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The Research Dossier
“I was good when I didn’t have it”: giving the ‘ADHD child’ a
voice: An interpretative phenomenological analysis.

By Stephanie Leyland.
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Chapter 1 Literature Review
Medicalising the ‘ADHD child’
1.1. Introduction
This review of literature provides and explores the existing knowledge in the area of
Attention deficit and hyperactivity disorder (ADHD) which has become a controversial
umbrella term applied to a large number of diverse children (Crittenden & Kulbotten,
2007). ADHD is characterised by a range of behavioural and emotional difficulties (LewisMorton, Dallos, McClelland & Clempson, 2014). However the controversy surrounding
the diagnosis and treatment of ADHD, exposes both a lack of certainty regarding its
aetiology and a wide variation in how it is treated across the United Kingdom, United
States of America and the European Union (Crittenden & Kulbotten, 2007).

Currently the worldwide prevalence of ADHD is between 5.29% and 7.1% in children
under 18 years of age (Wilcutt, 2012; Polanczyk, de Lime, Horta, Bierderman & Rhode,
2007). These prevalence rates vary depending on the age, gender and subtype of the
children (Wilcutt, 2012). One model offered to explain ADHD is the behavioural
perspective, which defines ADHD behaviours and symptoms as a collaborative interplay
between individual predispositions and their surroundings. Construing that the exact
ADHD symptoms vary throughout the lifetime and are influenced by environmental and
interpersonal factors having either a positive or negative effect on behaviour (Sagvolden,
Aese, Johansen & Russell, 2005).
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1.2. Method of literature review
The literature review inaugurated by stumbling across literature written by Sami Timimi.
Whilst reading the broader contextual issues in relation to diagnosing mental health
amongst young people, particularly ADHD, I started to build up a list of authors and
researchers who had also written and conducted studies in the field. I made my way
through the variety of books, journals and articles whilst conducting literature searches on
popular search engines such as Google scholar and Psychinfo. I used general terms such as
‘ADHD OR Attention Deficit/Hyperactivity Disorder OR Challenging behaviour’,
‘children OR adolescent’, ‘attitudes’, ‘beliefs’, ‘qualitative’, ‘treatment’, ‘voices’ and
‘medication’. There was such a vast amount of literature within the wider subject area;
however the search results did not find articles within the particular domain of exploring
the lived experience of the young person diagnosed with ADHD. I decided to focus on this
particular area, by looking at research conducted by the list of authors that I had already
gathered. I then read through the recommendations for future research enabling me to
augment my research questions. Following the development of my research questions I
was then able to be more specific with my terminology for literature searching, focusing on
more explicit factors such as, ‘gender’, ‘emotional regulation’, ‘self-control’, ‘selfconcept’, ‘age’ and ‘race/ethnicity’. I comprised all of my journals, articles and books into
piles dependent on the focus and set upon writing up the rationale for my research study.

1.3. Environmental Surroundings
1.3.1. Social Relationships
The state of childhood in the West suggests that change has occurred in all aspects of
childhood and childrearing practices. The relationship between adults and children
changed primarily in terms of discipline and authority, more recently focusing on
permissiveness and individual rights (Jenkins, 1998). This in turn led to an obsession with
3
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growth within the community, which not only fails to help people feel contented, but also
destroys many of the things that actually bring contentment. This can be seen in the
profound changes within the organisation of family life, where families and extended
families are spending less time together (Timimi, 2004). Another change apparent within
childhood is the increase of adult information and entertainment available to children. This
has blurred boundaries between childhood and adulthood and resulted in children being
seen as ‘miniature adults’ (Jenhs, 1996). Hamilton (2003) highlights that by promoting
individualism in children, this may induce a weakening of social cohesion, leading to a
negative effect on social relationships.

Timimi (2009) implies that the increasing prevalence of ADHD in young boys owes more
to social, political and economic processes and represents a cultural attitude with an
inability to deal with difficult characteristics such as ‘boyishness’ (Timimi, 2004). Much
evidence suggests that as a result of sociocultural changes, children and adolescents in the
West, have been experiencing greater levels of mental health problems (Timimi, 2004). It
could be suggested that childhood behaviours previously considered as ‘normal’ are now
being seen as problematic and are more likely to result in children becoming medicalised
(Timimi, 2002).

1.3.2. Changes in Familial Structures and Childrearing Practices
The literature suggests that changing economic structures has led to significant changes in
the organisation of family life, evident with the demise of the extended family, increases in
separation and divorce and the working hours of parents. Leading to a reduction in the
amount of time parents are actually spending with their children (Timimi, 2011). Family
lifestyles have further been transformed by an increase in mobility, a decrease in ‘rooted’
communities and more time spent in pursuit of individual gratification (Timimi, 2011).
4
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Many families are now isolated from traditional sources of childrearing information and
are choosing to turn to professionals for advice about children, childhood and the task of
parenting (Hendrick, 1997).

Wolfenstein (1955) and Jenkins (1998) believe that children are being cultured into a value
system aimed at becoming pleasure-seeking consumers, which focuses on permissiveness
and individual rights. Krueger and Kendall (2001) argue that children often possess selfcentred perspectives, which focus primarily on the gratification of self-image needs and
rarely express the concept of responsibility to others or convey a sense of community.
Timimi (2005) argues children in Western society are not only socialised into a system
which promotes individualism, competitiveness and inequality, but a system which also
rejects forms of authority. In support of this Kincheloe (1998) found that children are
living within unstable family structures, contributing to a generation of ‘home aloners’,
resulting in children potentially raising themselves. Many non-Western cultures do not
appear to exhibit this value system or changing economic structure towards childhood.
Hackett and Hackett (1994) state that within African communities, children are welcomed
into a stable and nurturing extended family structure where duty and responsibility are
fundamental. It is maintained that these family centred communities promote wellbeing
and joint responsibility for all children, which in turn produces happier and easier to
control children (Hackett & Hackett, 1994).

The ‘domestication’ of childhood is resulting in children spending more time indoors
watching television and playing computer games, due to fears about possible dangers and
risks associated with kidnapping and paedophilia (Timimi, 2011). This may lead to
dramatic increases in psychosocial problems among children and adolescents such as
crime, suicidal behaviour