis 2006).

For example, they have to negotiate the position of the ‘blamewor-
thy mother’ when they talk about their children and families. Mothers 
of children with ADHD account for themselves as objects of scrutiny 
and the subjects of blame (Blum 2007; Singh 2004; Malacrida 2001). 
Davies (2014) found that they resisted the social censure of other 
parents in accounts of their victimhood and by drawing on stories of 
exceptional parenting and biological and medicalised explanations of 
their child’s ADHD. However, mothers demonstrated a complex rela-
tionship with medicalised explanations and interventions; sometimes 
taking up biomedical explanations and at other times rejecting doctors’ 
opinions and the interventions of professionals.

Despite some positive accounts of resistance, agency and expertise 
in mothers’ accounts, they are somewhat constrained by subject posi-
tions arising from the discourse of ADHD and they are also subject 
to the wider gendered discourse of parenting. To manage this, moth-
ers account for themselves and legitimise their parenting using extreme 
examples to describe their children and provide evidence of extraor-
dinary understanding and exceptional child care practices (Fig 4.2). 
Reflecting the gendered bias in the historical discourse of ADHD and 
media accounts, this chapter has focused on mothers as the parent most 
accountable for childcare. The next chapter turns its attention to how 
fathers are positioned within contemporary discourses of parenting and 
ADHD and how they respond to these.
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My mum would probably have just said I’m just just what does she call 
it? ‘an active boy’ […] I’m an active…and maybe that that thirty or forty 
years ago having an active outdoor boy was good and that was ok I was 
just active and on the go. (Alan, cited in Davies 2014: 308–309)

Within research, policy and clinical practice in matters relating to 
family and children, there is a focus on mothers (see Panter-Brick 
et al. 2014). This also applies to disability discourse, with fathers 
rarely appearing in the literature (Potter 2016b). The previous chapter 
described how mothers are positioned as the main caregivers in relation 
to their children with ADHD, and the more accountable parent in mat-
ters of child care and successful outcomes. Fathers on the other hand 
are identified as ‘hard to reach’, ‘the invisible parent’ and the ‘periph-
eral parent’ (Carpenter and Towers 2008: 118) such that the stereo-
type of the absent father has become a common theme in the discourse 
of ADHD. The focus on mothers in research studies about children 
with ADHD is likely to be related to the absence of fathers from the 
ADHD diagnostic process (see Berman and Wilson 2009; Hjorne 
2005; Singh 2003). However, this risks overlooking the importance of  
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fathers’ distinct contribution to parenting and the ‘gendered aspects of 
engagement’ with family life (Potter 2016a: 490).

This chapter explores how fathers talk about their own experience 
of their child with ADHD and how they represent the fathering role. 
Due to the negative stereotypes that circulate in public discourse, the 
identity of the ‘good father’ is at stake in accounts of fathers and sons. 
However, there is more than one way to represent the idea of a ‘good 
father’ and these variations intersect with discourses of ADHD, ideas 
about masculinity and father identities.

Contemporary Debates Around Fathering

Gendered division of family responsibilities has, traditionally, positioned 
mothers as responsible for the private sphere and fathers responsible for 
relations with ‘the outside world’ (Boström and Broberg 2014: 811). 
However, this traditional positioning of fathers as ‘public facing’ now 
coexists with a contemporary emphasis on their active involvement in 
family life. Fathers are encouraged to take up more involved roles within 
two strong ideological discourses. The first promotes the ‘gender neu-
tral dual earner family’ through economic and political policy making 
(Yarwood 2011); the second, indirectly encourages father involvement 
through discourse which demonises the ‘absent father’ (see Robb 2004).

The development towards gender equality within dual-income fami-
lies has created a context, if not a moral imperative, for mothers to work 
outside the home. This, simultaneously, diminishes the traditional posi-
tioning of fathers as ‘chief breadwinners’ and also positions them inside 
the home alongside mothers, as much as it positions mothers outside 
the home alongside fathers. This provides increased scope for fathers to 
enhance their paternal role (Featherstone 2009). However, the opportu-
nities for enhanced father involvement coexist with powerful discourses 
of traditional gender role division that dominated previous centuries 
and are still evident today. These discourses are based on assumptions 
that mothers are instinctively better at providing the care and emotional 
needs of their children (Doucet 2006; Harden 2005; Litt 2004; Lupton 
and Barclay 1997). Doucet has also observed that women can seem 
reluctant to give up this area of power and expertise (Doucet 2006).
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Commenting on gender role divisions within the home, however, 
Dixon and Wetherell (2004: 175) point out that ‘Principles such as 
“fair shares” or “equity”, for example, are moral evaluations that are 
quite literally brought to meaning within day-to-day discourse’. [Italics in 
original] In contrast to the subject position of ‘good mother’, the sub-
ject position of ‘good father’ ‘appears not to depend to quite the same 
extent upon demonstrating expertise in and dedication to the care of 
one’s children’ (see Lupton and Barclay 1997: 132). Instead, fathers are 
able to draw on alternative repertoires and subject positions to repre-
sent themselves as ‘good’ fathers. Ideas about providing for and sup-
porting families (Pedersen 2012; Yarwood 2011; Summers et al. 2006; 
Riley 2003; Ranson 2001) as well as mentoring, teaching, nurturing 
(Summers et al. 2006) and ‘protection’ of their vulnerable and depend-
ent children (Lupton and Barclay 1997) are significant for good father-
ing. This indicates the diverse ways of defining ‘good fathering’ that 
can lead to tensions as well as opportunities for fathers, at work and 
in family life (Ranson 2001). When talking about these topics, ‘good 
fathering’ discourses can appear contradictory and result in ideological 
dilemmas (see Billig et al. 1988; Edley and Wetherell 1999). In other 
words, fathers have to find ways of resolving the tensions between 
diverse and sometimes contradictory cultural imperatives about being a 
‘good father’ when they talk about these matters.

The Cultural Context and Two Versions  
of the ‘Good Father’

Ideas about fathers’ involvement in family life in the UK arise within 
the cultural context of neoliberal discourses of the self-sufficient, 
‘hard-working family’ (see Runswick-Cole et al. 2016). This empha-
sises familial responsibility for family life, and the desired ‘stable family’ 
(Allen and Taylor 2012; Barnes and Power 2012; De Benedictis 2012). 
De Benedictis (2012) argues that neoliberal ideology promotes ‘stricter 
forms of parent subjects’ and, consequently, ‘stricter formulations of the 
“good father”… (2012: 6). Stability within the family has been associ-
ated with marriage and a ‘strong’, authoritative, father presence. Such 
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families were traditionally held up as the optimum environment for 
the production of ‘civilised’ children and contrasted with negative rep-
resentations of dysfunctional families with ‘absent’ or ‘dangerous’ fathers: 
that is, fathers who, respectively, either neglect or abuse their child in 
some way (see Robb 2004; Lupton and Barclay 1997). The ideologically 
charged ‘absent father’ subject position has been aligned with notions of 
a lack of parental authority or responsibility and this stereotype is often 
related to psychosocial explanations for ADHD in the media (Horton-
Salway 2011).

However, contemporary ideas about good fathering challenge more 
traditional forms and there are now two dominant ways of represent-
ing good fathering that intersect with competing ideas about masculin-
ity and the discourse of ADHD. Edley and Wetherell described these 
as two repertoires that can be drawn on to talk about fathering, the tra-
ditional father and the new father. As Edley and Wetherell (1999) sug-
gested, the ‘new father’:

departs from the example of his patriarchal predecessor. He not only 
accompanies his partner during labour, but also sits down with her 
beforehand to work out their birthplan. He’s keen to master the art of 
nappy changing, enthusiastic when it comes to bottle feeding and burp-
ing, and happy to walk around town all afternoon with the child strapped 
to his chest. (Edley and Wetherell 1999: 182)

The ‘new father’ contrasts with his traditional counterpart who is repre-
sented as strong but less emotionally articulate in line with more tradi-
tional notions of masculinity. Ideas about ‘traditional fathering’ or ‘new 
fathering’ are drawn on by the fathers represented in this chapter to make 
sense of their family lives and their relationships with their sons with 
ADHD. These representations of fathering are potentially dilemmatic so 
an analysis of how fathers draw on them when they talk about parenting 
a child with ADHD will allow us ‘to appreciate how men’s lives, thoughts 
and experiences are organized around a particular set of `ideological 
dilemmas’ (Edley and Wetherell 1999: 183). The remainder of this chap-
ter explores how the discourses of father identities, ADHD and masculin-
ity intersect, drawing on examples of data from original research (Fig. 5.1).
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Traditional Fathers and Lenient Mothers

Declining paternal authority is a wider social and political concern that 
is identified within sociological literature (Barnes and Power 2012; De 
Benedicitis 2012; Yarwood 2011; Gillies 2005). The focus on lack of 
discipline has also been a significant media concern, sometimes rep-
resented as a contrast with a golden age of ‘old fashioned discipline’ 
administered by fathers in the past (Horton-Salway 2011: 543) while at 
other times lack of discipline is linked in the media with single parent-
ing and absent fathers (see Chapter 3). Such cultural representations cir-
culate in the public imagination and inform how ideas about fathering 
might be taken up when parents talk about their experience of family 
life. There is, for example, significant engagement, by the fathers who 
participated in Davies’ (2014) study, with representations of traditional 
fathering and ideas about discipline and authority. As with previous 

The primary data analysed in this chapter comes from an original study of parents’ 

experiences by Alison Davies, outlined in chapter four of this book (Davies 2014) . The 

examples and quotations used to illustrate the analysis are taken either from joint interviews

with fathers and their partners or they are from the context of parent discussion groups. We 

are treating accounts of parental experience as discourse data in this chapter, focusing on the 

ways that fatherhood and father identities are constructed in relation to mother identities. 

Therefore, the examples will include representations of father identity made by mothers and 

the subject positions taken up by parents are negotiated between them in the process of 

talking about ADHD. Accounts of fathering are situated in the interactional context of the 

research setting and the wider cultural context with all of its normative categories, definitions 

and stereotypes. This is the background against which father identities are made relevant

when talking about their sons with ADHD.

Fig. 5.1 A study of parents’ experience by Alison Davies

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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research findings (Gray Brunton et al. 2014; Gray 2008), these fathers 
presented themselves as willing to take up a disciplining and strict role 
if called upon: ‘I’m used as a threat ‘right if you don’t do that then I’m 
going to call daddy’ (John, cited in Davies 2014: 264).

An authoritative father role is often constructed as relative to the 
more lenient approach of the mothers. Ingrid, for example, describes 
her ‘difficulty to draw the line’ with her son’s behaviour, ‘sometimes 
you’ll say “ah well I’ll let him get away with it because he has ADHD” 
but then I think “well actually no it’s still not acceptable” but it’s really 
difficult […] I find it very hard to draw the line’ (Ingrid: in Davies 
2014: 265). This admission risks endorsing the very criticism that is 
so often directed at parents of children with ADHD, that they are to 
blame for their behaviour (Horton-Salway 2011). Ingrid’s partner resists 
this positioning, asserting, ‘I’ve got very strict boundaries of behaviour’ 
and he makes it clear that he does not use his son’s medical diagnosis as 
an excuse for ‘bad’ behaviour:

I don’t care if you’ve got ADHD ABC or 123 […] at the end of the day 
“behave yourself ” that’s it you know “you push the mark once don’t do it 
again” simple as that. (John: cited in Davies 2014: 265–266)

Ingrid and John explained their different approaches to discipline using 
traditional gendered positions of the ‘stay at home’ mother and the ‘out 
at work’ father. In her account, Ingrid has said that the son ‘definitely 
pushes a lot more with me’ and this is explained partially by the fact 
that she is at home all day with the children. As her partner explains:

but then you’ve got R as well and then you’ve got the little one on the 
way as well and I’m at work I don’t envy you. (John, cited in Davies 
2014: 268)

John acknowledges that Ingrid is a busy mother with her hands full, 
so it is understandable that she cannot be as firm a parent as he can, 
but she is represented as a busy but good mother whose leniency is bal-
anced by John’s firmness as a father. Being out at work all day is estab-
lished as an explanation for being able to take on the stricter parent 
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role while the role of ‘stay at home mother’ is used to mitigate maternal 
leniency:

yeah and he still plays us off against each other [….] and it’s ‘oh well I’ll 
ask mummy cos I always get it mummy’s an easier tar […] cos you let 
things go more than I do isn’t it? Whereas I’ve probably got a diff… my 
criteria… cos I’m not there all the time. (Alan: cited in Davies 2014: 
268–269)

Supporting findings by Riley (2003) and Lupton and Barclay (1997), 
the fathers in Davies (2014) represent the traditional female role of ‘stay 
at home’ mother as central and important. Traditional fatherhood is 
relational to motherhood in these examples, with each category draw-
ing meaning from the other (Pedersen 2012). Note, however, Dixon 
and Wetherell’s observation that these are ‘…evaluations that are quite 
literally brought to meaning within day-to-day discourse…’ (2004: 175, 
Italics in original). The subject positions of authoritarian and more leni-
ent parent are constituted here in relation to each other to showcase an 
effective parenting team, a theme we will revisit later in the chapter.

Traditional representations of good fathering are drawn on in the 
above examples to resist the psychosocial explanations of blameworthy 
parenting that might arise from their remoteness or their partners’ more 
lenient approach to discipline. However, the existence of contradictory 
discourses of good fathering renders the identity position of traditional 
father potentially problematic.

Navigating Dilemmatic Discourses of Good Fathering

The association of paternal authority and discipline with ADHD is 
made relevant within two distinct repertoires. The psychosocial reper-
toire can link fathers’ lack of authoritative presence with their children’s 
ADHD (Horton-Salway 2011). Conversely, studies have identified 
a link between authoritarian fathering and children’s ADHD. These 
studies emphasise an association between ADHD and intrusive father-
ing (Keown 2012) and excessively controlling fathering (Keown 2011; 



152     A. Davies

Rogers et al. 2009; Gerdes et al. 2003). Fathers are reported as being 
‘over reactive’ (Keown 2011) while ‘negative fathering’ and ‘aggressive 
disciplinary practices’ (Rogers et al. 2009) are linked with disruptive 
behaviour in children. Bull and Whelan (2006) also note that mothers 
typically raise fathers’ authority as an issue in their talk of their partners’ 
interactions with their children.

Debates about corporal punishment are similarly conflicted since the 
use of smacking as a punishment is controversial, with calls from the 
NSPCC for a total ban (O’Reilly 2008). However public opinion sur-
veys indicate that fear of an increase in crime and moral panic contrib-
ute to the attitude that smacking is a necessary punishment for naughty 
children (O’Reilly 2008). Media stories and research linking ADHD 
with criminal behaviour also focus on ADHD as a social conduct dis-
order. Therefore, parents navigate a complicated terrain with respect to 
a range of conflicting ideas about authoritarian or permissive discipline. 
As much as it is important for fathers to assert a disciplinary presence, 
excessive strictness might be considered controversial, especially if a 
child’s troubling behaviour can be accounted for medically.

Dilemmas such as this are managed by showing a willingness and 
capacity to discipline without the need to actually exercise it:

it’s just the threat of a smack. I’m used as a threat ‘right if you don’t do 
that then I’m going to call daddy’’… . (John: cited in Davies 2014: 264)

This father represents himself as an authoritative presence and deterrent 
while avoiding the negative implications of abuse that might be associated 
with corporal punishment. Parents often resist being positioned as exces-
sively authoritarian by distancing themselves from corporal punishment 
and they typically associate smacking with an older generation. On the 
other hand, they do not construct the past as a golden age or a bench-
mark against which to judge current parenting practices, as do some 
media representations of societal decline (see Chapter 3 and Horton-
Salway 2011). Instead, they describe excessive discipline as inappropriate, 
ineffective and, distinctly old-fashioned. One father reported how a sen-
ior member of his family commented on his son: ‘he just needs a good 
clip round the ear […] a good slap will put him into position’ (Mick: 

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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cited in Davies 2014: 156). His partner, Gill, quickly condemned this 
form of discipline as unhelpful and outdated commenting: ‘that slightly 
older generation [….] they don’t know about ADHD’ (Gill: 156).

However, contradictory discourses of the past and the present are 
both drawn on in the context of explanation and argument when 
fathers are required to account for and justify their decisions about 
methods of discipline. For example, one father explains why he gave up 
an authoritarian position:

because of my background and because of who I am you know… I 
wanted to be… I thought I was going to be very disciplinarian (smacks 
hand) you know but that just doesn’t work it took a while for me to work 
that out […] well the way I th… I always thought I’d bring up children 
is fairly strict not brutally strict just firm very firm. (Mick: cited in Davies 
2014: 270–271)

Mick’s prior expectations were that he would be a strict father ‘because 
of my background’ but admits that his ideas were challenged by hav-
ing a child with ADHD ‘that just doesn’t work’. He positions his cur-
rent approach to discipline in contrast to his initial ideas of being ‘very 
disciplinarian’. Rather than appearing weak, his account reinforces and 
protects his identity as a good father who is prepared to adapt to the 
needs of the child and take a flexible approach to parenting (Lupton 
and Barclay 1997). Fathers describe how they developed their knowl-
edge about what is best for their children:

there’s not one set of rules it doesn’t work that way and uhm and yeah me 
trying to be this s…strict person […] wanting to do the best for my chil-
dren […] and it wasn’t working and I thought ‘agh’ you know…and he 
‘why is he being like this why can’t he just do as he’s told?’[laughs] and he 
never will. (Mick, cited in Davies 2014: 271)

When Mick parodies his former disciplinarian position as naïve, ‘why 
can’t he just do as he’s told?’ [laughs], his partner agrees: ‘you kind of 
have to be adaptive’ (Gill: 271). Adaptive parenting techniques were 
common in the accounts of fathers in Davies’ study, and as Bailey 
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(2014) puts it, this represents a ‘more personalised responsibilisation of 
the good parent’ through projects of ‘self-improvement’ (Bailey 2014: 
112). In describing their relationship with their partner and their family, 
willingness to adapt and learn different ways of fathering was a signifi-
cant aspect of many fathers’ accounts of parenting a child with ADHD.

Rational-Emotional Talk

The traditional father position is not associated with the ability to articu-
late emotion since ‘emotion talk’ is highly gendered. Seymour-Smith and 
Wetherell (2006) observed that, within heterosexual couples, emotions 
are typically ‘done’, or carried, by women (see also Seale 2003). A simi-
lar pattern of emotional ‘work’ is also identified by Doucet (2006), who 
suggests that worry about children is externalised by mothers and inter-
nalised by fathers. This psychological explanation of gendered emotion is 
a further indication of the gendered nature of the discourse of emotion. 
In the study by Davies (2014) emotional strength was made relevant by 
several of the fathers when they talked about how they had managed the 
difficulties arising from their child’s ADHD. Parents accounts of emo-
tional distress in couple interviews illustrate how extraordinary their 
situations are and how this affects them. John and Ingrid described the 
difficult period leading up to getting a diagnosis for their son:

John:  I’m very sort of stubborn and strong-minded but even for 
me yeah it did get me down […] and I know for a fact it got 
Ingrid down because as I said she was in fits of tears

Ingrid:  there was times when I just I just burst and I just couldn’t uhm
John:  couldn’t cope with it […] and I can …I can see people out there 

that it would have destroyed them basically […] honestly I can 
[…] ‘cos you know because there are a lot of people out there 
who aren’t that strong and even for me (laughs) I’ve gone to the 
borderline with it and you it even broke you and you as you say 
you’re a very strong person I know that but yeah.

(John and Ingrid, adapted from Davies 2014: 274–275)
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In this example, John is building an account of his own strong dispo-
sition and Ingrid’s more emotional one in relation to one another: ‘I’m 
very sort of stubborn and strong-minded but even for me yeah it did get 
me down’. The phrase ‘even for me’ indicates the extreme circumstances 
that they had faced and he describes his own and Ingrid’s distress as 
unusual and untypical rather than dispositional (cf. Edwards 1997). The 
admission that he has ‘gone to the borderline with it’ is risky and could 
imply that he is not coping. However, he manages this by drawing on 
traditional discourses of paternal (masculine) strength, ‘being stubborn 
and strong minded’. ‘Strong minded’ implies a rational and mind-
ful position rather than an emotional, ‘feeling’ disposition and John’s 
representations of himself imply that he has been able to maintain 
‘reasoned control’ in contrast to Ingrid’s emotional response that has 
resulted in tears and ‘bursting’ (Lupton 1998, cited in Wetherell 2012: 
94; see also Edwards 1997). However, the degree of situational difficulty 
and the dispositional strength of both parents are also being worked up 
in parallel, as John acknowledges that Ingrid is normally ‘a very strong 
person’ but ‘it even broke you’. While John clearly demonstrates his 
understanding of Ingrid’s emotional reaction, he is also distancing him-
self from it. To consolidate this position, he compares himself favoura-
bly with ‘a lot of people out there who aren’t that strong’ so this bolsters 
his identity as an exceptionally strong father who is capable of remain-
ing so in extreme circumstances and it also positions Ingrid and John as 
better parents than many others who would not cope.

Drawing on traditional discourses of masculinity that are associated 
with rational dispositions and emotional strength enables fathers to 
present themselves as supportive of their families, resonating with the 
‘sturdy oak’ representation of masculinity as identified by Pleck (1987). 
The emotionally resilient and supportive father is a valued identity 
within a cultural context of moral panic and blame that stigmatises the 
parents of children with ADHD. In the example above, traditional rep-
resentations of masculine emotional strength and rationality are drawn 
on to close down emotional troubles-telling and to illustrate that despite 
everything this family is coping and managing, perhaps better than 
many.
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The Problem with Boys

As we argue throughout this book, there are gendered stereotypes that 
intersect with the discourses of ADHD. Historically, scientific enquiry 
about ADHD has focused on problematic boys and their social conduct 
(Chapter 2). This association continues in media representations which 
link ADHD with criminality and a dangerous masculinity (Chapter 3). 
Alongside this, runs another potentially contradictory media-fuelled 
moral panic about over-diagnosis and the rise of prescription. According 
to this viewpoint, ‘normal’ and benign boyhood behaviours are being 
over-diagnosed with the implication that the ‘mischievous’ behaviours 
of characters such as Denis the Menace and Just William would, now-
adays, be interpreted as ADHD (Chapter 3; Horton-Salway 2012; 
Schmitz et al. 2003). Support for this argument is garnered through 
the disproportionate number of males diagnosed compared to females 
(Rafalovich 2015); the lack of a current neurochemical explanation for 
this (Bailey 2014) and the sociological view of ADHD medication as 
social control.

While there are some representations of ADHD that counter the stig-
matising discourses linking ADHD and masculine dangerousness, these 
continue to be gendered as they draw on extreme masculine stereotypes 
or they illustrate ADHD using examples of successful men who over-
came personal difficulties (see Chapter 3). Such representations link 
extreme or traditional forms of masculinity with ADHD and indicate 
how such cultural and gendered stereotypes have intersected with the 
discourse of ADHD. Furthermore, some media summaries of gene 
research have been framed to suggest a link between ADHD and fathers 
that is misleading. It is, therefore, interesting to see how fathers have 
drawn on these culturally available ideas when they talk about their sons 
with ADHD and their own identities.

Bailey (2014) suggests that the medical category of ADHD captures 
all that is problematic with moral panics about boys and their failing 
education. As he argues, the categories of ‘bad, sad and stupid’ school-
boy are subsumed within the category of ADHD. As one father admits, 
if he did not know his son had ADHD, he would just think ‘he was  

http://dx.doi.org/10.1007/978-3-319-76026-1_2
http://dx.doi.org/10.1007/978-3-319-76026-1_3
http://dx.doi.org/10.1007/978-3-319-76026-1_3
http://dx.doi.org/10.1007/978-3-319-76026-1_3


5 ‘Just an Active Boy’: Intersecting Discourses of ADHD …     157

a bad boy’ (Mick, cited in Davies 2014: 169). The cultural categories 
of ‘bad’ and ‘stupid’ map onto Singh et al.’s (2012) contention that 
children with ADHD occupy one of two ecological niches in school, 
a conduct niche or a performance niche. In the former, the focus is on 
social behaviours and being good, while in the latter, ADHD is viewed 
as a ‘disorder of academic performance’ (2012: 14). Bailey argues that 
the ‘bad and the stupid talk each other into pedagogical concerns, leav-
ing the sad in silence’ (Bailey 2014: 81). The latter category refers to 
inattentive ADHD, which is more likely to be overlooked in school (see 
Chapter 6 for a discussion of ADHD in girls). As Bailey notes, however, 
ADHD is most typically defined in terms of hyperactivity, impulsiv-
ity and disruptive behaviour, and these behaviours are usually attrib-
uted to the bad schoolboy who disrupts the school agenda, in Singh’s 
terms, the ‘conduct niche’ is the most prevalent way of understanding 
ADHD in the UK. Furthermore, ADHD is frequently correlated with 
Conduct Disorder and Oppositional Defiant Disorder (Bailey 2014: 
79), two other psychiatric categories which are associated with bad 
schoolboy behaviour. Moral panics around excluded or failing school-
boys are characterised by predictions of future delinquency, criminality 
or violence. This representation chimes with media reports that repre-
sent boys and men as a threat to the social order with stories linking 
ADHD with delinquency, violent crime, prisoners and even psychosis  
(see Chapter 3).

Normalising and Pathologising Behaviour

The line between normal and pathological can be a fine one and bound-
aries between normal but naughty and a diagnosable disorder can 
sometimes appear blurred. These issues arise for Jane and Alan as they 
respond to the views of other parents who imply that her son is just like 
any other naughty child:

Jane:  ‘I’m thinking “well no this is 24 hours a day” and I think that’s 
what most parents find that they may be informed about some 
areas of it but to the extent of how that stops a child and the 

http://dx.doi.org/10.1007/978-3-319-76026-1_6
http://dx.doi.org/10.1007/978-3-319-76026-1_3
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family leading a normal life that’s where it ends I think […] “oh 
mine runs up the curtains and does all this”

Alan:  ‘…“yeah and fixates on lego” and I’m like “yeah but from the 
moment he gets up to the moment he goes down to sleep to the 
moment he gets up to the moment he gets to sleep seven days a 
week” […] for the past four months that type of intensity? no it’s 
in the first you know or in the intensity of every other question 
of “can I have it?” “Can I have it?” “Can I have it?” or “I want 
it” “I want it” “I want it” yeah it’s not that level of “oh yes my 
Johnny wants something now”…’

(Jane and Alan, adapted from Davies 2014: 160–161)

Alan and Jane’s account of their son’s relentless behaviour conveys that 
this is an extreme case and cannot be compared with the behaviours of 
‘normal but naughty’ children (cf. Pomerantz 1986). According to Alan 
and Jane, their child is often interpreted as ‘normally naughty’ by peo-
ple who do not identify any difference between him and their own chil-
dren (or other children they know) ‘well my child’s like that’ (Jane, cited 
in Davies 2014: 160). The mimicking of other parents’ ‘voices’ (Potter 
1996; Wooffitt 1992) parodies their comparisons, ‘oh mine runs up the 
curtains’ and ‘yeah fixates on lego’ and ‘oh yes my Johnny wants that 
now’. The reference to ‘my Johnny’ also invokes a gendered stereotype of 
ADHD conflated with ordinary boyish behaviour (Horton-Salway 2012: 
5–6). Alan draws on this name to dismiss the way that other parents 
blur the distinction between ADHD and ‘boisterous’ behaviour. Alan 
and Jane continued in this interview to represent ADHD as an inherited 
family trait by comparing their son’s behaviour with Alan’s father:

Alan:  my dad’s near enough identical to J in terms of ADHD 
and Asberger’s [sic]probably a bit more high functioning 
than

Jane:  uhm…behavioural traits are exactly the same he’s not 
he’s unable to let anything go so he would rather disrupt 
everything that’s going on to get his own way than walk away 
even as an adult… we pick up quite a few negatives from 
him we actually want to change for our own son to …so that 
when he does get to that point we want to you know […]
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Jane:  he’ll need to keep on disrupting and disrupting and dis-
rupting until

Alan:  he gets his own way
Jane:  his own way
Alan:  so then you’ve got…so we try and limit our exposure to 

him ‘cos two controlling personalities let alone my person-
ality in the mix as well ‘cos I’ve got a bit of the hyperactiv-
ity aspects but I don’t think I’ve got any of the other […]

Jane:  and I don’t think it never crossed my mind about ADHD 
then until until we’d had …

Alan:  well I’d always said he was socially inept because my dad 
could was just difficult to deal with …

Jane:  it was cringeworthy …but I think some things get diluted 
and other things come out and I guess it depends on you 
know other factors like your family

Alan:  but it’s the male gene though isn’t it? ‘cos … my line is 
very male

Jane:  yes yes much rarer in female
(Alan and Jane, adapted from Davies 2014: 302–304)

This description of Alan’s father pathologises his behaviours as difficult 
and disruptive and compares him with their son. Not only does this 
draw on the idea of ADHD as a genetic condition passed down through 
the male line, but it also allows Alan and Jane to represent this as an 
imagined projection of what their son might become, if not for their 
own interventions as good parents. Jane indicates that she and Alan 
‘want to change for our own son’ some of the more negative charac-
teristics he shares with his grandfather. Here, ADHD is represented as 
manageable and possible to control, but this is dependent on the envi-
ronment. She says, ‘I think some things get diluted and other things 
come out and I guess it depends on you know other factors like your 
family’. Making relevant the genetic inheritance of ADHD through 
Alan’s side of the family has implications for how Alan and his son are 
positioned in relation to the disruptive grandfather. Jane manages this 
contingency by suggesting that the more negative features of ADHD 
become diluted as they are passed down through the generations, and 
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she also draws on the psychosocial repertoire to explain the beneficial 
effect of a good parenting environment.

Alan and Jane’s account of a genetic basis for ADHD is typical of 
the majority of parents in this study and common elsewhere (see also, 
Ghosh et al. 2016). In ‘mobilising notions of hereditariness’ (Frigerio 
and Montali 2016: 946), parents’ accounts offer support for medical-
ised explanations for their children’s problems and offer some relief 
from being socially accountable. Nevertheless, as indicated above, 
accountability is not entirely removed. The hereditability of ADHD 
is a mainstream theory within neurodevelopmental discourse (see, for 
example, Thapar and Cooper 2016, Karakas et al. 2015) and ADHD 
is firmly positioned as a ‘familial disorder’ of inheritance (Thapar and 
Cooper 2016: 1242). Simplistic reports of research findings in the 
media can mislead (see Chapter 3) and might imply that ADHD is 
transmitted from fathers to sons (see also Horton-Salway 2012: 5) 
however, scientific studies do not actually report genetic research in 
this way. According to Karakas et al. (2015: 3604), ‘the genetic load 
is higher in mothers, and mothers have a higher risk than fathers of 
transmitting ADHD to their children’. Although some mothers trace 
ADHD through their own families (see Davies and Horton-Salway 
2016), genetic accounts in this study were mainly worked up in par-
ents’ accounts through the male line, ‘it’s the male gene though, isn’t it?’ 
(Alan: cited in Davies 2014: 304). The tendency for parents to impli-
cate fathers in genetic accounts may be an indication that parents are 
taking up simplistic accounts of gene research, or that they are orient-
ing to the male gender bias in representations of ADHD and diagnostic 
rates. Either way, they are taking up the gendered stereotypes that are 
embedded in the discourse of ADHD.

Resisting the Narratives of Pathology and Impairment: 
‘Just an Active Boy’

Despite the take up of genetic accounts of ADHD by parents, this 
calls into being narratives of impairment. These are resisted by fathers 
who describe their own childhoods in terms of ‘normal’ boisterous boy 
behaviours. Alan compares his son with his own childhood behaviour, 

http://dx.doi.org/10.1007/978-3-319-76026-1_3


5 ‘Just an Active Boy’: Intersecting Discourses of ADHD …     161

suggesting that he would have been described as ‘just […] an active boy’ 
(Alan, cited in Davies 2014: 308). In aligning himself with his son’s 
behaviours, he lists some of the characteristics that they might share, ‘I’d 
probably want to get excited about things more than others’ (p. 308). 
However, he minimises the significance of this: ‘I was just active and 
on the go’ and ‘probably a little bit more immature’ and ‘I always had 
ants in my pants’ (pp. 309–310) (see also Gray Brunton et al. 2014). 
These descriptions are not pathologised, but described as ‘just active’ or 
‘a little bit more’ suggesting normality or only a small departure from 
that. Behaviours such as these can be represented as within the normal 
range of behaviours or they might be represented as extreme and abnor-
mal, depending on the context of telling. As Horton-Salway (2012: 6) 
puts it, ‘the social identity and the behaviours that define it are co-pro-
duced in the description’. Alan resists being understood as a ‘bad’ boy 
and his ‘busyness’ is not pathologised in his description. ‘Just an active 
boy’ is positioned against its imagined alternative, hyperactivity. Alan’s 
account of his son’s ADHD and his own similar behaviours corresponds 
with Singh’s findings (2003) that fathers’ might pathologise and nor-
malise their own childhoods in their accounts, thereby identifying with 
and distancing from the ADHD label. In claiming partial identification 
with his son’s ADHD, Alan can claim with authority that he not only 
understands his son’s ADHD but that his son’s behaviours go beyond 
‘normal’ boyhood behaviours.

Fathers’ talk of ADHD is complex, variable and designed to manage 
contradictory dilemmas. On the one hand, fathers portray their sons’ 
behaviours as problematic and abnormal, while also resisting impair-
ment discourse by normalising ADHD-like behaviours. They do this 
through working up their appreciation of their son’s dispositional char-
acteristics: ‘but he’s but he’s a er a very excitable very enthusiastic boy 
and you know that’s great about him’ (Mick, cited in Davies 2014: 
295). As with fathers of children with autism, Mick provides a positive 
evaluation of his son’s characteristics (see Potter 2016b). In valuing the 
behaviours that might be defined as symptomatic of ADHD, fathers 
also demonstrate ambivalence to medication that is not so apparent in 
the talk of mothers. Mick, for example, explains that his son’s behav-
iour is not so problematic (for him, at least) as to warrant medication 
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(see also Singh 2003) and he expresses concern that his son’s personality 
might be changed through medication: ‘I don’t want to see his person-
ality change too much’ (Mick, cited in Davies 2014: 295). This ambiva-
lence is a stance identified in several studies (Hansen and Hansen 2006; 
Bussing and Gary 2001). Mick’s hesitancy over medication demon-
strates a responsibility and level of care for his son as well as a resistance 
to pathologised narratives of impairment.

Fathers do appear to be far more sceptical of medicalised solutions 
to ADHD than mothers (see also Potter 2016b; Hansen and Hansen 
2006; Singh 2003). Similarly, Potter (2016b) found that fathers of chil-
dren with a disability were resistant to professional interpretations and 
impairment discourse. According to Singh (2003), fathers of children 
with ADHD can be identified as either ‘reluctant believers’ or ‘tolerant 
non-believers’ (Singh 2003). In Chapter 4, we saw suggestions of this in 
mothers’ (partial) non-compliance with medical prescription, for exam-
ple in giving medication breaks to their children. Fathers also take up 
non-compliant positions in relation to dominant medicalised discourses 
of ADHD. For example, Mick describes how he read information:

just to understand different psychologies…that it isn’t just a hocus pocus 
bullshit science. (Mick, cited in Davies 2014: 291)

His willingness to be sceptical about circulating information indicates 
that he is not a passive consumer of professional knowledge, but an 
interested, and well informed father who is discriminating. His pre-
paredness to assume a non-compliant stance makes any subsequent 
acceptance of medical solutions even more robust and based on rea-
soned choice. However, this can be a possible source of tension between 
parents.

Talking About Medication

A father who tests his son’s medication on himself is likely to be crit-
icised as irresponsible. However, this might also be seen as an act of 
rebellion and the action of a concerned father: Testing the medication 
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not only demonstrates Alan’s role as protector but it also gives him an 
entitlement to make evaluations about it based on first-hand experience:

I took J’s medication and… I just… I’m giving this to my son what am I 
giving him? So I took it…So I took it and I could actually feel my brain 
slow down […] it was interesting to feel my brain slow. (Alan: cited in 
Davies 2014: 293)

His anecdote tells us that he does not automatically accept medical 
authority and might be resistant to it. This kind of account works to 
resist one of the dominant representations of parents that appear in 
media reports, that of irresponsible, unscrupulous parents who want 
to use medication as a quick fix to control their children (see Goldberg 
2011; Horton-Salway 2011). While Alan described the experience as 
‘interesting’, he was not sure of the value of medication. When asked 
if the experience was positive, he indicated that this required further 
thought, ‘uhm’ before repeating the question, ‘was it positive? Uhm’. 
Jane, his wife, supplied an answer to this, ‘well I think it helped you 
rationalise it’ (Jane, cited in Davies 2014: 293). This, Alan seemed to 
agree to, describing how the medication helped him prioritise tasks. 
However, Alan’s display of scepticism and protection towards his 
child indicates what Singh (2003) calls a potential tension between a 
father’s authority and medical authority. The act of taking medication 
can be interpreted as a way of Alan gaining some agency (for himself 
and for his son) within a process that renders the child and the fam-
ily as ‘acted upon rather than acting’ (Renshaw et al. 2014). Certainly, 
a medical model of ADHD impacts on interventions with children 
and their families, ‘through narratives of concern, care and specialised 
treatment’ (Renshaw et al. 2014). As a response to the twin concerns of 
care and surveillance, Alan’s non-compliance might be seen as an act of 
defiance to these disciplinary mechanisms that require parents to raise 
children with ADHD through a prescribed professional lens. Alan’s 
non- compliance is only partial and based on his own experimentation 
with the medication. It is Jane (the child’s mother) who supplies a pos-
itive evaluation of the effect that medication had on her husband, ‘it 
helped you rationalise’.
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ADHD medication seems to be a contentious topic for some moth-
ers and fathers (Singh 2003). For example, Gill and Mick are the par-
ents of a boy recently diagnosed with ADHD who, on account of his 
young age, is yet to be prescribed medication. Gill is an advocate for 
medication and she provided a very straightforward account of its 
merits:

the medication is to get the best out of him in terms of his learning abil-
ity […] it actually makes his br…you know … think…focus he’ll be 
focused he’ll be able to retain information […] it means 100% it will 
impact on his ability to learn. (Gill, cited in Davies 2014: 295)

Her partner, Mick, was more ambivalent. Like Alan, Mick identifies 
himself as having some of the traits of ADHD, entitling him to speak 
from experience and raise doubts about the use of medication. Gill’s 
defence of medication is emphatic and certain, and her language is not 
tentative, ‘it means 100% it will impact on his ability to learn’. The 
absence of modality, or tentative language (Woolgar 1988) represents 
the effects of medication as predictable, routine and, crucially, unprob-
lematic. As with Singh’s et al. (2012) concept of the ‘performance 
niche’, in which academic performance is the main preoccupation, Gill 
focuses on how medication can improve this. Mick’s concerns are about 
the effect of medication on his son’s ‘natural’ personality, character, and 
conduct. In this way, they correspond more to Singh’s et al. (2012) ‘con-
duct niche’, which emphasises children’s social behaviour. It may be that 
due to the association of ADHD with ‘bad’ boys and extreme stereo-
types of masculine identities, fathers are more alert to issues of social 
conduct and social control.

Medication Versus Self-discipline

As with the fathers (of autistic children) in Potter’s study (2016b), Mick 
indicates that his own characteristics might be constructed as pathologi-
cal within the impairment model of ADHD. However, he resists this by 
focusing on how this has enabled him rather than constrained him. For 
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example, Mick presents his ‘hyperactive’ behaviours as productive and 
valuable assets within the workplace:

‘when I’m working there can be a million and one things well not a mil-
lion but you know lots and lots of things going on in my mind’ and ‘I 
sometimes work on four computers at once […] I always do that […] I 
sometimes I shoot on a chair on wheels whizz across the room to have a 
look.’ (Mick, cited in Davies 2014: 296)

Hyperactivity, by this account, is an asset within the workplace aligned 
with speed, multitasking and productivity. Redefining hyperactivity 
as an asset rather than impairment problematises the issue of medica-
tion. Mick, for example, claims he has managed to control potentially 
unhelpful behaviours through self-discipline, rather than through medi-
cation. As he says:

I had to train myself to concentrate on ‘do this’ or ‘do that’ I have to […] 
you know back to the main task and is it it’s it’s a what-do-you-call it? a 
discipline you know and I’ve had to learn it. (Mick: cited in Davies 2014: 
296)

Mick‘s self regulation fits very well with neoliberal notions of responsi-
bilisation and the ‘good citizen’. The ability to self regulate or self moti-
vate are also qualities associated with the culturally valued ideal of the 
entrepreneur, which have been found to correspond with Bem’s (1981) 
inventory of culturally expected masculine characteristics (Ahl 2006). 
In this account, Mick produces a non-pathological version of his own 
behaviours, identifying them with his son’s diagnosis (see also Singh 
2003) but not explicitly claiming the ADHD label for himself. He sug-
gests instead that without self discipline he would be a bit of a ‘scatter-
brain’ (p. 296), minimising the significance of this trait. In taking this 
line, Mick is risking a confrontation with Gill, who has been advocating 
clear support for medication, but he steers a course between two state-
ments weighing the possible benefits of medication against (self ) disci-
pline as a practical alternative:



166     A. Davies

if I took, if I had that medication, I would be able to concentrate I would 
probably benefit from it because I’d be able to concentrate on one thing 
at once but as it is I have to discipline myself to concentrate’ and ‘but 
that’s just something to learn you see not, not, you know, not drug 
induced. (Mick: cited in Davies 2014: 297)

In this account, however, Mick concedes that the effort to implement 
practices of self discipline is relentless, ‘it almost takes over my life in 
a way’. For Mick, this has been a successful strategy and is also a way 
of life for him. This allows him to hold an ambivalent position in rela-
tion to medication, acknowledging the possible benefits as well as sug-
gesting an alternative working practice. Fathers might acknowledge the 
biological heritability of their children’s condition, but they also engage 
with this by promoting ideas of ‘self-formation and self-improvement’ 
(Frigerio et al. 2013: 593). Mick’s proactive methods of working upon 
self discipline might be interpreted as a ‘reflexive project of the self ’ 
(Giddens 1991). According to Giddens, there is a cultural imperative 
for us to assume responsibility for ‘producing’ our identities by work-
ing on and disciplining ourselves in order to conform to socially desired 
norms. The notion of self-improvement in ADHD might in some ways 
be at odds with the celebration of atypicality that has gained increasing 
momentum in disability discourse, an issue we return to in Chapter 7.

The Good Parenting Team

Expressing disagreement, or alternative views about ADHD, can be 
problematic for parents within the context of an interview. Argument 
and disagreement can threaten our public image, or ‘face’ as Goffman 
termed it. Maintaining ‘face’ is a condition of social interaction, and 
a necessary aspect of managing a plausible and consistent identity 
(Goffman 1955, 1959). Maintaining the ‘face’ of others in the interac-
tion is equally important. As Goffman argues, a person has ‘a defensive 
orientation towards saving his (sic) own face and a protective orienta-
tion towards saving the other’s face’ (Goffman 2006: 302), people ‘gen-
erally cooperate with one another to maintain face’ (p. 311). This 
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mutual vulnerability means that individuals are attuned to two perspec-
tives at the same time, their own, and the other. A fine balancing act 
is required to present alternative viewpoints, yet maintain the integrity 
of everyone involved. As we have argued throughout this volume, the 
integrity of parents of children with ADHD is consistently up for scru-
tiny, so it is especially important that parents manage to maintain ‘face’ 
when they are expressing disagreement or being critical of one another. 
One way they do this is by working up the integrity and skill of the 
parenting team, which overrides individual weakness or deficit. We saw 
earlier how accounts of authoritarian fathering were used in relation to 
accounts of more lenient mothering. In a similar way, negotiating differ-
ent levels of understanding about parenting can be a relational exercise. 
To save ‘face’, parents compensate for one another’s deficiencies when 
talking about their children. Some of these areas of deficiency and supe-
riority resonate with the discourses pertaining to traditional fathering 
(and mothering), but they are also linked with newer imperatives of 
professionalised parenting.

Negotiating Gendered Understanding:  
The Parenting Team

One consequence of the cultural focus on mothers as the parent respon-
sible for childcare and family health matters is that they are more likely 
to be afforded superior knowledge of these topics, despite also being 
represented as the blameworthy parent. Fathers are depicted as hav-
ing less understanding of children and how best to manage them. One 
mother draws on this stereotype in order to represent her husband’s 
more enlightened position,

he’s always accepted that there are difficulties my husband we haven’t had the 
problem that I know a lot of families have […] dad’s not involved [..] and 
he’s just saying ‘oh boys will be boys. (Caroline, cited in Davies 2014: 283)

Here Caroline resists a common stereotype of masculinity that other 
fathers might use to normalise their son’s behaviours and dismiss 
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concerns about ADHD. She describes her husband’s more supportive 
approach, despite this being different from her own.

he’s been very much on board from the beginning I think we worked very 
well uhm because what we… he supported me and I supported the chil-
dren … it had to work that way and we just held on as best we could 
through the worst storms […] and we did it together but the genuine real 
understanding was me I was the one but then that’s often the case […] he 
didn’t really get it he’s never really got it [….] I mean he still doesn’t […] 
I kind of make the rules in a way ‘right ok this is what we’re going to do’ 
[…] ‘and these are the new rules and this is how the boundaries are going 
to work. (Caroline, cited in Davies 2014: 283–284)

The sailing metaphor makes a division between those who are on board 
and those who are not and the stormy sea that they have to weather 
can threaten the stability of the ship. Caroline says that her husband is 
‘on board’ so this indicates his support, but he is positioned outside of 
the mother–child relationship: he ‘supported me and I supported the 
children’. This orients to traditional notions of fathering and mother-
ing; that a stable and reliable paternal presence assists and enables the 
maternal caregiving role (see Bowlby 2005; Winnicott 1984). Caroline’s 
‘genuine real understanding’ qualifies her as the parent who steers the 
ship and her gendered position as main caregiver and caretaker of chil-
dren’s health is reproduced (see also Petrassi 2012; Seymour-Smith and 
Wetherell 2006; O’Brien 2005 for similar discussions). Authors have 
claimed that it is common for mothers to position themselves (or be 
positioned) as the ‘high-status’ partner in relation to children’s needs 
(Doucet 2006; Lupton and Barclay 1997; Petrassi 2012). The fathers in 
the study by Davies (2014) were rarely critical of this or the way moth-
ers manage children; indeed, they were keen to praise them. Mothers, 
on the other hand, were often (indulgently or ironically) critical of their 
partners’ (or ex- partners’) management of their children, positioning 
them as the secondary parent.

The theme of fathers as a source of stability and support is a recur-
rent one in the literature on fatherhood (for example, Summers, et al. 
2006) but this might also be represented as a secondary role in relation 
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to children. Fathers’ involvement and interaction with children is typ-
ically regulated and defined by their partners. As Alan remarked to his 
wife: ‘but then you’re helping me learn the right language ‘cos some-
times I use the wrong language’. This supports other studies that sug-
gest fathers rely on mothers to define their fathering (Doucet 2006) 
while mothers assume a maternal gatekeeping role and interpret their 
children’s behaviour for their partners (Featherstone 2009). They 
also pass on their superior knowledge and expertise to their part-
ners, whether they describe this as instinctive or learned. One mother 
describes how she has read up about ADHD and then passes on the 
relevant information to her partner: ‘I’ve been through lots of informa-
tion and then I just filtered what was interesting or relevant or different 
strategies for Mick (laughs)’. She provides the reason, ‘cos I knew he 
wasn’t going to read all these books’ (Gill: cited in Davies 2014: 287). 
In Gill’s account, Mick’s expertise is contingent on what she passes on 
to him but her laughter signals that this might be seen as problematic 
but she is making light of it and does not mean to criticise him (see 
Edwards 2005). We understood from the gently ironical tone of her 
remarks that this is a common practice that she considers normative 
between parents.

In the example above, we are left to imagine why Mick has not read 
as much as Gill, but she is not implying that he is not a good father. 
The secondary role of fathers described in such examples is often jus-
tified because of the demands of their working lives and their partners’ 
greater involvement with the children: ‘you have more of the load than 
I do ‘cos I work ….’ (Alan: cited in Davies 2014: 279). The identity 
of out at work father is made relevant here and provides an explana-
tion for the unequal division of child care and for why he is not so 
skilled at managing his child: ‘I use uhm language that doesn’t… prob-
ably inflames but […] I’m at work all the time or most of the time’ 
(Alan: 279). Alan’s account of himself as a father, who might inflame 
the situation at home, suggests that he is not as accomplished as his 
partner in dealing with their son. This is partly because he spends so 
much time at work and has less practice, but it is a risky position in 
light of moral panics about absentee fathers. However, fathers are able 
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to counter this by referring to their identity as working but involved 
and supportive fathers. Fathers take up of a secondary position in the 
home is relational to traditional forms of maternal caregiving and calls 
them into being, reflecting ‘heavily gendered cultural discourses that are 
available in society’ (Petrassi 2012: 525) where, for traditional forms of 
parenting, mothers can be understood to perform their ‘socially correct’ 
role, and with which fathers collude. Collectively, these roles establish 
the credentials of a family as ‘hard-working’ and not ‘troubled’ (see 
Runswick-Cole et al. 2016) and thus, carries moral authority, a qual-
ity that parents of children with an ADHD diagnosis are particularly 
invested in displaying. One mother proudly recalls the comments of a 
health visitor:

‘oh you’re so lucky that both …you know that Alan is like really support-
ive and you’re both’ …and the lady said ‘I really don’t need to see either of 
you on your own’ […] both of us sharing the load’. (Jane: cited in Davies 
2014: 279)

The effectiveness of this parenting team is warranted by the story of the 
health visitor who makes her decision not to extend the professional 
monitoring of the family on this basis. It is interesting that the health 
visitor is quoted as saying Jane is ‘lucky’ that Alan is involved. This 
might be a reference to the cultural ideal of the two parent family, or 
it could be a reference to the traditional stereotype that fathers were 
not normatively expected to have much involvement in the domestic 
sphere. Either way, early years interventions, work as a disciplinary 
mechanism, promoting and endorsing the culturally normative ideals 
of good parenting. In Jane’s account of the health visitor, the profes-
sional gaze was relaxed because there was evidence of a successful par-
enting team.

The Professionalisation of Fathers’ Knowledge

Although the fathers in Davies’ study seemed willing to take up the sub-
ject position of secondary parent at home, they were also keen to assert 
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their knowledge and expertise about ADHD and their children else-
where, for example, to inform teachers at school. For example:

Alan:  ‘I took in books that we’d obviously bought and say ‘do you 
want to read them? That might help you’. (cited in Davies 
2014: 288)

Michael:  ‘I provided some textbooks I mean it’s not to say that the 
school would have no knowledge but I just thought whatever 
knowledge they had it would be useful to provide some text-
books to help them so these were books about teaching so 
they were more for people in the classroom.’ (cited in Davies 
2014: 288)

These two fathers described how they informed themselves about 
ADHD and passed their knowledge to education professionals. The 
transfer of knowledge from one site (the family) to another (the school) 
is a pattern that has also been identified in other research studies 
(Gwernan-Jones et al. 2015). These two examples of fathers supplying 
information about ADHD to their son’s teachers concur with the obser-
vation that many teachers are called to account by parents for having 
‘obsolete’ knowledge (Frigerio et al. 2013). Despite taking up a sec-
ondary position in relation to mothers’ knowledge in the home, fathers 
assert equivalent parental authority in a public facing mode by passing 
on knowledge to the school. Fathers, like mothers, assume the status of 
expert on ADHD when dealing with teachers and in some cases this 
can take the form of a struggle between them (Bailey 2014). The acqui-
sition of knowledge about ADHD affords fathers a level of power and 
resistance to the interventions of professionals. However, paradoxically, 
acquiring this knowledge can shape the way that their children can be 
known (Rose 1999).

While contemporary ideology prescribes a more active role for fathers 
in family life (Robb 2004) and affords them a more nurturing role 
(Lupton and Barclay 1997), they must still account for themselves as 
involved and supportive without threatening the position of the ‘good 
mother’. They do this for the sake of the ‘good parenting team’ and in 
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the examples analysed above, fathers (and mothers) do this by distin-
guishing the nature of fathers’ caring from that of mothering, as sup-
portive and secondary, while retaining some investment when necessary 
in traditionally valued masculinity (see also Doucet 2006).

Concluding Comments

In this chapter, we have seen how the fathers who participated 
in Alison Davies’ research (2014) talked about their experiences 
of parenting a son with ADHD. We found that fathers drew on 
dilemmatic discourses of fathering that arise from traditional and 
contemporary ideas about new forms of fathering. Traditional 
fathering discourses were used to resist psychosocial explanations of 
ADHD that imply a lack of authority and discipline in the home and 
they are also used to compensate for accounts of maternal leniency. 
These accounts were tempered by drawing on more contemporary 
discourses of fathers as the secondary but supportive parent, posi-
tioning the mother as the more knowledgeable parent about their 
child and ADHD.

The gendering of ADHD, along with stereotypes of absent fathers 
and genetic inheritability explanations, appear to make the fathers of 
boys with ADHD, more accountable. Discourses of masculinity, (the 
politics of ) impairment and medication converge around the category 
of ADHD and we found that fathers engaged with these discourses 
in complex and variable ways. Similar to the mothers interviewed by 
Davies (2014), fathers engage partially with the biomedical model of 
ADHD but this is troubled and they also show resistance to impair-
ment narratives, either by emphasising the opportunities that symptoms 
such as hyperactivity can provide or by presenting symptoms of ADHD 
as characteristics of normal boyhood. Their own investment in cultural 
stereotypes of masculinity, either as the superhero whose ADHD traits 
are an asset, or the ‘boisterous boy’ in their own childhood, leads fathers 
to normalise ADHD and resist medical solutions, at least in the context 
of these accounts.
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Fathers invoke a range of evidence to construct the authority of their 
claims in relation to ADHD (Frigerio and Montali 2016). They draw 
on both experiential and expert knowledge to display their involve-
ment and concern for their children and both forms of warrant are 
used to challenge professional authority and interventions. On the one 
hand, the take-up of expert knowledge affords fathers some empower-
ment in relation to their children. However, on the other hand, fathers’ 

Chapters four and five have dealt with mothers and fathers separately, reflecting the different 

ways in which they are positioned within contemporary parenting discourses and discourses 

of ADHD, and the different ways in which they engage with these discourses. However, the 

discourses of mothers and fathers are relational and they intersect with the wider discourses 

of parenting. There are points of overlap.

• Both mothers and fathers draw on the biological repertoire to explain their child’s 

ADHD.

• However, they both (in different ways) demonstrate a complex and sometimes 

contradictory engagement with the biological model of ADHD. 

• Mothers and fathers are both subject to the discourse of deficit parenting identities, 

albeit in different ways. They resist this by emphasising the contribution that each 

parent makes to a strong parenting team. This has implications for the way that single 

parents are positioned by the discourse of ADHD.

• Parents resist expert and professional authority by drawing on their own parental 

experience and knowledge to claim a superior understanding of their children. This is 

often aligned with gendered discourses of good parenting.

• Parents respond to the cultural requirement to become professional parents. They 

develop specialised knowledge of ADHD and are proactive on behalf of their children 

both inside the home and also in medical, welfare and education contexts.

• While the take up of specialised knowledge around ADHD can be seen as a form of 

resistance to professional authority, it can also be seen as a form of compliance with 

forms of self-governance and the regulation of family life.

Fig. 5.2 Overlapping themes in Chapters 4 and 5
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engagement with specialist knowledge relating to ADHD come to 
shape fathers’ experiences of parenting a child with ADHD and place 
new responsibilities upon them (Fig. 5.2).

The association of ADHD with particular forms of masculinity and 
social conduct is a defining feature of the discourse of ADHD and 
this raises a question with regard to girls and women with ADHD. In 
Davies’ (2014) study, no parents of girls came forward, despite several 
mothers from that study identifying as having ADHD themselves (see 
Chapter 6 and Davies and Horton-Salway 2016). We are aware that 
there has been an historic propensity to study problematic male pop-
ulations and this, coupled with the focus on social conduct issues, can 
reinforce the stereotype of ADHD as a problem of boys (Horton-Salway 
2012; Ohan and Visser 2009). Certainly, boys are foregrounded in the 
literature relating to ADHD (Bailey 2009) and some have argued that 
girls have been rendered invisible within the discourses of ADHD. In 
Chapter 6 these issues are taken up in a discussion of how gendering 
has impacted upon adult diagnosis and experience. We also consider the 
personal experience of ADHD from the viewpoint of children, adoles-
cents and adults and take a retrospective approach to the lives of women 
with ADHD.
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The category of ADHD was for a long time regarded exclusively as a 
disorder of childhood until it was defined as a diagnosable mental 
health category that persists into adult life, affecting girls and women 
as well as men and boys. We have seen examples, in Chapters 4 and 5,  
where mothers and fathers have themselves identified with this diagno-
sis. In this chapter, our journey through the discourse of ADHD con-
tinues with a discussion of some of the issues and debates that have 
arisen from the emergence of adult ADHD, the consequences of gen-
dering, and the importance of personal experience narratives.

The Emergence of ADHD as a Life-Long 
Condition

The persistence of ADHD into adulthood has been documented by a 
number of researchers since the 1980s (Dunne and Moore 2011; Henry 
and Jones 2011; Nussbaum 2012; Quinn 2005; Rafalovich 2001a; 
Sim et al. 2004; Singh 2002a; Waite 2010; Wender 1987, 1995, 1998, 
2000). Wender (1998) claimed that 30–50% of children with ADHD 
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in the US had symptoms that persisted into adulthood while in the 
UK Borrill (2000) identified only 30–40% of children with ADHD 
having good outcomes as adults. The prevalence of adults with ADHD 
in the UK population is around 4–5% according to Davidson (2008), 
who also suggested that adults are more often diagnosed with inatten-
tive-type than hyperactive-type ADHD. The expansion of ADD and 
ADHD into adulthood came about incrementally by a series of changes 
in definitions and wordings of diagnostic criteria beginning with DSM-
111R (American Psychiatric Association 1987). As discussed in Chapter 
2, the expansion of medical categories in this way is sometimes referred 
to as ‘bracket-creep’ (Kirschner 2013). However, the criteria of DSM-
111 were designed for the diagnosis of childhood ADHD (American 
Psychiatric Association 1980) and this had previously not allowed for 
adult diagnoses (see National Institute of Clinical Excellence 2009). To 
be inclusive, the diagnostic criteria needed to include the social context 
of employment (among others) rather than school (Conrad and Potter 
2000). In the next version, DSM-IV (American Psychiatric Association 
1994) confirmed ADHD as an adult diagnosis and it was recommended 
that this should be based on the ‘Conners ADHD adult diagnostic 
interview for DSM-1V’ (American Psychiatric Association 1994). In 
2009 the National Institute of Clinical Excellence in the UK produced a 
report on ADHD referring to both children and adults and there were 
criteria for diagnosing adult ADHD in the next version, DSM-1V-TR, 
the latest version of ICD-10, and in the most recent version, DSM 5 
(APA 2013).

The validity of adult ADHD as a diagnosis has, however, been far 
from uncontroversial (see Asherton et al. 2010 or Conrad and Potter 
2000). Conrad and Potter (2000) outlined the social processes by which 
ADHD has been constructed over time as a medical category. Their 
concern was that the label, ADHD, medicalised the deviant behaviour 
of boys and this diagnosis became increasingly inclusive until it was 
later expanded to include adults. Adult ADHD, however, was regarded 
as a socially constructed ‘product of collective action’ between profes-
sional, lay and interest groups rather than an example of ‘medical impe-
rialism’ (2000: 560). In relation to the discourse of science, Bruno 
Latour (1987, 1989, 1993) has described the social processes by which 
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6 Voices of Experience: Narrative Lives and Selves     183

forms of truth and knowledge are confirmed and spread through net-
works of diverse actors who develop them into various ‘translations’ of a 
phenomenon. Thus, social construction arises from complexity, debate 
and dynamic social processes. These critical sociological observations of 
how knowledge and truth are established, contested and circulate pose a 
challenge to essentialist versions of reality.

Researchers and theorists who do not take a social constructionist 
view of science, medicine and mental health are nevertheless equally 
concerned with how people are affected by the diagnosis or the lack of 
it. Despite the emerging recognition of adult ADHD, there have been 
difficulties in obtaining a diagnosis that some argue results in barriers 
to care (Wiita and Parish 2008; Davidson 2008). Davidson (2008) 
argued, for example, that adults symptoms were more likely to be 
treated as indicators of several other psychiatric conditions such as anti-
social behaviour disorder, borderline personality disorder, bipolar disor-
der, obsessional compulsive disorder and psychotic disorder (National 
Institute of Clinical Excellence 2009: 37). Symptoms of ADHD can 
also be mistaken for anxiety and undiagnosed ADHD can lead to sub-
stance misuse according to Young et al. (2003). The problems associated 
with a delayed diagnosis, Young et al. (2008) have argued, can result in 
repeated experiences of failure during childhood.

Another layer of complexity in the discourse of adult ADHD is 
gender bias towards boys in recognition and diagnosis. This deserves 
attention because of the gendered stereotypes that support definitions 
of ADHD and the different consequences this has for girls, women, 
boys and men. We continue here with a brief account of how differ-
ent perspectives have viewed the gendering of ADHD and how this has 
merged with the discourse surrounding adult ADHD.

The Consequences of Gendering

As both Wiita and Parish (2008) and Davidson (2008) have observed, it 
is by no means easy for an adult to obtain a diagnosis of ADHD despite 
the existence of a medical label. Any undiagnosed adult would have to 
demonstrate the criteria for adult ADHD and obtain a referral. This is 
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to some extent dependent on a credible account of childhood ADHD. 
It is less likely that women’s past educational and medical histories 
and their health or social problems would be associated with ADHD 
or interpreted that way. Nadeau and Quinn (2002), for example, have 
argued that women who match the criteria for a diagnosis of ADHD 
might already have been diagnosed with other mental health conditions, 
such as dysthymia or bipolar disorder, so this would also influence how 
their ‘symptoms’ are interpreted.

An historical tendency to focus on the conduct of boys combined 
with the lack of focus on girls’ conduct or instances of underachieve-
ment is worth elaborating here because it has important implications 
for the diagnosis of ADD or ADHD. Gender bias has arisen histori-
cally in educational settings through culturally gendered norms of fem-
ininity and masculinity that have informed academic expectations for 
performance and behaviours between the genders. In a medical con-
text, there has also been a historic bias towards interpreting the prob-
lems of girls and women as a range of mental disorders (Ussher 1991). 
The constructive processes of gender bias are also encapsulated in the 
ADHD diagnosis itself as a history of ‘boy-descriptive’ criteria (Quinn 
2005). Typically, this is a focus on the ‘problematic’ conduct of boys 
in school environments. Girls who have attentional problems but are 
able to ‘get by’ academically are likely to ‘pass for normal’ and be over-
looked (Goffman 1963). Because their behaviours are not interpreted 
as socially problematic, they are less likely to be referred, diagnosed and 
treated (Solden 1995). Magnusson and Maracek (2012: 140) contend 
that gendered differences in manifesting symptoms of ADHD/ADD, 
for example ‘internalizing’ behaviours of girls, are overlooked com-
pared with the ‘externalizing’ behaviours more typically displayed by 
boys. Although, Singh et al. (2012) have pointed out that being over-
looked can be an issue for children of both genders who try to hide 
their ‘performance’ problems in order to avoid stigma and bullying from 
peers. Girls are still more likely to be overlooked because of lower edu-
cational expectations compared with boys and because, Solden argues 
(1995: 46), the symptoms of ‘non-hyperactive ADD’ are more ‘subtle, 
quiet and invisible’. Is it possible, then, that more undiagnosed cases 
of ADHD or ADD have persisted into adulthood for women than for 
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men who were more likely to be given a childhood diagnosis? Some 
suggest that it is, for example Simon et al. (2009) whose meta-analysis 
showed ‘women comprising over 80% of adults with the diagnosis in 
some countries’ (cited in Winter et al. 2015: 415–416). This bias also 
fits with Davidson’s observation that adults are more often diagnosed 
with inattentive-type than hyperactive-type ADHD and these figures 
could be interpreted as evidence that a gender bias in childhood ADHD 
diagnosis has resulted in girls’ attentional problems remaining undiag-
nosed until they are adults (Connolly 2010).

On the other hand as Ussher (2010) argues, ‘adult ADHD is one of a 
number of labels ascribed to situations in which women fail to attain to 
normative societal explanations of how they should behave and perform’ 
(cited in Winter et al. 2015: 416). Both lines of argument derive from 
the authors’ concerns about gender inequality and the ways that girls 
and boys or men and women are positioned relative to one another. 
From a constructionist viewpoint, Ussher argues that ‘women’s misery’ 
has, historically, been medicalised as mental illness and that ADHD is 
yet another example of this. She locates this bias within patriarchal cul-
tures and the relationship of discourse, social practices and knowledge 
in the form of gendered ‘truths’ that have translated into psychiatric 
categories.

For Conrad and Potter (2000) and other social constructionist crit-
ics such as Timimi (2005), the labelling of boys with conduct disorders 
has become a cause for medical intervention in much the same way 
that Ussher argues that women’s ‘misery’ has historically been labelled 
as mental illness in forms such as neurosis and hysteria. Ussher was 
commenting on the ways that patriarchal discourses and social prac-
tices have underpinned psychiatry (1991, 2010) however Conrad and 
Potter were also highlighting the ways that gender bias in psychiatric 
discourse has positioned boys and men. Clearly girls and women are 
positioned by mental health labels in different ways than boys and men. 
These categories are imbued with the social values of time and place and 
according to social constructionist authors they can be used as a form 
of ‘medicalisation’ of social life that functions as social control for both 
genders (see Chapter 2). While this social process focuses on conduct 
and the ‘dangerous’ nature of boys and men (see also Chapter 3), the 
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socially derived distress of girls and women has been defined as so called 
feminine weakness. Both examples are definitions of gendering that per-
petuate historicised gender stereotypes and in different ways maintain 
the social order.

Beyond the sociological critique of mental health categories as a gen-
dered form of social control, others have been concerned to acknowl-
edge the life struggles of undiagnosed adults of both genders, as they 
cope with being parents, in their relationships and with the workplace 
and at home (Johnston et al. 2012). Fedele et al. (2012), for example, 
identified higher impairment in women with ADHD in the contexts of 
family, social life, education, handling finances, and coping with daily 
life. Such problems arise, some argue, because gendered cultural imper-
atives have historically translated into women’s multiple role responsibil-
ity for home, work and childcare (Solden 1995). The relative invisibility 
of girls and women who have symptoms of ADHD together with the 
gendered and stereotypical ways of defining their distress might account 
for many such problems. We share Ussher’s concern, however, that 
women are more likely to have their socially derived problems defined 
as forms of mental illness so paradoxically ‘women can be considered 
both overserved and underserved by mental health delivery systems’ 
(Ussher 1991).

Many who do not take a constructionist sociological approach to the 
category of ADHD, are nonetheless equally concerned about gender 
bias. The less ‘visible’ indicators of ADHD, such as attentional or cog-
nitive problems are reported as more likely to occur in girls, but also 
less likely to be noticed and referred and some claim this has resulted 
in ‘gender-related barriers to care’ that are embedded in educational 
practices (Groenewald et al. 2009: 767). Although these different 
approaches to gender bias are derived from constructionist and realist 
perspectives on the interpretation of ADHD, they are in agreement 
that there are gender issues arising from differences in the interpreta-
tion of conduct, performance and distress for girls, boys, women and 
men. These issues can persist into adult lives whichever way you inter-
pret them.

Despite critiques of ADHD as a ‘medicalising’ label, gendered psy-
chiatric discourse and cultural stereotypes of gendered behaviours and 
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problems, ADHD is undoubtedly an official diagnostic category for 
children and adults of both genders. Matters arising from gendering and 
the extension of ADHD into adulthood have contributed to the circu-
lating discourse of ADHD and this has become the cultural context of 
personal experience that influences how individuals understand the cat-
egory of ADHD, how they interpret their lives, how others see them 
and how they see themselves in relation to ADHD.

Personal Experience Is Important

Forms of knowledge and the ‘truths’ produced by science circulate 
through a network of social actors (Latour 1993). As discussed in 
Chapter 3, there has been an increase in access to science and medi-
cal knowledge through media, online communications and global social 
networks that now results in yet wider networks of social actors who are 
able to contribute to this process as the ‘producers’ as well as ‘consum-
ers’ of information. As we discussed in Chapter 1, science knowledge is 
commonly perceived to be a superior form of objective truth and med-
ical institutions have based the integrity and legitimacy of their prac-
tice on evidence-based medicine. However, this tends to place greater 
emphasis on positivist forms of enquiry. In recent decades, the wide-
spread availability of multiple truths and critiques in ‘knowledge-rich’ 
societies has undermined the authority of science and medicine in the 
public imagination. From a Foucauldian viewpoint, Rose (1998: 55) 
points out that knowledge and truth is produced by contestation as 
well as construction so it has been the aim of this book to unpack how 
knowledge and ‘truths’ about the meaning of ADHD have been pro-
duced by science in different ‘translations’, and taken up or contested 
in public discourse. We saw (in Chapter 3) how simplified and sensa-
tionalised versions of scientific ‘truths’ are taken up by the media on the 
publication of ‘breakthrough’ research (Harwood et al. 2017), while the 
more mundane, cumulative progressions and amendments that charac-
terise much of science activity are less likely to be reported to the public 
following an initial sensational headline (Gonon et al. 2011). Despite 
the existence of more recent subtle and nuanced descriptions of ADHD 

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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as a complex biopsychosocial phenomenon (Ponnou and Gonon 2017), 
news items about ADHD have often been designed to fuel polar-
ised debates of claim and counter-claim about biological versus social 
causes that whip up a storm of attention and moralistic public reaction 
(Horton-Salway 2011, 2012).

Therefore the re-presentations of science in popular media have often 
been stigmatising and unhelpful about ADHD and other mental health 
categories and sometimes they are quite misleading about the findings 
of scientific endeavour (see Chapter 3). In response to this partial and 
misreporting of science, a research team at The Institute of Mental Health 
(UK) (www.institutemh.org.uk) in collaboration with The University 
of Nottingham and the Nottingham National Health Trust attempted to 
address concerns about stigma and public lack of understanding. They 
have attempted this by conveying a more direct virtual experience of 
ADHD to the lay public through a project called ‘In My Shoes ’; a virtual 
experience, based on the experience of children with ADHD, aiming to 
lessen the effect of stereotype and stigma.

We also consider the personal experience of people with the label, 
ADHD, to be important and there is a growing field of research under-
taken by those who apply qualitative methods in their enquiries about 
individuals’ lives and their subjective experiences. These studies are a 
valuable source of experiential knowledge based on the accounts of 
children and adults. For example, Singh et al. (2012) were concerned 
with the ethics of medicating children and designed the Voices project 
to listen to the views of school children with ADHD. Being stigmatised 
and bullied at school was identified as a common experience for many 
children who demonstrated the more visible hyperactivity and social 
conduct problems associated with ADHD. Those with less visible aca-
demic performance difficulties were likely to avoid negative attention by 
hiding this from their peers. Children described medication as mainly 
helpful to resolve their problems arising from hyperactivity and atten-
tional-deficit in this study, although children who took part in studies 
described by Kenny (2016: 46) had sometimes reported ‘emotional 
side effects and loss of identity’. The conduct and performance aspects 
of ADHD were both associated with stigma in Singh et al’s study and 
Kenny has described similar findings arising from many other research 

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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studies of children and young people that she has reviewed. Young 
people’s views of ADHD are however described by Kenny as ‘complex 
and contradictory’ with accounts of identity conflicts and lack of per-
sonal control in the management of their treatments. Indeed, Singh 
et al. (2012) reported that children did not always understand why they 
were being treated. Kenny, described children who managed identity 
conflicts by ‘normalising, challenging or distancing themselves from 
ADHD’ (Kenny 2016: 121). She was concerned that ‘research presents 
a problem saturated picture of ADHD’ (2016: 35) although this might 
not always reflect the ways that children and adolescents choose to 
describe themselves in self-reports. Research reviewed by Kenny (2016: 
35) indicates that children with ADHD describe themselves in more 
positive terms than do their parents. This, she describes as a higher than 
average Positive Illusory Bias (PIB) that can be either protective or mal-
adaptive. If we interpret this in discursive rather than cognitivist terms 
we might argue that this positive way of talking is a defence against 
being positioned by others in discreditable ways and it is an aspect of 
ADHD discourse that we have observed in media stories, parents’ 
accounts and also in the accounts of adults with ADHD, as we go on to 
discuss later.

We do agree with Kenny that not enough is known about how young 
people, who are so labelled, make sense of ADHD. Indeed, she cites 
article 12 of the United Nations Convention on the rights of the child 
(United Nations 1990) and the Children and Families Act (2014) sup-
ported by the Code of Practice (DoE 2014) that directs professionals to 
take more seriously the views of children and young people. The voices 
of children are important in understanding more about how children 
are positioned by ADHD, its impact, and how parents and professionals 
can respond more effectively to their needs. Researchers such as Orla 
Kenny (2016) and Ilona Singh et al. (2012) in the UK have argued that 
the meaning of ADHD can only be understood within its cultural and 
social context and they have provided some timely and relevant obser-
vations about children’s experience arising from professional practice 
in critical psychiatry and educational psychology respectively. Kenny 
(2016) observes that Educational Psychologists who work closely with 
children and schools are well placed to contribute to this important area 
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of research, especially the potential to promote children’s marginalised 
voices and inform the knowledge base of teachers and multidisciplinary 
healthcare teams.

Our own research on ADHD has been largely undertaken in an aca-
demic context and in the areas of media representations (Chapter 3), 
parents’ experiences (Chapters 4 and 5) and adults with ADHD. Here, 
in this chapter, we draw on studies of personal experience to describe 
how adolescents and adults construct retrospective narratives of their 
lives and selves. We will begin to direct our focus towards a discursive 
standpoint by considering what narratives of personal experience might 
indicate about the issues and debates arising from the wider discourse of 
ADHD, mental health or disability and how people engage with these 
concerns.

ADHD and Transitions to Adulthood

A study by Dunne and Moore (2011) described the retrospective narra-
tive of a young man, aged nineteen years, who had transitioned through 
his early years at infant school, primary school and then to secondary 
school, work and college. Dunne and Moore summarised his story as 
one of unmet needs, difficulties, stigma and social isolation. Diagnosed 
with special needs at the age of five years, they describe how Jake was 
medicated for ADHD because of conduct issues. We learned that his 
school experiences were variable, but after his transition to second-
ary school he ‘came out’ as gay, an event he described as life chang-
ing and isolating from his peers, ‘Lads wouldn’t come near me. I was 
uncomfortable around them. They were judgemental’ (ibid.: 357). As 
Dunne and Moore point out, despite being described by his teachers 
as ‘gifted and talented’ in music and creative writing, by age 14–16 
he was drinking, smoking and self-harming and had acquired multi-
ple labels of ADHD and Oppositional Defiant Disorder (ODD). At 
age 16, ‘Jake’ had stopped taking medication altogether and his crea-
tive talents, according to Dunne and Moore, had been ‘quashed within 
a system that failed to respond appropriately’ (ibid. 2011: 362). This 
story speaks of the effects of ‘public stigma’ in the school setting and 
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also, relatedly, ‘self-stigma’, affecting Jake’s self-esteem as a consequence 
of this (cf. Mueller et al. 2012). Mueller et al. have described these two 
aspects of stigma as risk factors that aggravate the symptoms of ADHD 
and adversely affect mental health and life satisfaction.

The transition to work can be a chaotic time because no continu-
ous support is available for the needs of a young adult with ADHD. 
Dunne and Moore described Jake’s story of work related difficulties, 
alcohol and drug abuse that led him into money problems, conflict 
with family and social isolation. They noted how transformations in 
his life had only come about through the intervention of his mother, 
a mental health professional. As educationalists, Dunne and Moore 
were concerned that ‘Jake’s’ problems could have been avoided with 
more support from educational and social institutions at key transition 
points. ‘Jake’ himself had apparently talked in a positive way about his 
future, expressing a wish to contribute to society and the desire to man-
age and organise himself. However, they argued, more recognition and 
emphasis of ‘Jake’s’ creative talents would have been helpful. For young 
people with ADHD, attempts to study at college can be met with diffi-
culty and failure, and as Dunne and Moore point out, success for ‘Jake’ 
was only made possible within a framework of independence combined 
with supported living. From ‘Jake’s’ account, Dunne and Moore identi-
fied a need for development of self-management skills and a more inte-
grated response from social and medical institutions to meet the needs 
of children with ADHD at significant transition stages of school life 
and into the workplace.

Although Dunne and Moore did not seek to generalise from ‘Jakes’ 
story, clearly his needs had not been met by institutional networks of 
support during the transition to adulthood, despite a childhood ADHD 
diagnosis. A similar lack of support has been reported by young women, 
with a previous history of troubled relationships and social isolation, 
in their transition to college (Shattell et al. 2008). These stories have 
elements in common with other transitional stories of ADHD that 
describe the impact of ADHD on self-esteem, difficulties with friend-
ships and relationships, problems with memory and focus, and inabil-
ity to plan and organise lives (Kelley et al. 2007). On the strength of 
such reports Kelley et al. recommended institutional forms of support 
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including psychosocial interventions, skills training, education and 
vocational support to help with planning futures. At key transitions to 
adulthood, they argue, this should include the provision of both inter-
personal and material support, tailored to individual needs and backed 
up by personal counselling. Kenny (2016) has reiterated this need for 
personalised support suggesting that it is managed by multidisciplinary 
teams that are informed by the personal experience of children and ado-
lescents themselves.

The findings of studies such as these have given individuals the 
opportunity to voice their personal experiences which is important 
because they have provided rich insights into the lives of people who 
have a diagnosis of ADHD. Dunne and Moore (2011: 353) have 
observed, that ‘asking people to tell their own stories gives access to per-
sonal and idiosyncratic understanding’ and it is noteworthy that other 
qualitative researchers have identified the issue of unmet needs at key 
transitions, many arguing that this has lasting consequences for young 
people and adults with ADHD (see also Kenny 2016). The findings 
and practical suggestions of such research identify areas where improve-
ments might better enable the transitions of young people with ADHD 
through school and college and onwards into the workplace (Kelley 
et al. 2007).

Privileged Insights or Negotiated Meanings?

Many constructionist narrative researchers have taken the view that ‘the 
social world is an interpretive one, consisting of multiple realities’ and 
that ‘Narratives of experience allow us to gain a deeper understanding of 
distinct contexts via local and personal experience’ (Dunne and Moore 
2011: 353) so this means narratives tell us as much about the circula-
tion of meanings in discourse and how people interpret them as they 
do about people’s lives. For example, ‘Jake’s’ story indicates that being 
different is a cultural problem. ‘Jake’s’ highly visible conduct issues and 
special needs combined with his ‘gay’ identity defined him as ‘Other’ 
in more than one sense. His story, as recounted by Dunne and Moore, 
draws on these issues in their interpretation of ‘Jake’s’ problems. As we 



6 Voices of Experience: Narrative Lives and Selves     193

discussed in Chapters 1 and 2, knowledge and meaning are produced 
and defined within an ‘episteme’ or ‘regime of truth’ and it is within 
such broader cultural contexts of meaning that people understand their 
lives and learn to recognise themselves (Foucault 1970). In other words, 
the parameters for who or what we might be are produced by culture 
and in ‘Jake’s’ case by his sexuality and his diagnosis of ADHD. There 
are several kinds of subject positions that could be attributed to ‘Jake’ 
from this story, some of these are pathologised, such as those inherent 
in accounts of an impaired victim of unmet needs, or as a bullied and 
damaged child, or as a troubled adolescent. On the other hand he could 
be described as a creative individual and talented survivor. Cultural 
meanings and the identities produced by them are never singular: 
There are different interpretations and versions of truth that circulate 
in discourse, some of which are more dominant and some more nega-
tive than others, and people have to navigate their way through them 
in their everyday social interactions. Goodley and Rapley (2001: 230) 
have observed, for example, that despite the existence of dominant 
and pathologising constructions, ‘being socially constrained does not 
preclude being creative. Where there is power, there is also, inevitably, 
resistance’. Along these lines, we value the plurality of alternative mean-
ings that arise from accounts of personal experience and how these cir-
culate as discourse resources that enable people to actively take up or, 
indeed, to resist a range of different interpretations of their lives and 
social identities.

We continue here from the assumption that there are cultural con-
structions of meaning that shape how people understand or describe 
their experiences and the context of social interaction is a significant 
aspect of how this is played out in narratives. As Gergen and Ness 
(in O’Reilly and Lester 2016: 510) have put it, ‘meaning is …a con-
tinuously emerging achievement’ and one that is worked for in the 
micro-politics of social interaction. With this in mind, we describe our 
discursive approach to a narrative of personal experience in ‘Anna’s’ 
story, below.

http://dx.doi.org/10.1007/978-3-319-76026-1_1
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Anna’s Story: A Family Narrative of ADHD

This story was told to Alison Davies in an interview with ‘Anna’ who 
described her two sons who have ADHD and ADD. This research 
formed part of Davies’s doctoral research on parents’ experiences of 
having a child with ADHD (see Chapters 4 and 5; Davies 2014). The 
examples we use here are drawn from the original data from this inter-
view, unless otherwise referenced (see Davies and Horton-Salway 2016, 
for the full and definitive analysis of ‘Anna’s’ story).

The mothers of children with ADHD sometimes identify with their 
children and this example was interesting because it described one 
mother’s late adult diagnosis. We were interested in her description of 
her life and experience, how she had talked about her identity and also 
how she constructed the meaning of ADHD. Anna described her sons’ 
diagnoses and how these events had led to her own identification with 
ADHD, however the narrative was also shaped around various members 
of her family and ancestors (see Davies and Horton-Salway; in O’Reilly 
and Lester 2016). Nielsen (2016: 7) has observed that ‘experiences of 
ADHD unfold in relation to social relationships, family struggles, cul-
tural expectations of suffering, and contemporary expectations of being 
human’. This was hearable in Anna’s story.

Anna explained ADHD as a genetic condition that was ‘in the fam-
ily’ (2016: 121) establishing that her sons’ problems were inherited 
rather than social. To support this explanation she referred to similari-
ties that the boys had with her father, but she also identified ADHD-
like traits in her mother, sister and aunt. By matching her sons’ 
behaviours and problems with those of diverse family members she con-
structed the recognisable patterns of inattentive, hyperactive and com-
bined ADHD. This body of evidence was offered to support a genetic 
explanation. Her own identification with this diagnosis was based on 
matching her own characteristics to both inattentive and hyperactive 
traits, describing herself as ‘having all this hyperactivity’ but also ‘wor-
ried about my attention span…could never recall things’ and being 
either ‘very quiet in class’ or as having a tendency to ‘interrupt’ (2016: 
125). Diagnostic matching to the criteria for ‘combined ADHD’ arose 
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from her identification with the experiences of two sons, each of whom 
had a different form of diagnosis, ADD and ADHD.

Anna’s story of bereavement, grief, addiction and troubled identities 
was tinged with an awareness of alternative psychosocial interpretations 
for her sons’ troubles. She told of her struggle following her husband’s 
early death, her sons’ grief, school difficulties and their substance abuse. 
The story contained disclosures about alcoholism and other family 
members who she identified with ADHD symptoms and behaviours. 
Her interpretation of the social and educational problems that her sons 
had suffered, were attributed to the lack of an early diagnosis. ADHD, 
she argued, had contributed to a range of social, medical and personal 
consequences for her sons and for her own undiagnosed ADHD.

Anna’s concern about being blamed for her sons’ problems was hear-
able in the way she told her story. Troubles and pathology were con-
trasted with expressions of positivity and personal achievement in a 
competing story of normality. This was not a normalisation of the traits 
of ADHD such as found in media or in fathers’ representations of ‘bois-
terous boys’ and ‘hyperactive’ masculinity (Chapters 3 and 5). This was 
a normalisation of Anna’s own mothering and parenting skills evidenced 
by her references to her other ‘four normal children’ (2016: 121) and 
‘two very normal births’ for the sons with ADHD (2016: 124). This 
functions in her story as resistance to a ‘pathologised’ interpretation 
of her family, one that might define them as dysfunctional, one that 
blames her for substance abuse during pregnancy, birth trauma, or bad 
parenting. Her story informs us that she was very well able to distin-
guish between what is normal and what is not and has raised several 
‘normal’ children.

Davies and Horton-Salway (2016: 129) indicated that Anna’s aware-
ness of the potential for ‘mother-blame’ (see also, Singh 2004), tells us 
a great deal about ‘the micro-politics of [women] talking about their 
children’s health’. These gendered cultural imperatives that mothers bear 
greater responsibility for children’s health and well-being were apparent 
in Chapter 4 and echo in the focus on mothers in media representa-
tions of ADHD (see Chapter 3). These cultural biases are further com-
pounded by the subject position of lone mother and this combines 
with other stereotypes of parenting that are inherent in the discourse of 
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ADHD. Anna’s concerns to construct an account of family normality 
make sense in the light of potential mother-blame and ‘how the story 
might look’ to others (2016: 129). This was more apparent with her dis-
closure about her own history of alcoholism, expressing a concern that 
‘some people might look at the family circumstances and think duh 
duh duh’. In other words, she understands that these problems could 
easily be attributed to family events, dysfunction and personal troubles 
and not ADHD at all. By comparison, we notice that there might be 
alternative interpretations of ‘Jake’s’ story (in Dunne and Moore 2011) 
to explain his decline at secondary school. This is not to contradict the 
interpretations that were made by ‘Jake’ or the authors of the study, but 
rather to emphasise that there can always be alternative interpretations 
when talking about lives and selves. It is also normative and common-
place that people who tell their stories are likely to be aware of how 
things might appear differently to other people. This must be especially 
so when talking of controversial topics and when navigating stigmatised 
identities. Anna’s construction of her own version of events and her 
resistance to threatening or discrediting alternatives demonstrates that 
these culturally meaningful concerns impacted upon her world of expe-
rience as she narrated it to Alison Davies.

Narrative is as much about these kinds of micro-politics of the 
social interaction and the construction of a personal view as it is about 
describing reality. ‘Anna’s’ resistance to discreditable alternatives is an 
understandable response that anyone might have, especially in talking 
about difficult life experiences, ADHD or any other mental health cat-
egory. With accounts of mental illness, health or disability categories 
there is so much more at stake, including stigma and unwanted defi-
nitions of abnormal selves and identities that have their origins in cul-
tural norms, values and stereotypes. It therefore seems significant to us 
that Anna talked about her embarrassment regarding a late diagnosis 
of ADHD, commenting that she was ‘ashamed to be discovered’. This 
tells us something about her understanding of the category, ADHD 
as stigmatising or how she had managed to ‘pass for normal’ until this 
diagnosis was obtained (Goffman 1963). Whatever was implied by this 
expression of ‘shame’, rather than taking her account as a reflection of 
an emotional state, we note that she was clearly orienting to the social 
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aspect of being someone with a diagnosis of ADHD, particularly as an 
older woman. However much she was ‘ashamed’, she clearly interprets 
the label of ADHD to be a better alternative than the negative stereo-
type of ‘a batty old woman’ (2016: 126). Her use of this latter expres-
sion conveys much about the cultural conflation of older women with 
mental health issues. Such negative and stigmatising social stereotypes 
such as ‘blameworthy mother’ or ‘batty old woman’ are categories that 
are embedded within the gendered norms of culture and they are pow-
erful because they circulate in discourse and construct subject positions 
that can be attributed to people or taken up by them (Singh 2004; 
Ussher 2010). For Anna these are stereotypes to be strongly resisted in 
telling her story.

Stigmatising stereotypes arising from ADHD are concerns that have 
also been reported by children, by young adults such as ‘Jake’ and 
by older women such as ‘Anna’ and other adults with ADHD. As we 
observed earlier, Ilina Singh and her colleagues at the ‘Voices Project’ 
(2012) described children’s accounts of being isolated, bullied and rid-
iculed by their school peers because of their ADHD. This certainly 
chimes with ‘Jake’s’ story (above) as he had been medicated for conduct 
issues and had acquired a number of potentially stigmatising labels by 
the time he had reached adolescence. The sense of hidden problems 
and potential ridicule identified by the children in Singh et al. (2012) 
is also hearable in Anna’s story. Both attentional and conduct aspects 
of children’s and adult’s behaviours and problems are potential sources 
of social difficulty. The children in Singh’s study reported wanting to 
fit in and avoid moral judgement and stigma, sentiments that were also 
expressed by adolescents in Honkasilta et al. (2015). It is therefore not 
surprising that avoiding moral condemnation should be a concern aris-
ing in Anna’s story.

It is true that the narratives of adults such as Anna describe how 
they identified with ADHD and they provide insightful retrospec-
tion on how their problems might be defined by others, but they also 
demonstrate considerable resistance to alternative negative definitions of 
ADHD. This was the case in children’s accounts of their personal expe-
riences at school (Singh et al. 2012) and, in other studies where we have 
observed, this is typically indicated by using ‘positive talk’ (for example,  
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Kenny 2016). Anna’s story of ADHD reflects on former troubles, 
unmet needs and stigma and contrasts these with her abilities and pos-
itive attributes (Davies and Horton-Salway 2016). Amidst the trou-
bles-telling, there were references to achievements in later life, such as 
her success as a mature student,

‘it was quite a challenge…I can’t recall facts until I go back and painfully 
look them all up again uhm but it was a joy for me to go back to study-
ing …I went back to college encouraged by somebody else uhm when I 
was about forty eight I think’. She described her abilities and skills, ‘oh 
my brain is just going fifty to a dozen about things and I’ll have a list 
of things to do which is actually quite a good way to manage’; ‘I’m very 
active I’ll always be thinking of something else or three things at once’ 
and she told of her academic excellence, for example, ‘but I have achieved 
I got a distinction for my Masters which surprised me’. (Extract from 
‘Anna’s’ interview with Alison Davies)

‘Anna’s’ positive comments followed a catalogue of extreme troubles and 
struggle so the overall shape of her narrative trajectory was, in the end, 
‘progressive’ as she spoke of overcoming obstacles to achieve these suc-
cesses (cf. Gergen and Gergen 1986). This narrative transformed Anna 
into a survivor and a person to be celebrated, rather than a victim or 
even the perpetrator of her sons’ problems (Fig. 6.1).

When women such as Anna speak of their past and current troubles, many construct transform-
ational narratives and finish on an optimistic note (Davies and Horton-Salway, 2016. O’Dell, 
Stenner, Horton-Salway and Davies, 2016).We also noted  one of the optimistic conclusions to
‘Jakes’ story, where ‘Jake reflected upon his ‘diagnosis’ and identified the positive aspects of 
ADHD as being outgoing, humorous, stubborn and optimistic’ (Dunne and Moore, 2011: 360).
Representing lives and selves to others involves the ‘micro-politics’ of engaging in social inter-
actions. For example, Dunne and Moore were careful to note that ‘Jake’ ‘may well have put a 
‘positive spin’ on a story that was otherwise too difficult to recount in its grim, harsh reality’. 
We would agree that the demonstration of ‘optimism’ or ‘positive talk’ in a narrative can emerge
from the context of telling troubles. This is not a cynical observation but, rather, a reference to 
the cultural imperative of presenting oneself to others in a positive light,and in our view, the
need to manage the stigmatising definitions of self that can arise from pathologising cultural 
discourses. We will continue below to develop these lines of thought as we examine how people 
construct lives and selves by narrating troubles and contrasting them with transformations. 

Fig. 6.1 Troubles and transformations
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Troubles and Transformations: The Micro-politics 
of Narrating Lives and Selves

Riessman (1990, 1993), Crossley (2000), and a host of other social con-
structionist narrative theorists are agreed that stories about self and expe-
rience are always partial and selective. Along similar lines, Dunne and 
Moore (2011: 353) described their own representation of ‘Jake’s’ story 
as ‘to some extent fictional, because although we have attempted to ‘cap-
ture’ his story in textual representation and in interpretation, personal 
stories can never be fully replicated and something changes or is always 
lost in the final textual telling’. We are also aware that our account of 
Anna’s narrative (also in Davies and Horton-Salway 2016) will be a 
partial view and we acknowledge that any description of the past or a 
researcher’s representation of that should be seen as selective and con-
structed, depending on what is described. All stories and descriptions 
are situated in the cultural and interactive context of telling: ‘narra-
tives [of experience] reflect the meaning which the authors at any given 
point in time—consciously or unconsciously—attribute to earlier events 
in their own lives’ (Hannas 2015: 6). At any point in their lives, peo-
ple will interpret their past lives and identities in terms of their current 
understandings and the demands of the situated context. Biographical 
narratives can therefore change over time and in this sense, we regard 
narrative understanding as ongoing, fluid and unfinished. Narrative 
accounts do, however, make visible the taken for granted cultural ideas 
that circulate in discourse, described by Gubrium and Holstein (2001: 
8–9) as the ‘culturally recognizable images and culturally-endorsed for-
mats’ that shape narratives. They are not ‘conjured up out of thin air’ 
but they are based on normative forms that arise from culture, in social 
settings, clinical institutions, online forums and research interviews.

Story Formats

We have identified some common themes in the way that adults have 
described lives and selves when talking about ADHD. For example, in a 
clinical setting, Young et al. (2008) examined the reports of adults who 
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described their lives prior to diagnosis of ADHD describing, how they 
coped, the impact of diagnosis, their adjustment and the effect of med-
ication. They identified childhood difficulties, feeling different, being 
relieved at diagnosis but angry and sad about wasted years. Young et al. 
explained this by using Murphy’s six stage process of adjustment to 
diagnosis involving relief and optimism, denial, anger and resentment, 
grief, mobilization, and accommodation (Murphy 1995; in Young et al. 
2008). This study identified narratives of struggle with pathways to 
diagnosis and eventual triumph over adversity through successful med-
ical treatment, cognitive behavioural therapy and adjustment (Young 
et al. 2008: 493–503). The shape and direction of these theorised stages 
of adjustment conforms to the recognisable ‘progressive’ narrative struc-
ture, where former obstacles are overcome and people emerge as trans-
formed (Gergen, in Wetherell et al. 2001: 254). Since the accounts in 
Young et al’s study were from patients in a clinical setting, it is perhaps 
not surprising that the stories typically pivot around the success of med-
ical interventions. As Nielsen (2016: 4) suggests ‘a diagnosis offers a cer-
tain narrative, into which the individual’s life-trajectory is interpreted’. 
Along these lines, Wynne et al. (1992) described diagnosis as a pivot 
that ‘reifies’ a condition and triggers a retrospective review, linked to a 
search for causes.

Gubrium and Holstein (2001: 16) have described institutional con-
texts such as clinical and therapeutic ones as ‘going concerns’, meaning 
that local discourse environments generate specific kinds of formats for 
‘successful’ narratives. The success of medical interventions is one such 
patterned story within a clinical context. Likewise, ‘progressive’ narra-
tives are a commonly recognised story structure embedded in culture. 
Progressive or transformative stories are not limited to health discourse, 
but when they do occur in the context of troubles telling, transforma-
tional talk often pivots around a significant event or intervention such 
as a diagnosis of ADHD, or for instance Chronic Fatigue Syndrome 
(Horton-Salway 1998, 2001). ‘Recovery narratives’ might pivot around 
‘rock bottom’ stories like those that feature in alcohol support groups 
(Denzin 1987a, b) or else a turning point might be located in an insti-
tutionalised program of ‘improvement’ such as therapies or addiction 
support organisations (Gubrium and Holstein 2001).
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Fleischmann and Miller (2013) described how ‘progressive’ narra-
tives of ADHD in an online group pivoted around an adult diagnosis. 
The ‘progressive’ narratives shared by adults in the online groups can 
be seen as one example of a ‘going concern’ where adults share similar 
stories about the moment of insight and the recognition of ADHD as 
the cause of current and past difficulties. Stories such as this are struc-
tured around an evaluation of past events up to a turning point like the 
progressive or regressive ‘before and after’ structures that are also a fea-
ture of many illness narratives (Horton-Salway 1998, 2001). Such sto-
ries enable people to contrast previous selves with transformed selves. 
In some cases this is a story of ‘spoiled identity’ or deterioration but 
in Fleischmann and Miller’s study, the adults in the online group had 
transformed their ‘spoiled identities’ by representing themselves as suc-
cessful survivors. This allowed them to resist being defined by impair-
ment narratives and the negative stereotypes of ADHD (cf. ‘Jake’s’ story 
in Dunne and Moore 2011). Story formats such as these are the kinds 
of ‘going concerns’ that are defined by the interests of a group or insti-
tution and they are regularly rehearsed in specific contexts (Gubrium 
and Holstein 2001).

Acts of Resistance

Resistance, we have seen, is a significant aspect of ADHD discourse. 
Mishler (2005) has referred to narrative acts of resistance as does 
Boschner (2000: 271) who argues that forms of resistance ‘counter the 
domination of canonical discourse’, which in this case might be medi-
calised or impairment narratives. For example, the ‘problem saturated 
picture of ADHD’ was identified by Kenny’s research in an educational 
setting (2016: 121). Impairment narratives are sometimes embedded in 
a particular institutional order and they might contribute to the body 
of discourse that makes up that institution, for example, psychiatry. 
Acts of resistance to this take the form of widely politicised movements 
such as those concerned to promote ‘neurodiversity’ and resistance to 
‘normalizing ideology’ (Gray 2001: 1254; see also Chapter 2 of this 
volume). The online communities in Fleischmann and Miller’s study 

http://dx.doi.org/10.1007/978-3-319-76026-1_2


202     M. Horton-Salway

do share accounts of troubles, but they, like ‘Anna’s’ story (above), also 
share stories of survivorship, difference, uniqueness, and even celebrate 
giftedness, which is reminiscent of accounts that circulate in the ‘neu-
rodiversity’ movement. These kinds of discourses resist pathologising 
and ‘deficit’ definitions of self that are generated in medicalised con-
ditions such as autism and other mental health categories (O’Dell and 
Brownlow 2015; see also Cromby et al. 2013).

Transformational narratives typically function to construct changed 
or alternative identities. For example, one such representation of a 
‘true’ self as liberated from ADHD, implies separation and distance, for 
example ‘Until I knew about this condition, I assumed that everything 
was part of my personality’ (Young et al. 2008: 496). This transformed 
version of the self was brought about after diagnosis and medical inter-
vention. The same participant also gave an account of ‘acceptance’, con-
structing ADHD as an authentic part of the true self, ‘It’s all part of me 
and I’m quite happy the way I am.’ (2008: 497). In Nielsen’s research 
(2016: 7) separating the self from ADHD was identified as a way of 
distancing the self from an entity. Although variability and conflicts 
are apparent in accounts of self-as-separate from ADHD but also part-
of-ADHD, it is important to see them as contextual. In the context of 
transformational narratives these two positions are described as stages 
of acceptance, relief and embracing a new identity that has made sense 
of past troubles.

Descriptions of positivity, personal coping and self-understand-
ing are common themes in adults’ accounts and are reported as ways 
of acting upon ADHD, rather than being the victim of impairment. 
Kenny (2016: 127) has argued that the creation of positive narratives 
is an important way of enabling young people to focus on strengths 
and achievements that will counter the more usual problem saturated 
accounts of themselves that they usually encounter. Likewise, adults 
with ADHD in the Netherlands (Schrevel et al. 2016: 45) wanted their 
strengths and creativity recognised more, to be ‘accepted for who they 
are, including shortcomings, and appreciated for their gifts and com-
petences’. They identified their maturity and self-knowledge as the key 
to control and being able to manage their interactions with the social 
world, as did the women who were interviewed for a UK study of 
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women and ADHD by O’Dell et al. (2016). An ‘appreciation of the 
strengths of having ADHD’ also arose in the accounts of women who 
had a diagnosis over the age of sixty (Henry and Jones 2011: 246). 
Although women talk of their difficulties at work, in the family and 
with relationships they also speak of creative strategies and their ability 
to manage problems. Such transformations and personal coping were 
contrasted with accounts of prior and ongoing troubles and struggles in 
the narratives of women in O’Dell et al. (2016).

ADHD as a ‘Transformational Resource’  
in the Narratives of Women

Women’s narratives of ADHD are rich and layered (O’Dell et al. 2016). 
In this study, women gave accounts of their experiences as part of a 
British Academy funded discourse study. The following discussion is 
based on the final research report and draws on examples of interview 
data from the study.1 There were many interesting aspects of the wom-
en’s stories, but here we will focus on one aspect that is significant from 
a discursive perspective. We consider how ADHD was used as a ‘trans-
formational resource’ that enabled women to understand and re-con-
struct their past lives and troubled identities.

Troubles

In telling their stories of troubles women were able to re-construct more 
positive representations of self and resist stigmatising ones. This aspect 
of narrative appeared in Anna’s story and we note that it occurs in other 
studies of personal experience that we have discussed above. The women 
in O’Dell et al’s study were encouraged to use a biographical structure 
as a framework to tell their story retrospectively. Looking back to child-
hood and describing their progression through lives in school, college, 
work, family or partner relationships, the women talked of difficulties 
and troubles in childhood, school, college and work transitions and also 
in adult lives with family, work, relationships and parenting. Like ‘Anna’ 
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(above and in Davies and Horton-Salway 2016) problems sometimes 
included substance abuse and mental health problems, for example, 
‘they inter-interpreted my behaviour as, um, depression, anxiety, eating 
disorder’ (O’Dell et al. 2016: Participant 6), or ‘once I started. I wasn’t 
able to have a couple of glasses of wine to chill out. I, I just carried on 
going until I passed out’ (2016: Participant 3). Others referred to signif-
icant struggles at school, college or work and difficulties with relation-
ships and disorganised or chaotic home lives. Explanations of ADHD as 
a problem with the brain featured accounts of difference, not fitting in, 
isolation and feelings of abnormality, ‘when you have ADHD nothing 
is normal’ (Participant 2), ‘I felt like an alien’ (O’Dell et al. 2016: 5), 
‘I felt that I was not an adequate human being’ (O’Dell et al. 2016: 5) 
and ‘I just thought I was just a strange person with lots of weird quirks’ 
(Participant 4).

We observed that these accounts were very similar to the issues iden-
tified in previous research on women who had an adult diagnosis of 
ADHD, such as Solden (1995) who identified depression, anxiety and a 
constant battle with chaos as common themes. Gender roles have com-
pounded women’s problems because, in addition to their difficulties 
with paid work, women might be expected to take on the bulk of the 
household organisational responsibilities and care for children (Solden 
1995). These multiple demands represent a challenge to the most 
organised of women and those who have additional mental health needs 
struggle just to keep up a façade of coping and normality. As Solden 
points out, ‘passing for normal’ requires extraordinary problem solving 
abilities, especially for those with challenging careers (Solden 1995). 
But this, she contends, is achieved at great cost to their health.

Identification with ADHD

Diagnosis, self-diagnosis or realisation of ADHD was, for most women 
in O’Dell et al. (2016) the means of understanding and making sense 
of their past experiences and current lives. Their identities as the moth-
ers of children with ADHD were quite often the means by which they 
identified with ADHD, as with ‘Anna’s’ story, above, and some of the 
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parents in Chapters 4 and 5 of this volume. Some identification was 
accomplished in descriptions of a specific child, ‘I mean I think because 
I have a son that is a mini-me’ and ‘from a very young age I knew my 
son had issues’ (O’Dell et al. 2016: Participant 2). This echoes ‘Anna’s’ 
story (above) and comments by ‘Paula’ (see Chapter 4) who identified 
with both hyperactive and attentional ADHD and described the more 
hidden aspects of that as a problem:

When I was a child I never sat still although I read a lot I would be I’d 
have music on or I’d be fiddling or[I’d be doing something… at school 
I was quite day-dreamy I always remember missing half the lessons cos I 
was watching what was going on out the window… I’m quite sure that 
there is ADHD in me and I’m quite impulsive at times… the trouble is 
it is hereditary and I think there are lots of people that have gone undi-
agnosed and you know it’s harder for women I think than it is for men… 
I’ve got the TV on and I’m on the computer and I’ve got a book I’m 
doing three or four different things but they’re not obvious things to any-
body. (Interview with Paula, adapted from Davies 2014)

Identifying with a child who has ADHD involves making self-compari-
sons as with ‘Anna’s’ story, and by tracing symptoms and traits as genetic 
through a line of family inheritance, ‘My brother has certainly has got 
traits of it but not to the severity that me, my dad and my son have 
it’ (O’Dell et al. 2016: Participant 2). This woman also portrayed her 
daughter as more manageable, ‘her mind is up here…then I get cross 
‘will you concentrate?’ cos she’s gone off in Lalaland but I think it’s defi-
nitely more manageable’. Identification with ADHD was often built 
on gendered representations that defined both masculine and feminine 
behaviours ‘I was definitely more boisterous I more associate with the 
boys than the girls… that’s who I am but I would say the ADHD mani-
fests itself more in a boyish, boisterous I would be having physical fights 
with the boys…’. Another woman represented herself as being atyp-
ical and less feminine, ‘I don’t really feel particularly female’… ‘I was 
always a bit of a tomboy’ (Participant 4). While fathers’ identification 
with their sons’ hyperactive ADHD (in Chapter 5) had risked their own 
status as good fathers to show that they had superior understanding of 
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ADHD, they had also used a more traditional discourse of ‘macho’ mas-
culinity to depict themselves as ‘normal’ men with high energy levels 
and competence in a public facing role (Davies 2014; and Chapter 5, 
this volume). However, women’s narratives of hyperactive type ADHD, 
implicate them in a double jeopardy of behavioural misconduct and 
lack of femininity that, according to their own definitions, threaten 
their identities as ‘good mothers’. Their awareness of this was hearable 
in the way they constructed their accounts to manage these risks to their 
identities.

Pivotal Events

The pivotal moment (or realisation) of self-recognition for many 
women was frequently associated with the diagnosis of a child, ‘the rea-
son I got diagnosed was…my 13 year old was diagnosed with ADHD 
last June’ (O’Dell et al. 2016: 6). This mother had re-interpreted her 
past difficulties in terms of ADHD and she described how self-under-
standing had generated the momentum to fight as an advocate for her 
child. This account of her struggle for the recognition of her child’s 
ADHD positioned him as ‘a spirited child, but no-one would have it’. 
Her fight for recognition was described as a therapeutic process through 
which past injuries and negative experiences could be healed, ‘I almost 
feel that as I work through his problems with him, and do the things 
that he needs, I am healing the little girl inside of me’ (O’Dell et al. 
2016: 6). Mothers, spoke this way of being advocates for their children 
with ADHD, ‘I step up and speak to his teacher about it and fight his 
corner’ (2016: 6).

We observed how women described the difficulties arising from trou-
bled lives and their problems meeting the demands of social, educa-
tional, work and family lives. They reflected on the meaning of ADHD 
and how it had ‘spoiled’ identities and damaged self-esteem. However, 
we noticed that many stories were celebratory and reconstructive using 
the diagnosis (or realisation and self-diagnosis) of ADHD as a ‘trans-
formative resource’ to reinterpret their lives and selves. Transformational 
accounts were sometimes represented as ‘before and after’ stories, telling 
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about troubles, identifying a realisation or a pivotal moment of transfor-
mation, for example, ‘getting a diagnosis and recognising it, it’s kind of 
made me look at things differently’ (Participant 4). This resonates with 
ME narratives that pivot around a turning point of identification and 
diagnosis and denote survivorship (Horton-Salway 1998, 2001). Other 
kinds of turning points were identified in the lives of these women, for 
example, ‘it almost got to the point where I, I feel like I pretty much 
hit my rock bottom’ (O’Dell et al. 2016: Participant 3). ‘Rock bottom’ 
stories describe a pivotal moment that heralds change or transforma-
tion in one’s life. They are found here in the accounts of women with 
late diagnosis of ADHD and also in the stories shared by members of 
Alcoholics Anonymous where Denzin (1987a, b) has described them as 
a means of re-storying the self around a pivotal moment. In narratives 
of ADHD diagnosis, ‘rock-bottom’ stories are structured towards an 
optimistic progressive trajectory with the self being re-conceptualised as 
empowered after diagnosis, ‘with that comes great strength at the end 
of the day’; and ‘I am more accepting of who I am’ (O’Dell et al. 2016: 
Participants 2 and 3).

In common with previous studies on the experience of ADHD, the 
women in O’Dell et al. (2016) talked also of their abilities and creativ-
ity, ‘I really really love what ADHD brings for me’ (Participant 3). One 
woman described herself as ‘enthusiastic and funny, and always had 
good ideas’… ‘I love being an adult with ADHD actually’. She went on 
‘once you’ve got the control what’s left is, um, er, a very quick, creative, 
innovative mind that is very engaged’ (Participant 6). Others also cele-
brated their difference, ‘oh yeah, that’s me that’s why I did that’ and that 
their ‘brain is just wired differently’ (Participant 2). Some women repre-
sented their diagnosis of ADHD as a positive asset, ‘before I always used 
to see who I was as a flaw’ but ‘it also you know is something that needs 
to be celebrated’. It was as though the pivotal moment of recognition 
allowed a re-interpretation of childhood proneness to distraction that 
could be transformed into useful alertness that is a positive attribute for 
an adult; ‘because of my ADHD I, I notice everything, you know…
I’m really aware of my surroundings…things like that…that’s really 
helped me in the sense of with my job, I will remember things about 
people and I will notice things’ (O’Dell et al. 2016: Participant 3).  
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Like the fathers, described by Alison Davies in Chapter 5, they repre-
sented their own ADHD-like traits as positive attributes that help them 
to multitask.

The narratives of women in O’Dell et al. (2016) were mostly of the 
progressive and transformational kind, despite lengthy descriptions of 
extreme troubles and struggles. But in what sense might this have been 
a transformation?

In What Sense Are Narratives Transformative?

We do not necessarily regard transformative narratives as a reflection of 
a ‘recuperative’ process in themselves but they are a product of narra-
tive form and convention in response to a range of negative representa-
tions that circulate about ADHD. Critical feminist researchers such 
as Winter et al. (2015) see the label of ADHD as a way for overbur-
dened women to cope with the demands placed upon them to perform 
and excel in multiples roles. They regard women’s take up of biological 
explanations and medical solutions as functional in this sense. Others 
have interpreted ADHD as a label to justify substance abuse and excuse 
troublesome conduct in some contexts (Schubert et al. 2009). We think 
Winter et al. raise important issues about the heavy burdens placed 
upon women because of unequal gender relations, and Schubert et al. 
raise equally significant concerns about the misappropriation of the 
label, ADHD and the misuse of amphetamine medication. However, 
we did not observe much focus on medicalised solutions in the narra-
tives of most women in O’Dell et al. (2016). On the contrary, many 
of them had simply described their realisation of having ADHD or 
diagnosis as helping them to re-shape and transform their understand-
ing of past negative personal experience and to repair damaged self- 
esteem. Winter et al. have pointed out that women have traditionally 
been ‘the largest consumers of prescribed psychotropic medication’ 
and therefore ‘may be particularly inclined to adopt ‘internalised’ bio-
logical explanations of their situation’ (2015: 416). While we share 
their concerns about medicalisation and also agree with Ussher (1991) 
that the historical bias to define women’s distress as mental illness is a 
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significant concern, we observe that this does not necessarily translate 
to a consistent link between women using biological explanations of 
ADHD and seeking medical solutions. Unlike the women described in 
Winter et al. (2015) many of the women in O’Dell et al. (2016) had 
neither sought ADHD medication to enhance their performance nor as 
a quick fix to ease their overburdened lives. Like the parents described 
in Chapters 4 and 5, they appeared generally cautious about medical 
solutions for themselves or their children. Some described their effec-
tive alternative strategies, ‘they try to give me anything, I’m always like, 
no….because I’m quite good at self-management’ (O’Dell et al. 2016: 
5). Nonetheless, many women, like ‘Jake’ in Dunne and Moore’s study, 
have described a host of unmet needs throughout childhood, school and 
at significant transitional points in life. Some were not confident that 
they would be able to access any support as mature adults even if they 
felt they wanted to, ‘I can’t go to the doctor and say, oh by the way I 
think I’ve got ADHD. Do you want to diagnose me….what could they 
do for me?’ (O’Dell et al. 2016: 5).

Nonetheless, the women in O’Dell et al. (2016) had mostly inter-
preted ADHD as a biological phenomenon, and in ‘Anna’s’ story alco-
hol and substance abuse was even referred to as ‘self-medication’ (in 
Davies and Horton-Salway 2016). This medicalised interpretation ech-
oes the use of the label, ADHD that the young offenders (in Schubert 
et al. 2009) had used to explain amphetamine abuse. However, the 
women who talked of their ADHD in O’Dell et al. (2016) did not use 
a biological explanation of ADHD to excuse themselves for past fail-
ures or problems. They simply acknowledged a range of social issues 
as contributing to their difficulties and most of them only sought rec-
ognition, support and understanding for their struggle. These women 
were undoubtedly proud of their abilities and achievements, but they 
were equally concerned about undiagnosed ADHD and unmet needs, 
the effects of stigma, social isolation, educational and workplace failures. 
Some wanted to be able to use their mature self-understanding in a use-
ful way to mentor others, ‘I would love to be able to give back because, 
because it is, you know, something that needs to be embraced and peo-
ple do need better understanding’ (Participant 3). Those women who 
were also mothers understandably wanted less of a struggle for their 
children with ADHD.
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The women’s stories in this study were undoubtedly organised around 
a troubles-telling (cf. Jefferson 1988) but they were also a celebration 
of difference and creativity. The construction of positive selves was 
accomplished to counter the impact of a troubled story and therefore 
we are inclined to agree with Lomas (2016: 536) that there is a ‘cul-
tural expectation that one should be upbeat’ that people observe when 
they communicate with others. People generally work hard at present-
ing themselves in a positive light even when they are talking about 
troubling and difficult aspects of life, including a range of health and 
disability issues such as mothers who resisted the ‘tragedy’ narrative 
(in Chapter 4), or in illness narratives of multiple sclerosis (Riessman 
1990) or in cancer talk (Wilkinson and Kitzinger 2000: 797). In talk-
ing about breast cancer for example, women use positive talk as ‘a 
socially normative moral requirement’. This is complex because women 
‘who report “thinking positive” also actively resist its moral prescrip-
tions’ (2000: 797). Transformational stories of lives and selves are used 
to resist pathological definitions of self but while resisting these iden-
tities they are also conforming to the socially normative requirements 
to remain optimistic or positive when describing troubles to others (see 
also Lomas 2016). If these accounts are taken entirely at face value, we 
are concerned that this can risk overlooking the import of troubles.

Concluding Comments

Cultural constructions of meaning are drawn on as discursive resources 
when people talk about their experiences of ADHD and we have seen 
how their social identities are produced within that discourse, how they 
take up positive subject positions and resist pathologising subject posi-
tions through constructing their lives and selves with ADHD as a ‘pro-
gressive narrative’. One significant aspect of this has been the gendering 
of ADHD and its differential focus on boys with conduct disorders on 
the one hand and hidden problems of girls and women on the other 
hand. Before moving to the final chapter of this book, we pause here to 
consider how the experiences of people with ADHD have contributed 
to our understanding of how the meaning of ADHD is constructed 
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through narratives of lives and selves. We have examined how these 
personal narratives are shaped by cultural ideas, against a background 
of debates about ADHD and stigmatising issues arising from mental 
health categories (Fig. 6.2).

We conclude this chapter with a summary of the practical and discur-
sive matters we have identified from the research on the experience of 
adults.

1. Hidden ADHD: Both girls and boys interviewed in Singh et al. 
(2012) described how they tried to hide their ‘performance’ problems 
because of bullying and stigma. In ‘Anna’s’ story, she described herself 
as ‘passing for normal’ as an undiagnosed women with ADHD, hid-
ing her problems for fear of ridicule (see also Solden 1995). ‘Paula’ 
(in Davies 2014; and Chapter 4 of this volume) described herself as 
hyperactive, ‘doing three or four different things but they’re not obvi-
ous things to anybody’.

2. Being blamed: Mothers with ADHD, such as ‘Anna’, may have con-
cerns that they will be blamed for their children’s problems because 
of problems in pregnancy, birth trauma or parenting. These issues are 
also played out in media representations of ADHD (see Chapter 3) 
demonstrating that there is a dominant cultural imperative holding 
mothers accountable for their children’s health and well-being.

3. Medicalisation and gender: This can be an issue for both genders 
because a bias in psychiatric discourse affects them differentially. Boys 
and men are more likely to be medicalised for conduct disorders that 
are defined as ADHD while girls and women have been (historically) 

Across the chapters of this book, we have found it illuminating to pay attention to how the 
meaning of ADHD and social identities have arisen in culture and local contexts and how 
they speak to the wider networks of knowledge circulating in science, professional and lay 
discourse. The discourse of ADHD and the subject positions produced therein have had a 
considerable influence on how people understand and describe their own personal experience 
and selves. Resistance to stigmatising, gendered or discrediting stereotypes of self has now 
become an integral part of the ADHD experience such that adults are enabled to draw on this 
to build more enabling accounts of lives and selves. 

Fig. 6.2 Understanding lives and selves
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less likely to be diagnosed with ADHD but more likely to have their 
socially derived problems diagnosed as other mental health condi-
tions. For example, ‘they inter-interpreted my behaviour as, um, 
depression, anxiety, eating disorder’ (O’Dell et al. 2016: Participant 
6). Critical constructionist feminists have also interpreted the 
increase in diagnosis of ADHD in women as a way of medicalising 
‘women’s misery’ while other feminists regard ADHD as overlooked 
or misdiagnosed in girls and women and are concerned that this is a 
‘barrier to care’.

4. Unmet needs in ADHD: ‘Jake’s’ story identified unmet needs that 
arose at transitional stages of his life, despite his early childhood 
diagnosis of ADHD. His problems had consequences for stigma, 
self- esteem and a range of practical concerns that were far reaching 
into adulthood. Women with an adult diagnosis of ADHD also 
described their lives as a series of troubles arising from unmet needs 
in childhood. As adults who have had to develop ways of managing, 
some seem unsure that anything could be done to help, ‘I can’t go to 
the doctor and say, oh by the way I think I’ve got ADHD. Do you 
want to diagnose me….what could they do for me?’ (O’Dell et al. 
2016: 5). Research indicated that more institutional support net-
works would be helpful to help children move between schools and 
then into work. Kenny has suggested that Educational Psychologists 
are well placed to empower children by research that allows them 
to contribute a voice to inform teachers and healthcare teams and 
by enabling positive narratives that emphasise their strengths and 
achievements. Schrevel (2015) observes that adults with ADHD tend 
to choose ‘strength based coaching’ over public mental healthcare 
because clients are more empowered by defining their own problems 
rather than problems being defined by healthcare professionals.

5. Stigma and ADHD: Children, young men and mature women 
have all described the stigmatising effect of ADHD. Some children 
in Singh et al. (2012) suffered from ‘expected stigma’ hiding their 
diagnosis from others because they thought everyone would laugh 
at them or ‘actual stigma’ because they had experienced bullying 
and teasing from peers. Anna’s story and the women in O’Dell et al. 
(2016) also described the stigmatising effect of ADHD, especially in 
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their attempts to ‘pass for normal’ especially in the workplace and 
feeling that symptoms of ADHD had led to difficult relationships 
with others.

6. Troubles telling and positive talk: We found that positive talk, opti-
mism and progressive, transformational narratives are used along-
side troubles-telling in accounts of ADHD and that they work to 
resist the predominantly negative discourses of deficit, impairment, 
abnormality and pathology that are generated by troubles telling and 
the need to resist stigmatising stereotypes. As Gergen and Gergen 
(1986) observed, the use of ‘progressive narratives offer the oppor-
tunity for people to see themselves and their environment as capa-
ble of improvement’. Despite the optimistic or positive accounts that 
people give when they describe their troubles and health problems, it 
is important not to assume that this necessarily a reflection of what 
they feel. Face value interpretations of narratives can risk overlooking 
the practical and personal challenges that arise from ADHD and the 
ideological dilemmas that arise from talking about ADHD or other 
mental health issues.

The phenomenon of ‘positive talk’ has a much wider application than 
ADHD, so we will revisit this issue in the final chapter where we will 
also consider the function of positive talk in ADHD and discourse 
more generally to ask whether this is a form of discursive empower-
ment and resistance to negative and pathological definitions or simply a 
cultural imperative to be ‘upbeat’ that can manifest as a ‘tyranny of the 
positive’ (Lomas 2016).

Note

1. We are grateful to the women who participated in the study by O’Dell 
et al. (2016), who talked about their experiences of ADHD. We also 
acknowledge the British Academy who funded the project and the research 
team (Dr. Lindsay O’Dell, Professor Paul Stenner, Dr. Mary Horton-
Salway and Dr. Alison Davies). Permission was granted for examples of 
anonymised interview data to be used as examples in this chapter.
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In this book we have been concerned with the relationship between cul-
tural meanings and the construction of knowledge and truth through 
discourse processes. Controversial histories of health categories are a 
window on the social processes of constructing truths, rendered more 
apparent when different versions are debated in science and public dis-
course. ADHD is one such example of a mental health category that has 
been shaped by a long history of controversy such that its meaning has 
been constructed as the product of discourse. We broadly concur with 
the Foucauldian position taken by Nikolas Rose, that ‘truth is not only 
the outcome of construction but also of contestation’ (Rose 1998: 55). 
The processes of social construction and contestation have produced 
and translated the meaning of ADHD as an ‘epiphenomenal’ product 
in more than one sense.

Referring to the construction of expert knowledge, Rose described 
‘battles over truth’ that constitute the factional activity of science. This 
is the first sense in which the meaning of ADHD is an epiphenome-
non. Such truths are produced and circulated in knowledge networks 
in the form of different ‘translations’ (Latour 1987). In Chapter 2 we 
described how different theories of ADHD, biological, psychological 
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and social have produced a range of alternative interpretations for chil-
dren’s behaviours and problems. Historically, these explanations were 
applied individually and in various combinations in healthcare practice 
through the frameworks of the biomedical model and the biopsycho-
social model. More contemporary theorisations of ADHD combined 
bio-psycho-social explanations to conceptualise complex causal rela-
tionships, a model that is used to inform clinical guidelines on ADHD 
and other mental health and medical conditions by the UK National 
Institute of Clinical Excellence (2009, 2016). This approach is now 
common to other parts of Europe, the USA and across many parts of 
the globe. By this rationale, ADHD, is seen as arising from the complex 
interrelation of biological, psychological and social variables and this is 
the second and more currently ‘official’ sense in which ADHD can be 
seen as epiphenomenal.

Within the rationale of this complex model, all kinds of health care 
in both general and mental health contexts should be based on a  multi- 
perspective approach. However, the history and application of the bio-
psychosocial model is more complicated as we discussed in Chapter 1. 
According to Alvarez et al. (2012: 173), the term biopsychosocial was 
introduced into psychiatry by Grinker in 1954. However, at that point 
in the history of its application it was used to ‘emphasize the biologic 
against psychoanalytic orthodoxy’ and only later did Engel apply the 
rationale to general medicine in the form of a systemic model. This 
was introduced into general medical practice in the UK by the Royal 
College of General Practitioners (1972). In the translation of theory 
into practice, many have commented that the biopsychosocial model 
is more of an ideal than a reality because there is little time for prac-
titioners to apply it’s rationale in all clinical situations (Herman, cited 
in Soltile 2005: 401). Furthermore, the links between the sub-systems 
of the model proposed by Engel are not explicit enough to guide clini-
cal decision-making method in the way that health practitioners would 
find practical (Alvarez et al. 2012). For this reason Alvarez et al. argue 
that the term ‘model’ is misleading while others argue that, in the prac-
tice of psychiatry, biopsychosocial is more likely to translate as bio-
bio-bio because the psychological and social aspects of mental health 
have been subordinated to the purposes of biomedicine (Read 2005;  

http://dx.doi.org/10.1007/978-3-319-76026-1_1
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see also Cromby et al. 2013). This has as much to do with the socio- 
political history of its introduction and its basis in the rationale of posi-
tivist science as anything else. Colley (2010) has also commented on the 
tendency for research on the psychosocial influences that  contribute to 
ADHD to explain causality as a linear process rather than bi- directional 
or circular. In other words, psychological and social variables are treated 
as contributory factors to individual biological pathology (see also 
Cromby et al. 2013). ADHD interventions are therefore based on the 
idea that the psychosocial environment, in the form of parenting, has 
room for improvement and that individual behavioural and cognitive 
or neurophysiological pathology can be transformed with medicine 
and cognitive behavioural techniques. This approach relies on positivist 
forms of science and social science that all too often imply linear causa-
tion rather than complex dynamic processes. In medical institutions 
these forms of evidence have historically been prioritised over herme-
neutic, meaning-derived understandings and qualitative forms of inves-
tigation that would explore personal experience to give service users 
more of a voice (Lester and O’Reilly 2016).

Sociologically derived theories (Conrad and Potter 2000), and those 
that are rather more critical of the definitions and treatment of ADHD 
in psychiatric contexts (Cromby et al. 2013), emphasise the socio- 
cultural conditions that produced mental health categories in the first 
place and they challenge the underpinnings of medicalised and individ-
ualised interventions. Cromby et al. (2013) are critical of the concept of 
abnormal psychology that underpins psychiatric categories, while soci-
ologists such as Conrad and Potter (2000) contend that biomedicine 
can function as a means of social control. For example, ‘the medicali-
sation of masculinity’ in ADHD positions boys and men as a threat to 
the social and moral order (Conrad and Potter 2000). In a similar way, 
the ‘medicalisation of women’s misery’ has generated a range of ‘femi-
nised’ mental health categories that have served the purposes of patriar-
chy and historically defined women’s social distress as forms of mental 
illnesses (Ussher 1991, 2010). Social constructionist explanations such 
as these emphasise the role of culture and power relations, emphasis-
ing how taken for granted truths circulating in discourse constitute and 
legitimise forms of institutional and consensual governance and forms 
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of intervention or self-improvement projects that function to perpetuate 
the social and moral order.

We have broadly agreed with these ideas and have investigated how 
some of these processes play out as discursive phenomena across the 
chapters of this book. We have found ADHD to be an epiphenomenal 
product in the sense that it is a meaningful but fluid category arising 
along with the construction of science knowledge, including the meth-
ods and explanatory models that have been applied to produce such 
truths, as well as cultural representations and forms of discourse in insti-
tutional, professional and public domains. Forms of knowledge about 
ADHD and its subjects have fuelled discourse in the public domain for 
a century and media representations of the science that underpins these 
representations are often simplistic and selective. Stories and reports cir-
culate in formats that embody moral and cultural imperatives and they 
function as a powerful socialising force in the public domain. As such, 
they are variably taken up, resisted or translated into different versions 
through the circulation of discourse in the public domain. Since dis-
course is a powerful form of social action, these processes have conse-
quences for those who are the subjects of its discourse, including how 
they are treated within healthcare and education and how they are 
understood and positioned in wider society (Fig. 7.1).

Consumers and Producers of Health Knowledge

As we observed in Chapter 3, the media have often used simplified ver-
sions of biological or psychosocial explanations of ADHD. These res-
onate with the biological and psychosocial repertoires of ADHD that 
were identified in Chapter 2, arising from historicised discourse. They 
are frequently used in an oppositional and polemic way, in the form of 
moral panics about the conduct of children and adults with ADHD, 
bad parenting or the ethics of medication, versus science reports of 
ADHD research that explain cognitive performance and social conduct 
in terms of biogenetic impairment. In the UK newspaper media psy-
chosocial repertoires have been dominant, although this might differ in 
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The themes that we have focused on in this book were identified in chapter one and have 

been traced across the chapters of this book and informed our analysis. They were the 

construction of ADHD, social identities, gendering in the discourse of ADHD and forms of 

discursive resistance. 

• We have mapped out the construction of ADHD across a range of discourse contexts

through biological, psychological and social science theories (in chapter 2), in media 

representations (in chapter 3), in the discourse of parents who have children with 

ADHD (in chapters 4 and 5) and in the voices of personal experience in accounts of 

children and adults (in chapter 6).

• We identified competing representations of ADHD that are robust and often polarised 

in argument. Biological and psychosocial accounts are associated with different kinds 

of identity constructions that function to support competing explanations of ADHD.

• Identity constructions take the form of extreme subject positions such as disruptive 

boys, blameworthy mothers, absent fathers, criminal deviants, victims, or celebrity 

and fictional heroes. These are produced and resisted as subject positions in discourse 

about ADHD.

• Gender stereotypes are a significant aspect of discourse about ADHD and they are 

common in the way that subjects are represented in all of the contexts we analysed. 

• Pathologising and stigmatising definitions are also woven through the discourse of 

ADHD as a significant aspect of how people understand its meaning. These are often 

linked with gender sterotypes.

• The discourse of ADHD is dilemmatic: When people talk about ADHD they attend to 

multiple contradictory concerns and navigate through a range of opposing stereotypes 

and cultural imperatives. 

• Forms of discursive resistance are a significant aspect of all of the above. The 

phenomenon of resistance (or ‘contestation’ as Rose puts it) is a mundane aspect of 

constructing truths but this is compounded by the existence of controversy, the 

decline of scientific authority and greater public access to information networks.

• Forms of resistance in ADHD resonate with the discourse of neurodiversity and the 

cultural politics of impairment, matters that are relevant to wider critiques of mental 

health categories. 

Fig. 7.1 Book themes revisited
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other forms of media such as television or the Internet. Researchers in 
other parts of the world have reported a different media bias, for exam-
ple towards biological in the US (Schmitz et al. 2003) and towards psy-
choanalytic explanations in France (Ponnou and Gonon 2017). Ponnou 
and Gonon found fewer simplistic biological representations in recent 
years, a trend that seems likely to follow contemporary, complex theori-
sations of ADHD.

There is some suggestion that children have ‘contradictory views on 
ADHD that are reflective of portrayals of ADHD in the media.’ (Kenny 
2016). Kenny notes a finding of Singh et al.’s Voices study (2012) that 
children in the UK and US appear to have different concerns, about 
their conduct or their academic performance, respectively. This suggests 
a difference in emphasis between these nations in cultural priorities 
and imperatives that influence the children’s concerns. Such priorities 
also appear to dominate in the UK media, for example, where there is a 
greater focus on social conduct and conformity rather than performance 
(Horton-Salway 2011, 2012).

In the UK media, we found that newsworthy stories are typically 
based on extreme or atypical representations that were selective, some-
times openly partisan and often sensationalist. The public are not always 
well informed, even by science reports that are based on ‘breakthrough 
science’ as Gonon et al. (2011) have argued (Chapter 3). One reason 
could be that research on ADHD has sometimes reduced complex cir-
cular, biopsychosocial processes to the form of uni-directional linear 
causality (Colley 2010), while (Schrevel et al. 2016: 2) observed that 
research itself is ‘polarised with respect to the facts and values under-
lying ADHD and its treatments’. Where there are media reports of 
complex research studies, these have often been reduced to misleading 
headlines or slogans that can imply blame rather than nuanced explana-
tion. Colley has expressed concerns that the media’s framing of ADHD 
as a polemic can induce both lay people and health professionals to 
respond to this in defensive ways. The ‘blame game’ is, as we have seen, 
thoroughly embedded in the discourse of ADHD and both lay and 
professional people respond to it accordingly. We have observed that 
parents respond to being positioned this way by resisting psychosocial 

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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explanations of blameworthiness (Chapters 4 and 5; see also Barnes and 
Power 2012) and some health practitioners respond by blaming public 
pressure for the rise in over-prescription (see Chapter 3).

It might appear something of a paradox that a reported demand for 
medicalised solutions in the form of prescriptions, should thrive along-
side the decline in public confidence of expert knowledge and practice. 
A report on public trust, by the UK Medical Research Council (2016) 
identified a significant decline in public trust of health professionals, 
scientists in universities, pharmaceutical companies, industry and also 
medical charities between the years 2009–2015. Public confidence is 
surely undermined by media framing of controversy since hardly a week 
goes by without headline stories of some form of health related scare, 
scandal or contrary advice that undermines the legitimacy of earlier 
health policy and practice. Changes, contradictions and competition 
between researchers are an integral part of the legitimate progress of sci-
ence and medicine but the public have become so much more aware of 
the processes of claim, counter-claim and controversy that conflicting 
headlines about health research leads people to perceive it as unreliable 
(Caulfield et al. 2014). The UK Medical Research Council (2016) has 
recently expressed a concern about how the media have contributed to 
public scepticism about science and health research.

The decline of public confidence in forms of expertise and author-
ity also arises from greater public access to a plurality of information 
sources on the internet whether or not they are reliable (Felt 2015) 
and, as Kata (2010) observes, this increases the possibility of unrelia-
ble and damaging misinformation. There is, however, also widening 
access to health user groups, social movements, and public access to the 
same forms of research that inform professional education and train-
ing (Barnes 1999: 5). This combines, in neo-liberal societies with the 
idea of citizens as ‘consumers’ and a growing sense of entitlement to 
choice in the form of person-centred care (Epstein 2000). In the UK, 
for example, Marian Barnes (1999) identified the consumerist ideology 
of successive governments as the driver for ‘empowering’ individuals as 
consumers of healthcare. This, combined with the pressures placed on 
parents as a result of educational exclusion of unruly children (Davies 

http://dx.doi.org/10.1007/978-3-319-76026-1_4
http://dx.doi.org/10.1007/978-3-319-76026-1_5
http://dx.doi.org/10.1007/978-3-319-76026-1_3
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2014), and ‘anti-stigma’ campaigns promoting brain explanations 
(Cromby et al. 2013) could explain why demands for prescriptions have 
risen in the UK. However, it is far from clear that the parents of chil-
dren with ADHD are comfortable with this solution as we will discuss 
later (see also Davies 2014; and Chapters 4 and 5 of this volume).

For whatever reasons, the public are no longer inclined to be pas-
sive recipients of healthcare advice any more than they are the passive 
recipients of media representations of other forms of science, but they 
are an increasingly active part of how health information and forms of 
knowledge are discussed, defined, challenged and circulated in the pub-
lic domain. The dissemination of health information in printed, digital 
and audio-visual forms is a burgeoning industry fuelling these processes, 
such that members of the public can engage with public information 
and health websites or independent support groups to inform them-
selves about health matters. Barnes (1999: 2) pointed out that com-
munity action has ‘become a challenge to professional and expert 
authority’. The public are able to take up, question and resist different 
translations of knowledge and truth that, before the digital revolution, 
might have been represented to previous generations of the public as ‘a 
ship in a bottle’ (Collins 1985).

This is a burgeoning aspect of what Bruno Latour (1987) referred to 
as the networks of knowledge that actors engage with to produce dif-
ferent translations of truth. In post-modern ‘knowledge-rich’ societies 
the widespread circulation of discourses available online has contrib-
uted to the (often confusing) plethora of opinions and research findings 
that inform parents and those adults who have come to identify with an 
ADHD diagnosis. It is within this cultural and social context that they 
seek enlightenment and support. The discourse of ADHD meshes with 
the wider discourse of mental illness; the discourse of parenting and the 
cultural imperatives of neo-liberalism to inform the manner in which 
members of the public take up ideas about ADHD and how they use 
them to define their own personal experience and that of others. This 
was evident in the narratives we have discussed in the chapters of this 
book.

http://dx.doi.org/10.1007/978-3-319-76026-1_4
http://dx.doi.org/10.1007/978-3-319-76026-1_5
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The Family: Forms of Institutional  
and ‘Self-Governance’

Alison Davies described (in Chapters 2, 4 and 5) how the ‘psy’ disci-
plines have continued to set the benchmarks for normality that regulate 
family life and how the ‘professionalisation’ of child-rearing defines the 
knowledge and skills required for good parenting. These influences per-
vade family policy and institutional interventions such as ‘early years’ 
interventions and ‘parenting programmes’ that are designed to inform 
the public what it means to be a good mother or father, what is con-
sidered ‘normal’, and how they should manage their children (Davies 
2014). We have also seen in Chapters 2 and 3 how parents and fami-
lies have been positioned as problematic by the explanatory repertoires 
of ADHD arising from theory, institutional practice and the cultural 
imperatives that circulate in discourse. Kenny (2016) refers to this as a 
problem saturated approach to ADHD that has, historically, not taken 
much account of how children make sense of ADHD or how they iden-
tify with it. From our understanding of parent’s accounts in Davies 
(2014) and in Chapters 4 and 5 of this book, this description could just 
as easily apply to the experience of their parents.

According to Bailey (2014: 98) parenting in general has been 
transformed into a ‘project’ that has the aim of conforming to ‘med-
ically conceived truths’ and ‘specialist knowledge’ so it is not surpris-
ing that parents talk about their management of children with ADHD 
by describing their parenting as a ‘project’ of self-education. Taking 
up their own pursuit of knowledge about ADHD, through their own 
research and in relation to support networks, the mothers in Chapter 
4 of this volume talked of developing ‘expert’ skills to contribute to 
professional partnerships with schools and medical practitioners (see 
also Rafalovich 2001a, 2004/2008). Parents’ descriptions of ‘in prin-
ciple’ compliance with professionals are however combined with sto-
ries of resistance and a critical stance to any professional methods that 
worked against their parental experience. They maintained that ordinary 
parenting does not work when applied to children with ADHD and 

http://dx.doi.org/10.1007/978-3-319-76026-1_2
http://dx.doi.org/10.1007/978-3-319-76026-1_4
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http://dx.doi.org/10.1007/978-3-319-76026-1_4
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prioritised parenting experience over professional advice by limiting the 
power and scope of parenting class and dismissing some of its meth-
ods, as one parent remarked, ‘sticker charts, yeah done that, done that, 
done that, done that’ (Davies 2014: 259). This resistance to institution-
alised forms of expertise is not so much a rejection of expert knowledge, 
per se, but goes hand in hand with the expert or professionalised par-
ent position, in the take up of knowledge about ADHD through online 
research and support networks. This focus on sharing and the expertise 
of experience is also observed in the discourse of mental health service 
users and Cromby et al. (2013) have described how a focus on personal 
‘distress’ can challenge the kinds of treatments offered by mental health 
services. In online environments, Van Zoonen (2012) points out, that 
personal experience is afforded more value than evidence based knowl-
edge (see also Versteeg et al. 2017). Nevertheless, the pursuit of paren-
tal expertise on ADHD involves the acquisition of science knowledge 
even though this might be evaluated from an experiential view. As 
Davies (2014) and Malacrida (2001, 2002) have both observed, moth-
ers give accounts of themselves as skilled managers, and knowledgeable 
advocates for their children with ADHD. Litt (2004), Bull and Whelan 
(2006), and Segal (2001) similarly noted a strong emphasis on coping 
and learning strategies and skills.

The decline of confidence in traditional and institutional forms of 
expertise combined with increased public engagement with improving 
forms of self-help might appear paradoxical. The parents who resist the 
institutional interventions of professional experts often describe their 
take up of ‘professional’ forms of knowledge as empowerment but they 
are likely to be unaware that this could equally be regarded as a consen-
sual form of ‘self-governance’ in the Foucauldian sense. The discourse of 
‘mental hygiene’ functions as a form of governance ‘educating citizens, 
in their professional roles and their personal lives—in the languages by 
which they interpret their experiences, the norms by which they should 
evaluate them, the techniques by which they should seek to improve 
them’ (Rose 1998: 75–76). Even as people work to transform or liberate 
and empower themselves, they might be using the language of conform-
ity to a ‘regime of truth’ that requires them to work upon themselves in 
institutionally specified ways. Against a cultural background of parental 
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scrutiny, self-scrutiny and self-improvement technologies, parents work 
to manage and resist the negative and stereotypical subject positions 
that are generated by this discourse of ADHD. They resist the stereo-
types of ‘blameworthy’ mother or absent, disengaged or controlling 
father captured by the psychosocial repertoire with all its implications 
of parental blame at the same time as engaging with its gendered and 
self-improving imperatives.

For both mothers and fathers, the ‘good parent’ is a, worked for 
but, difficult to sustain position when talking about their children 
with ADHD. The wider discourse of parenting positions mothers and 
fathers differently in relation to their children and good parenting is 
full of contradictions and dilemmas that are fundamentally gendered 
by cultural norms and imperatives (Chapters 4 and 5). The discourse 
of parenting a child with ADHD echoes the moral and gendered dis-
course that positions mothers as more accountable for childcare and 
health and fathers as the ‘invisible’ or less accountable parent in health 
and disability discourse. These imperatives are combined in discourse 
about ADHD (in the UK) with the traditional ideal of a resident father 
as the family authority figure because of a focus on ADHD as a ‘social 
conduct’ disorder. And yet the good father subject position is tenuous, 
dilemmatic and precarious and credibility depends on moving skilfully 
between traditional and contemporary fathering positions. Fathers’ 
subject positions in relation to their fathering role and their relation-
ship with the family therefore appear contradictory in many ways. 
Traditional strict fathering could be regarded as excessive authority and 
discipline on the one hand yet a less authoritative presence in a contem-
porary version of fatherhood could be regarded as a lack of control in 
relation to ADHD. Both forms of fathering have been associated with 
ADHD in research literature and media accounts and yet fathers man-
age to resolve this ideological dilemma by describing themselves as the 
stricter parent who is more remote from the everyday business of child 
care while assuming a significant role in an effective ‘parenting team’. 
Accounts of fathers’ absence is mitigated by their supportive and protec-
tive persona in relation to their families although in less traditional rep-
resentations fathers assumed the subject position of ‘junior parent’ who 
relies on their partner for leadership and responsibility for childcare. 

http://dx.doi.org/10.1007/978-3-319-76026-1_4
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Not only does this reduce their accountability, but they are able to risk a 
position of relative deficiency, in relation to childcare. Nevertheless, we 
found that fathers only avoid being the subject of negative discourses 
by navigating a difficult pathway through ideological dilemmas to build 
their identities as good fathers. On the other hand, mothers are norma-
tively subject to a host of negative discourses of maternal accountability 
for children and are caught between them (Davies 2014).

Medical Solutions

The topic of medicalisation is a significant one underpinning much of 
the discourse of ADHD and it is relevant to the experience of parents, 
children and adults with ADHD. We are aware that very little qualita-
tive research has actually focused on children’s personal viewpoints and 
that includes our own research. This is a significant omission, mitigated 
only by reference to a growing body of qualitative research studies that 
are beginning to inform our understanding of the child’s point of view 
about ADHD. For example, in Chapter 6 we observed that many chil-
dren who took part in Singh et al.’s (2012) ‘Voices ’ study, said that med-
ication had helped them to cope but some also said they looked forward 
to a time when they could manage without it. On the other hand, 
Avisar and Lavie-Ajayi (2014) have identified reports of emotional side 
effects and loss of identity and Kenny (2016: 2) has found that ‘young 
people perceive that they play a passive role in the management of their 
treatment’. One of the young participants in her study put it this way, 
‘You have to take the tablets, do what they say, go through this and that, 
and I don’t get no input. My Mum, only my Mum my Mum my Mum 
gets a lot of input because that’s my Mum. But I would like to have my 
own say’ (Kenny 2016: 86).

Our own research on ADHD has allowed a glimpse of the child’s 
experience through the accounts of parents who identified with ADHD 
(in Chapters 4 and 5) and by discussing the retrospective narratives of 
adolescents, college students, and women (in Chapter 6). We found 
that many of the women in a study by O’Dell et al. (2016b) had first 
identified with ADHD through the diagnosis of their own child, so the 

http://dx.doi.org/10.1007/978-3-319-76026-1_6
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issue of medication, arose not so much to solve their own problems but 
more as an issue of how to do the best for their own children. Many 
were concerned with the lack of support and understanding they had 
experienced as children prior to developing their own coping strategies 
in adult life. They saw coping as an issue of maturity and looked back 
on their childhood self with compassion and some regret, having felt 
excluded and disempowered.

We also saw in Chapter 4 how mothers used the biological reper-
toire and the language of science to describe their child’s diagnosis 
of ADHD, and while this positioned their child as impaired, it also 
allowed them to resist psychosocial explanations associated with the 
‘normal but naughty’ stereotype and the ‘blame game’. They were con-
cerned with their identities as good mothers who are well-informed 
about ADHD and described their considered decisions about their chil-
dren’s educational and medical needs. However far they took up medi-
cal explanations to account for their children, both mothers and fathers 
described their reluctance to medicate, challenging professional opinion 
when they considered this necessary, and positioning themselves as the 
real experts on their children who do not automatically follow medi-
cal direction but weigh up the evidence. Versteeg et al.’s (2017) have 
observed, about online health forums, that people position themselves 
as rational and responsible citizens who are making their own choices 
about healthcare and they hold themselves and each other to account to 
provide evidence or credentials for those choices. This referred to adults, 
but we are sure that children and adolescents also engage with online 
discourse about ADHD and medication, especially those websites that 
have been set up to support them. Whether this has any effect on their 
inclusion in decisions about treatment or their sense of empowerment 
is another matter. Cohen and Morley (2009: 155) have observed that 
‘children’s interests may be subsumed to those of parents, teachers and 
society as a whole in the course of diagnosis, treatment and labelling…’ 
(p. 155) and they argue that the child ‘internalizes the discourse and 
may, in fact, become an endorser of this view’ (p. 165).

For adults with ADHD, medication is also one of the controver-
sial topics frequently discussed in online health forums (Versteeg et al. 
2017). This study indicated that people were not so much rejecting 

http://dx.doi.org/10.1007/978-3-319-76026-1_4
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science and medical knowledge, as showing themselves to be making 
informed decisions between options. In neo-liberal societies, there is a 
‘moral imperative to be informed’ (Hobson-West 2007: 212) and ‘cit-
izen choice is part of the discourse of healthcare in the UK under the 
auspices of ‘professional partnerships’. So taking personal responsibility 
for healthcare involves deliberating about health advice and evidence 
in both formal institutional settings where citizens are included in pol-
icy and practice discussions, but also informally with other members of 
the public, as happens online and in support groups. For people who 
are affected by controversial health matters, it is not so much reject-
ing science as a question of ‘which evidence’ can be seen as trustwor-
thy (Edwards and Howlett 2013: 40). For example, science knowledge 
about ADHD medication might be open to criticism because of the 
perceived interests of the funding pharmaceutical industries. However, 
parents who endorse or take up this option for their children justify 
their decisions using the evidence of their own experience, ‘I did not 
need a scientific study to know that this worked for my child’ (Versteeg 
et al. 2017: 7). An appeal to the evidence of outcomes operates much 
like the ‘truth will out’ arguments that scientists use to resolve the issues 
arising from conflicting science claims (Gilbert and Mulkay 1984) or 
the arguments that parents, in Chapters 4 and 5, use to resolve dilem-
mas arising from their complicity with medicalised solutions (see also 
Davies 2014). This interpretation of deliberative process, the dilemmas 
of treatment, and a focus on outcomes and the best interests of the child 
is a very different interpretation of parental experience than has been 
implied by the media stereotype of parents who use medication as a 
quick fix or ‘chemical cosh’.

It was fathers (as discussed in Chapter 5) who expressed most con-
cern about the use of medication as a ‘chemical cosh’ and this was 
closely bound up with their understanding of ADHD and masculine 
identities. They strongly identified themselves with the traits of hyper-
active ADHD by defining it as a normal masculine characteristic of 
boisterous boys. This position resonates with media stories of the nor-
mal ‘boisterous’ boy with all of its connotations of ineffective parenting. 
However, fathers’ accounts of medical solutions were rather troubled 
and concerned with how the effects of medication might ‘dumb down’ 
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their sons’ natural ‘masculine’ personality traits. Although they may 
have complied with medical solutions, they effectively distanced them-
selves from the rationale of medication in accounts of reluctance and 
normalisation. The parents of children with ADHD were all keenly 
aware of the moral condemnation associated with using ADHD med-
ication, such that the decision to medicate or not was described as care-
fully considered, based on experience, initiated by a medical practitioner 
or explained as a consequence of exclusion from school. As we have 
seen, these decisions are not always completely ‘owned’ by parents, and 
as Kenny (2016) has since pointed out, they are certainly not ‘owned’ 
by children. Parents make it clear that, in the eyes of society, they are 
‘damned if they do and damned if they don’t’ (see also Taylor et al. 
2006: 120) and the same idiom probably applies to health professionals.

Stigma and Resistance

We have learned more about how people respond to the stigmatis-
ing stereotypes and subject positions that arise from the discourse of 
ADHD across the contexts described in this book.

Symbolic interactionist theorists such as Mead (1934) and label-
ling theorists such as Becker (1963) theorised this as a process of being 
socially devalued that leads to self-devaluation because we learn to view 
ourselves from the perspective of the ‘Other’. This explains how external 
social processes are internalised. Thoits described how, ‘an undesirable 
category or label applied by others to the self becomes an undesirable 
social identity’ (Thoits 2011: 7). Goffman (1963/1990) also described 
this process as self-devaluation and the outcome of a ‘spoiled identity’. 
This was later referred to as ‘self-stigmatisation’ or ‘internalised stigma’ 
(Corrigan and Watson 2002; Corrigan and Calabrese 2005).

However stigma is theorised, stereotypes are also socially derived and 
we have seen (in Chapter 3) how they are produced in media discourse. 
Theoretical explanations that inform the media, such as theories of child 
development that rely on the discourse of normality versus abnormality, 
also rely on cultural values of difference but they draw on psychomet-
ric and other measures to define difference as abnormality (O’Dell and 

http://dx.doi.org/10.1007/978-3-319-76026-1_3
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Brownlow 2015). Cromby et al. (2013) distinguish between medical 
definitions of abnormality, statistical measures and social measures that 
appeal to social order and moral imperative. These different forms have 
become institutionalised and are taken for granted definitions that relate 
to cultural stigmatisation of ADHD and other forms of mental health 
conditions.

Mueller et al. (2012) has differentiated three forms of stigma; public 
stigma, self-stigma and courtesy stigma. Public stigma, they say, occurs 
at a societal level, where a discrediting stereotype is associated with a 
social category, such as media representations of ‘boisterous’ boys, dif-
ference defined as impairment, dysfunctional families, blameworthy 
mothers and absent fathers (Chapter 3). These stereotypes appeal to 
standards of normality and morality and they fuel the public imagina-
tion, through the everyday discourse of ADHD. They are produced and 
re-produced in all kinds of texts and social contexts and interactions as 
we have seen across the chapters of this book.

In this book, we are treating stigma and ‘spoiled identity’ as a dis-
cursive product rather than a socio-cognitive process. Even though peo-
ple might not themselves always take up such identities in discourse, 
they still have to manage the way stigmatising discourse and ‘spoiled 
identities’ are applied to them. In relation to mental health categories, 
Thoits (2011: 6) described resistance to stigma as ‘opposition to the 
imposition of mental illness stereotypes by others’ and she categorised 
some forms of resistance as ‘challenging’ (‘fighting back’) and others as 
‘deflecting’ (‘guarding the fort’) (2011: 11). Goffman’s (1963) observa-
tions about ‘passing for normal’ and ‘withdrawal from social interac-
tions’ are also relevant to this process. In a school context, for example, 
the children with ADHD who took part in Illina Singh et al.’s Voices 
research (2012; see also Chapter 6, this book) indicated their awareness 
of the stigma associated with their ADHD by describing how they had 
hidden their special needs and academic performance problems from 
their peers. In doing this they also take up the position of a victim of 
peer bullying. In Chapter 6, women with ADHD described ‘passing 
for normal’ when they were children and some have referred to them-
selves as outsiders who had become socially isolated as a result (O’Dell 
et al. 2016b). Thoits (2011: 12) might interpret this as ‘withdrawal 
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from social interactions’ in order to avoid being devalued by others, 
although we note that the women often spoke of being excluded or 
marginalised by others rather than avoiding others themselves. They did 
not usually blame other people for this, but explained it as an under-
standable consequence of their chaotic lives and their personal impact 
on those around them in social and work situations. In these accounts 
they describe taking personal responsibility for their own actions, but 
in order to do this they are recognising themselves as the subjects of 
‘self-stigmatising’ discourse and blame. In other parts of their inter-
views we saw them work hard to produce more positive accounts of 
their personal coping, strategies and transformations, describing skilled, 
positive and creative selves who overcame difficulties and battled on. 
Such accounts functioned in their narratives to resist being defined 
by ‘spoiled identities’ arising from their experiences and accounts of 
ADHD (O’Dell et al. 2016b).

‘Fighting back’ and ‘guarding the fort’ were also identified by Thoits 
(2011) as two alternative forms of resistance that are used to protect the 
self from stigma. These can be theorised as socio cognitive processes of 
identity formation and stigmatisation, but we have explained fighting 
and defensive talk alternatively as forms of discursive resistance that are 
common in social interactions. Mothers, for example, might describe 
being affected by stigma as a result of their children’s behaviour and 
the negative stereotypes about bad parents and ‘mother-blame’. They 
describe themselves as the front line victims of intimidation from other 
parents at the school gates because of their children with ADHD. We 
noted how mothers take up this victim position in their accounts of 
troubled interactions with other parents, but they do so while resisting 
the subject position of ‘mother-blame’ through their valourised accounts 
of family life and parenting. Such accounts ‘guard the fort’ against dis-
crediting identities but they also dismiss the views of other parents 
as lacking understanding. More ‘challenging’ forms of resistance are 
described in accounts of campaigning advocates who have to fight back 
on behalf of their children. Educating others is a form of ‘fighting back’ 
to the stigma of mental illness (Thoits 2011), in much the same way 
that ‘fighting talk’, according to Ribbens-MacCarthy et al. (2000), is a 
way for the mothers of disabled children to establish a positive moral 
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identity and avoid the stigmatising effect of mother-blame discourse. 
Paradoxically, when mothers take up valourised accounts they are resist-
ing the accountability of ‘mother-blame’ but they implicate themselves 
in a further gendered cultural imperative of responsibility that ‘holds 
mothers responsible for families and future citizens, maintaining this 
“natural” care at the center of normative femininity’ (Blum 2007). 
Mothers are captured by this cultural imperative for maternal accounta-
bility that arises as something of a defining theme when they talk about 
their children with ADHD. In the chapters of this book, we have iden-
tified a range of such gendered dilemmas and cultural imperatives along 
with the resistance strategies that parents of both genders and people 
with ADHD might use to protect themselves against the stigmatising 
stereotypes that arise in the discourse of ADHD.

What Does Resistance Discourse Really Tell Us?

If we were to take resistance stories entirely at face value, we might risk 
overlooking important issues.

1. The social, cultural and interactional context of describing troubles 
and difficulties is highly relevant to the interpretation of meaning. 
Wilkinson and Kitzinger (2000: 797), in their analysis of coping talk, 
noted that one function of positive talk is to close down troubles-tell-
ing in compliance with a ‘socially normative requirement’ to be pos-
itive. They also identified expressions of ‘fighting spirit’ along with 
‘gaining a sense of mastery’ and ‘transformational’ or ‘silver lining’ 
outlooks as idioms that have a dual function to ‘round off and close 
down “troubles-telling” while making it possible for troubles telling 
to take place’ (p. 805). Since positivity is a cultural imperative, speak-
ers might also use positive talk to pre-empt an exhortation from their 
interlocutor to ‘have a positive attitude’ (p. 807).

2. Additionally, there is a specific cultural imperative not to express 
ambivalence towards ones’ own child, especially for mothers. Davies 
(2014) observed that parents began interviews by describing dif-
ficulties and trauma but frequently ended by describing positive 
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experiences, thereby ‘rescuing’ their own identities as good parents 
who have an engaging child who they like, and a positive family life 
that they enjoy, for example, ‘I actually find him quite funny, a little 
comedian and he’s really quirky and he’s full of beans and he’s wild… 
I quite enjoy it he’s very spirited he’s good fun’ (Davies 2014: 267).

3. Positive and enabling narratives might be celebrated as a form of 
resistance to the implications of stigmatising impairment discourse, 
but there is also a danger that a face value interpretation of these sto-
ries could risk acknowledgement of people’s needs. Referring to peo-
ple on the autistic spectrum, Jarratt (2014: 749) has cautioned ‘just 
because people want their strengths acknowledged does not mean 
they don’t want help and support’. We make these observations not 
to detract in any way from the importance of promoting enabling 
or ‘ability focused narratives’. These are important therapeutic and 
socio-political tools that are highly valued by members of the neuro-
diversity movement who want to resist being defined by impairment 
discourse (see O’Dell et al. 2016a). Indeed, a concern to advance this 
cause and promote enabling narratives is one of the stated aims of 
the critical disability movement along with a concern about unequal 
power relations and the need to develop non-reductive and inclusive 
methods of enquiry that give people with disabilities a voice (O’Dell 
et al. 2016a). We concur with these sentiments with the caveat that 
positive talk and ability focused narratives should be treated as dis-
cursive forms of resistance that have a situated meaning and whose 
function might be dilemmatic as well as empowering.

4. Transformative narratives are as much a product of the micropo-
litics of social interaction as a description of lives or mental states. 
We have observed that when talking about their troubles, parents and 
adults with ADHD make efforts to counter the implications of trou-
bles-telling through valourised or normalised accounts. The wider 
discursive context for this is a cultural ‘tyranny of the positive’ that 
demands an optimistic outlook (Lomas 2016). Being positive has 
become a socially and morally desirable response (Wilkinson and 
Kitzinger 2000) and being positive is valued in a therapeutic and 
clinical environment, but it also has the potential to function in dis-
course as a form of ‘moral oppression’ (De Raeve 1997). Despite the 
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vast literature that describes the health benefits of positivity, the dis-
course of positivity might not tell us as much about mental states as 
some assume (Wilkinson and Kitzinger 2000).

Pathology and Normalisation: The Cultural Politics 
of Impairment

Describing troubles was a significant aspect of ADHD discourse across 
all of the contexts we examined and with the caveats above in mind 
we ought not to ignore it. Like Wilkinson and Kitzinger (2000) we 
have however observed that when people describe their troubles, they 
also resist being ‘captured’ as the subjects of such discourses. This tells 
us quite a lot about the status of distress within our culture (see also 
Cromby et al. 2013). Within a culture of positivity, troubles-telling 
can be problematic. One way people accomplish this is to re-establish 
normality alongside the constructions of abnormality or pathology 
that tend to arise in the process of telling troubled accounts of ADHD. 
As we have observed, representations of the ‘impaired’ child that are 
embedded in parents’ accounts of troubles are typically linked to bio-
logical interpretations and their efforts to represent themselves as ‘good 
parents’. However, parents also demonstrate an awareness of the stigma-
tising stereotypes generated by this impairment discourse and they work 
hard to resist this as the defining representation of their child. Fathers 
appeared rather more resistant to the idea of impairment and medical-
ised interventions than were mothers, although, as we discussed above, 
this might be an expression of mothers’ frontline position in childcare 
and fathers’ identification with ADHD as a stereotypical form of tra-
ditional ‘boisterous’ masculinity. However, parents all typically work 
to manage dilemmas arising from the discourse of ADHD that pivot 
around issues of impairment and blame. They represent their child and 
family variably through talk of troubles along with stories that describe 
normality and their family life as business-as-usual. Troubles-telling 
involves definitions of impairment, pathology and difficult family lives 
and school experience, while normalising accounts resist the ‘spoiled 



7 ADHD as the Product of Discourse     241

identities’ that might be implied by this. Normalising accounts can, 
however, risk acknowledgement of needs.

Parents have also described their children in accounts of exceptional 
creativity and special abilities and we noted that this form of representa-
tion also appears in adults’ accounts of their own ADHD. Talking 
about difference, creativity and special skills affords a significant form 
of parental resistance to impairment discourse. Parents express appre-
ciation of traits in their child that they might elsewhere, in the con-
text of troubles-telling, identify as problematic. Fathers who identified 
with their sons’ hyperactive ADHD traits, for example, defined these as 
problematic behaviours in children that could be harnessed to improve 
their performance in adult life. However, such celebrations of differ-
ence and skill were frequently constructed alongside accounts of how 
improvements might be made. Similar paradoxes arose in the self-man-
agement narratives of adults who described their lives as a trajectory of 
troubles and transformations in Chapter 6. These kinds of account con-
form to a culturally recognisable ‘progressive’ narrative shape (Gergen 
and Gergen 1986) and they comply with an imperative for improve-
ment or coping that can be generated as much by a response to the 
culture of positivity as they are a form of resistance to the discourse of 
impairment and pathology. The talk of difference and creativity that we 
observed in parents’ narratives and the accounts of creativity and mul-
titasking spoken of by adults with ADHD can work to re-define the 
meaning of ADHD as an asset rather than impairment, but still one 
that must be worked upon.

O’Reilly and Lester (2015: 258) have pointed out that the, ‘biomed-
ical categories in psychiatry have provided the foundation for defining 
pathological behaviour’ and they have also ‘provided the boundaries 
for normality and abnormality’ (see also Cromby et al. 2013). What 
counts as normal, and what is regarded as ‘ability’, arise from the norms 
of culture and they are underpinned by taken for granted ideas about 
what it means to be human (O’Dell et al. 2016a: 174). As O’Dell et al. 
argue ‘culturally specific ideas are translated into developmental sci-
ence’ producing atypicality as disability. Thus, the social construction 
of ‘normality’ is only achieved by Othering ‘difference’ (O’Dell and  
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Brownlow 2015: 296). This has resulted in a social world organised to 
accommodate typicality and encourage conformity and it is the rea-
son why the term ‘neurologically typical’ has been preferred by people 
on the autistic spectrum because they prefer to acknowledge and cele-
brate their ‘difference’ as atypicality rather than be defined as abnormal 
(O’Dell and Brownlow 2015: 299–306). Nonetheless, the discourse of 
normality as defined by psychometrics has historically carried with it all 
the power of a taken for granted truth and informs practice. Such defi-
nitions circulate in mental health and disability discourse and we have 
seen how people take up ideas about both normality and difference in 
their accounts of ADHD. Paradoxically, the concepts of normality and 
difference are both used as a form of resistance to stigmatising stereo-
types of abnormality and impairment in the discourse of ADHD.

The neurodiversity movement is a growing sociopolitical service user 
movement that resists the pathologising effects of disability discourse 
(Goodley and Roets 2008) and it challenges the ‘Othering’ power 
of mental health categories such as autism and ADHD (O’Dell and 
Brownlow 2015). O’Dell and Brownlow have suggested that it would 
be helpful if more attention was given by professionals to the abilities 
and strengths of neurodiversity that provide possibilities for crafting 
‘positive identities’ (2015: 307). We concur with these ideas with two 
caveats: First, that a focus on strengths and a ‘positive identity’ does not 
risk acknowledging troubles and needs (Jarratt 2014), and second that 
positive identities do not turn out to be those defined by the discourse 
of cultural and institutional imperative imposed by the ‘psy’ disciplines, 
individualistic ideology and neoliberal regimes of truth. These contexts 
make up the wider discursive framework for understanding how peo-
ple talk about ADHD and other forms of mental illness and health 
categories.

Relevance for Practice

We can certainly endorse the idea of encouraging more ‘enabling’ nar-
ratives and of forms of professional practice that are built on effective 
forms of collaboration between professionals and service users. This has 
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the potential to promote marginalised voices and inform practice, with 
the proviso that service users are listened to and allowed to define their 
own identities and needs and inform their own solutions (see O’Dell 
and Brownlow 2015; Todd 2006). Kenny (2016: 25) suggests that 
Educational Psychologists are well placed to facilitate this process for 
children with ADHD. Such ideals comply with recommendations of 
the Nuffield Trust enquiry, as outlined, for example, in a paper by Barnes 
(1999) identifying a lack of co-ordination and fit with the needs iden-
tified by citizens and users, and a need to take less powerful users more 
seriously. This involves inclusive methods of practice informed by qual-
itative forms of social science and the perspectives of service users rather 
than imposing expert forms of knowledge as a superior form (see also 
Schrevel et al. 2016: 33).

Education is an important aspect of putting theory into practice. 
Kenny (2016) has, for example, reviewed studies of general practition-
ers’ and teachers’ knowledge and understandings of ADHD across the 
globe and found that 50% said that they did not know as much as they 
would like. Moldavsky and Sayal (2013) also found misconceptions, 
amongst children, adolescents, parents, healthcare professionals and 
the general public that were likely to reinforce stigma. In any society 
where people feel the need to hide their problems because of negative 
and stigmatising labels, clearly something needs to change (Singh et al. 
2012; Davies and Horton-Salway 2016). Thus, educating children, ado-
lescents and the general public about the stigmatising effects of men-
tal health labels and how these socially define children and families is a 
step forward that is currently on the social and political agenda in the 
UK. However ‘anti-stigma’ campaigns have focused on biomedical and 
brain explanations of mental health conditions and this is not likely to 
promote a better public understanding and sympathy for psychosocial 
influences on distress (Cromby et al. 2013). The impact of negative 
media stereotyping is also a significant contribution to the discourse of 
mental health and ADHD is an example of how ideas about psycho-
social influences can translate into stigmatising representations that 
feed moral panics. These are both areas of discourse that have room 
for improvement. Cromby et al. (2013) have suggested public educa-
tion campaigns should focus more on distress arising from society and 
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environment by treating the experience of distress as an understandable 
response to adverse life events. From this view widening public aware-
ness and education about the harmful effects of discriminatory practices 
and the blame culture could help to reduce public fear and increase 
understanding.

Cromby et al. (2013: 11) also observe that ‘people might end up 
receiving services, not because they themselves are distressed, but 
because their behaviour and experiences are distressing to those around 
them’ (see also Cohen and Morley 2009). This certainly applies to dis-
empowered social categories, for example, young people report that 
they are neither involved in making decisions about the management 
of their ADHD nor educated about the labels applied to them, less still 
consulted about the definition of their identities (Kenny 2016: 126). 
Cohen and Morley (2009: 165) described how ‘the child is acted upon 
by the relatively powerful adults around them, who in effect create the 
discourse of problems associated with the child’. Kenny therefore rec-
ommends ‘self-advocacy’, informed by children’s own experiences, to be  
promoted through schools, Educational Psychologists and members of 
health professions. Along similar lines, Schrevel et al. (2016: 63) has 
suggested forms of strength-based coaching that are preferred by adults 
with ADHD because these methods allow them to identify their own 
problems, goals and solutions. Coaching and some post-structuralist 
forms of narrative therapy (Gergen and Ness 2016) are not based on 
the superiority of expert knowledge but instead they aim to engage with 
clients’ understandings and how they might construct the meaning of 
their experience in more empowering ways.

In the context of mental healthcare, the education of health profes-
sionals is an important issue for the future. Todd (2006) has described 
an application of post-structuralist theory and narrative practices to 
effect change in the way that health professionals think about the health 
categories they work with and the models that guide their practice. In 
workshops, they are challenged to consider how these categories have 
come to be afforded the status of truths in healthcare institutions. Todd 
has had some success with this and at the time of writing suggested 
that there was professional goodwill to engage with ideas that re-direct 
the focus away from individualising practices. Kenny (2016) further 



7 ADHD as the Product of Discourse     245

suggests that Educational Psychologists are well placed to liaise with 
health professionals to consider how systemic forms of thinking can 
more effectively include the experience of children as service users. The 
ideas of Todd and Kenny as well as others (such as Cromby et al. 2013; 
O’Dell and Brownlow 2015) who have critiqued mental health services, 
or who themselves work as health professionals in this field, have pro-
vided practical suggestions that have the potential to transform theoret-
ical ideas into a form that can empower individual health professionals 
as well as their service users.

Perhaps post-structural methods of analysis might also be helpful 
to support health professionals, policy makers, managers and senior 
health educators to consider what exactly is meant by biopsychosocial 
complexity in the context of mental health and disability conditions? 
As we have indicated at the start of this chapter, a truly epiphenom-
enal understanding of ADHD, disability and mental health categories 
would include a cultural understanding of how the category definitions 
themselves have come to be afforded the status of truth, how these ideas 
have emerged historically from the constructive practices of science and 
culture and how they define people. This view of complexity is in addi-
tion to the more familiar understanding of how the psychosocial envi-
rons are considered to impact upon biology and inform biopsychosocial 
explanation and treatment. Colley (2010) has previously observed that 
unidirectional rather than bi-directional or circular and systemic expla-
nations have been common in research on ADHD and that these may 
have contributed to polarised claim and counter-claim in biological 
versus psychosocial explanations of ADHD. In this way, psychosocial 
explanations are inclined to translate, at least in the media and public 
imagination, as parental blame and stereotypes of children with spoiled 
identities. Colley argues that it is not helpful to position parents in this 
way, because they are much more uniquely challenged by children with 
ADHD and require ‘extraordinary parenting skills’. This observation is 
endorsed by the parents, in Chapter 4 of this volume, who have indi-
cated that, ‘normal parenting does not apply’.

We will conclude by acknowledging the people who have contrib-
uted their stories of experience for the research we have described and 
we thank them for helping us understand what ADHD means for 
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them. Providing enabling forms of support throughout their difficult 
transitions of life requires greater public appreciation of the challenges 
people face and this can only happen if they are allowed to voice their 
experiences of distress without fear of being blamed or stigmatised. 
A co-ordinated multi-agency approach that is properly funded and 
responsive to the task of promoting enabling forms of person-centred 
support is a goal (Epstein 2000; Epstein et al. 2010), although we are 
aware that this is not always easy to implement in practice. To this 
end, however, we agree with Cromby et al. (2013) and O’Dell and 
Brownlow (2015) that the personal experience of service users should 
be treated as a valuable and legitimate resource of knowledge. This has 
the potential to inform self-advocacy, peer support and also to inform 
the understanding and practice of health professionals, educators and 
policy-makers. We suggest that personal accounts of ADHD by chil-
dren, parents and adults with ADHD can tell us more about the cul-
tural meaning of ADHD as a mental health category and the impact of 
this discourse upon its subjects. From our perspective, accounts of expe-
rience should be heard as culturally situated, discursive, and inherently 
dilemmatic, arising as they do from a culture of ‘Othering’, gendered 
discourse, stigma and blame.
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Glossary

ADHD:  Attention Deficit and Hyperactivity Disorder one of several terms used 
to describe a collection of characteristics, behaviours and ‘symptoms’ dis-
played by individuals who are considered hyperactive and to have difficulty 
concentrating (see also hyperkinetic disorder).

Advocacy:  Activity which supports an individual or cause by expressing views 
and wishes on their behalf.

Bandwagon effect:  When people do specific things or express specific views 
because other people are doing so, or to gain an advantage.

Before-and-after stories:  People give accounts of what life was like before and 
after and event (see also transformative/transformational stories).

Bio-bio-bio model (of mental health):  A phrase used by critics to describe an 
approach to mental health which they claim neglects psychological and 
social factors and emphasises biological ones.

Biomedical model:  An approach to health which focuses on biological factors, 
and classification and treatment.

Biopsychosocial model (of mental health):  An approach that explains mental dis-
tress in terms of the interaction between a person’s psychology, biology and 
social context.
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Blameworthy mother:  A cultural stereotype which holds mothers primarily 
responsible and accountable for their children’s care, health and develop-
ment, including negative outcomes.

Blended approach to discourse:  An approach to the study of discourse which 
blends micro and macro levels of analysis.

BPS (British Psychological Society):  Representative professional body of psycholo-
gists and psychology in the UK.

‘Bracket-creep’:  A term used by Kirschner (2013) to describe the way that med-
ical categories expand. Compare with Conrad and Potter (2000) and the 
ideas about medicalisation of social phenomena.

Cognitivist psychology/cognitivism:  Theoretical approach within psychology 
which seeks to explain behaviour in terms of underlying mental processes 
and states.

Combined ADHD:  This type of ADHD combines inattentive, hyperactive and 
impulsive symptoms.

Conduct disorder:  According to the DSM 5, a behavioural and emotional dis-
order identified in young people who do not conform to legal and social 
norms.

Conduct niche:  This refers to one of the two ecological niches identified by 
Ilina Singh and her colleagues (2012). These were conduct and performance 
niches where conduct niche refers to children’s social behaviour as a focus of 
attention and context for children’s experience of education.

Contestation:  The process whereby the meanings of social phenomena, identi-
ties and actions are disputed and resisted in discourse (see also resistance).

Contingent repertoire:  This is a discursive strategy identified by Gilbert and 
Mulkay (1984) in their sociological study of scientists discourse and prac-
tice. It is a pattern of discourse and argument drawn on to explain why 
there can be errors or mistakes in science, drawing on the idea that beliefs, 
actions or claims (of only some scientists) are dependent on subjective bias 
or error. This repertoire was used by scientists to point out the ‘contingent’ 
nature of error and protect the idea of science is an objective empirical 
method providing that the scientific method is used correctly by good scien-
tists (contrast this with ‘empiricist repertoire’).

Courtesy stigma:  Concept used by Erving Goffman (1963) where stigma is 
extended to those close to the stigmatised person.

Critical discursive psychology (CDP):  An approach which explores how cul-
tural resources are drawn on in discourse and social interaction and iden-
tifies how some forms of discourse and cultural representations are more 
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powerful than others (for example, dominant discourses or repertoires). 
Studies using CDP can combine micro and macro analysis of discourse.

Disciplinary gaze:  Originating with Michel Foucault, a concept referring to the 
ubiquity of power as it is exercised through particular bodies of knowledge. 
Individuals come to discipline their behaviour in accordance with dominant 
social norms as if they were being observed (see also ‘panoptican’).

Disciplinary mechanism:  Relating to the operation of power, techniques and 
institutions which come to regulate the behaviour of individuals.

Discursive psychology:  A discipline that emerged as a critique of the dominant 
cognitivist approach to psychology (Edwards and Potter 1992). Taking a 
discursive approach, DP studies how psychological topics such as memories, 
causal attributions, accounts of self and identity and emotion states are con-
structed in social interactions, text and representations of reality. Discursive 
psychology rejects a realist approach to language and instead understands 
language to be constitutive in the sense that it is a form of social action.

DSM:  Diagnostic and Statistical Manual of Mental Disorders used in diagnos-
ing mental health conditions.

EBM:  Evidence Based Medicine is the approach favoured within medical/
health contexts which privileges positivist, quantitative research methods to 
inform clinical practice and treatment.

Empiricist repertoire:  As used by scientists in a study by Gilbert and Mulkay 
(1984), this is a discursive strategy to construct events and phenomena (in 
science) as empirical observations, facts and neutral accounts of method and 
outcomes in order to construct their science findings as empirical truths 
based on rigorous method. (Contrast with ‘contingent repertoire’.)

Epiphenomenon:  An event or process that may arise alongside another phe-
nomenon or process. This can sometimes be in a correlational sense, or it 
can mean that the phenomenon occurs independently and is not related to 
the primary phenomenon. In this book it is used to describe various phe-
nomena such as how ADHD is a product of biopsychosocial processes, or 
how it has been constructed through models of medicine, and how it has 
also been developed through social processes in parallel to science discourse 
and ‘official’ definitions. The term is being used here to denote a discursive 
phenomenon rather than a specific relationship between mind and body as 
with the philosophical position of ‘epiphenomenalism’.

Extreme case formulation (ECF):  This describes expressions and accounts using 
extreme terms such as ‘all, every, none’ which work to legitimise accounts 
and claims (see Pomerantz 1986).
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Face:  A term used by Goffman (1953) to describe how people present a posi-
tive social identity to others in social interactions.

Face-threatening:  Instances of social interaction or descriptions that challenge 
the public image of the speaker or listener.

Fear-of-harm narratives:  This refers to a form of meta-narrative or story that 
focuses on dangers and risks to the public.

Gendering:  This refers to the power relations inherent in culturally defined 
meanings of male and female, or masculine and feminine which constrain 
how people’s identities are represented and how the normative social prac-
tices of a culture operate with respect to boys and girls or men and women.

Genealogy:  A term used by Foucault to describe an approach to writing his-
tory and to understanding the present by looking at the discursive traces 
and processes left by the past.

Governmentality/governance:  A term coined by Michel Foucault to describe the 
way the state exercises control over its citizens through their willing partici-
pation, self-regulation and self-governance.

Historicised discourse:  Referring to ideas and discourse generated in a previous 
period of history, yet remaining influential.

Hyperkinetic disorder:  One of several terms used historically to describe a col-
lection of characteristics, behaviours and ‘symptoms’ displayed by individu-
als who are considered hyperactive and to have difficulty concentrating (see 
also ADHD).

Hyperactive-impulsive ADHD:  One of the main types of ADHD characterised by 
symptoms of hyperactivity and impulsivity.

Ideological dilemma:  A key theoretical concept of critical discursive psychology 
referring to the contrary and competing arguments that exist within com-
mon sense and everyday knowledge.

Inattentive ADHD:  one of the main types of ADHD characterised by symptoms 
which indicate difficulty in sustaining and focusing attention.

Interpretative repertoire:  A key theoretical concept originating in the sociolog-
ical study of scientists by Gilbert and Mulkay (1984) and later applied in 
a discourse analytic approach to social psychology and critical discursive 
psychology. Interpretative repertoires can be used to characterise, define and 
evaluate phenomena and they are used in lay discourse as well as in scien-
tists’ discourse.

ME:  Myalgic Encephalomyelitis is a chronic condition with a wide-range 
of symptoms that has a controversial history (also referred to as CFS or 
Chronic Fatigue Syndrome).
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Mediatisation:  Process by which the media comes to control or influence how 
people think about the world.

Medicalisation:  The interpretation of social phenomenon in medical terms.
Meta-narratives:  An overarching, universal, or superordinate storyline based on 

cultural myths and stereotypes.
Micro-politics:  The operation of power within small-scale or local social inter-

actions, such as ordinary conversations or social interactions in institutional 
settings.

Mind-body dualism:  Refers to the idea that the mind and body are two distinct 
substances, each with a different essential nature.

Minimal brain damage/dysfunction:  A diagnostic label formerly used to describe 
a collection of symptoms that are today associated with ADHD.

Moral imperative:  A socially prescribed way to act, think or behave that is 
embedded in the taken for granted norms of culture.

Moral panic:  Referring to public anxiety or concern about an issue that is seen 
to threaten the moral standards of society.

Mother-blame/brain-blame binary:  Relating to the transformation of blame from 
mother to brain in explanations of ADHD.

Mother-valour/mother-blame binary:  Relating to the idea that mothers are 
responsible for their families’ welfare and health. For example, the valour-
ised mother is responsible for good outcomes; the blameworthy mother is 
held accountable for negative outcomes.

Narrative:  An account of events, often of past events that has a structure, plot 
and trajectory, such as biographical accounts or personal experience stories. 
In this context, narratives are analysed to see how they draw on cultural 
ideas and discourse and how they are used to constitute a perspective or ver-
sion of events.

Neoliberalism:  A pervasive ideology referring to a set of social and economic 
values which emphasises free market competition over and above state inter-
vention. It is based on a socio-economic theory incorporating individual-
ism and emphasising the values of individual responsibility and personal 
control.

Networks of knowledge:  An expression used by Latour (1987) to describe how 
knowledge circulates around networks of social actors.

Neurodiversity:  Is a term used to describe diverse neurological brains and is 
drawn on to highlight the idea that neurological difference need not be 
defined in terms of deficit, impairment or pathology (see also ‘politics of 
impairment’).
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Neurotechnologies:  Technologies which research and aim to develop under-
standing of the brain.

NICE:  The National Institute for Health and Care Excellence is a public body 
of the Department of Health in the UK which publishes guidelines relating 
to health and treatment.

Normalisation:  Referring to social processes through which actions and ideas 
come to be understood as ‘normal’.

Oppositional defiant disorder:  A type of conduct disorder usually attributed to 
children and characterised by disobedience to and arguing with adults.

Othering:  The process of defining individuals or groups of people as different 
and distinct from the self, often emphasising ways in which the different 
individual or group is inferior or deficient.

Panopticon:  Jeremy Bentham’s prison design which comprises one guard tower, 
which can be seen by all prisoners who do not know if they are themselves 
being watched. Foucault used this concept as a metaphor for the way soci-
ety governs itself via individuals regulating their behaviour as if they were 
being observed.

Parenting-as-project:  The idea that parenting and parenting identities are reflex-
ive projects which have to be made and consciously developed according to 
cultural imperatives.

Pathologise:  To regard or treat a phenomenon or person as socially or psycho-
logically abnormal.

Performance niche:  Expression used by Ilina Singh and her colleagues (2012) 
to describe one of two ‘ecological niches’ or contexts in which children with 
ADHD experience their educational environment. In a ‘performance niche’ 
it is children’s academic achievement or ability that is the focus (see also 
‘conduct niche’).

Politics of impairment:  A critical approach within disability activism and disa-
bility studies that challenges and interrogates the historical, social and cul-
tural formations of impairment (see also neurodiversity).

Positioning:  A theoretical concept within critical discursive psychology refer-
ring to the way an individual can be described within interpretative rep-
ertoires and cultural discourse; also how they take up representations of 
themselves and others within discourse, and in doing so how they negotiate 
their identities in social interactions.

Positive talk:  A cultural imperative to talk positively about events in order to 
present an upbeat and positive identity.
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Positivism/positivist science:  A philosophical approach to the study of society 
which favours scientific forms of enquiry such as experiments and statistics.

Poststructuralism:  A relativist approach concerned with the plurality of con-
structed meanings and representations in different historical and socio/cul-
tural contexts.

Professonalisation of parenting/professional parenting:  A term used to describe 
how external and professional authority is increasingly privileged over par-
ents’ own informal knowledge of how to parent, resulting in parenting 
becoming a skill to be learned (see also parenting-as-project).

Progressive narratives:  A positive account of how a situation improves over 
time (see Gergen and Gergen 1986).

Proximate blame:  A term used to describe the blame attached to mothers of 
children with an ADHD diagnosis, not for causing their child’s ADHD but 
for their subsequent management of it.

Psy-complex:  See psy-disciplines.
Psy-disciplines:  A term used by Nikolas Rose to refer to refer to the developing 

influence of knowledge that came from within the disciplines of psychology, 
psychiatry and psychotherapy and shaped new understandings of children 
and family life in the UK.

Psychodynamic/psychoanalysis:  Related practices, originating in the work of 
Sigmund Freud, which amongst other things, emphasise the significance of 
early relationships on our emotional and psychological development.

Psychosocial:  Relating to both psychological and social factors. Psychosocial is 
used in this book to describe a way of representing reality that draws on 
psychological or social explanations, for example, ‘psychosocial repertoire’.

Public stigma:  A type of stigma that occurs at a societal level, where a discredit-
ing stereotype is associated with a social category.

Regimes of truth:  Foucault regarded the historically specific social mechanisms 
that produce and perpetuate dominant common sense discourses and tak-
en-for-granted knowledge within a given society as a ‘regime of truth’.

Representation(s):  Referring to the way language is used to assign meaning to 
phenomena or people/groups of people. Meaning is constructed through 
linguistic representation.

Resistance:  See ‘contestation’, in this context referring to the process whereby 
the meanings of social phenomena, identities and actions are disputed and 
resisted in discourse.

Responsibilisation:  A term used to refer to a cultural imperative for individuals 
to be responsible for themselves and their families.
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Script formulation:  A description of an action or event which constructs it as 
predictable and recurring.

Social actors:  A person who performs an action (implies agency). Talk and dis-
course is regarded as a form of social action is discursive psychology.

Social constructionism:  Referring to theories which emphasise the socially con-
stituted nature of social life and phenomena.

Sociology of scientific knowledge (SSK):  An approach which emphasises the 
social construction of scientific knowledge.

Spoiled identity:  A term coined by Erving Goffman (1963) to refer to the pro-
cess by which stigma and the reactions of others attacks or spoils ‘normal’ 
identities. For example, the stigma of mental illness arises from cultural 
ideas and definitions.

Stake or interest:  A term used to note a personal reason for or investment in 
holding a particular point of view.

Stake inoculation:  A linguistic device used to downplay a speaker’s potential 
stake in holding a particular viewpoint and make the speaker appear neutral 
and unbiased.

Stimulant medication:  Medication most often associated with the treatment of 
ADHD. See also Ritalin.

Subject positions:  A key theoretical concept of critical discursive psychology 
referring to the identity slots which are constructed when people use dis-
course. Identities are taken up or resisted while explaining or negotiating 
the social world.

Technologies of self:  A Foucauldian concept referring to the techniques and 
interventions used to manage and regulate the behaviour and thinking of 
populations and so render them governable, for example as described by 
Nikolas Rose (1999).

Transformative/transformational stories:  Stories or accounts which describe how 
troubled and problematic pasts are overcome and resolved leading to a less 
problematic present or future trajectory. These accounts perform several 
interactive functions including distancing the self from a ‘spoiled’ or trou-
bled identity (see also before-and -after stories).

Troubles-talk:  Descriptions of events which are problematic in some way, and 
which might invite negative appraisal of the speaker.

Troubles-talk package:  Referring to the way that troubles-talk is organised in 
interaction (Jefferson 1988). Troubles-talk is typically followed by accounts 
of resolution or easing of troubles and the concept is applied here to the 
way that narratives are organised.
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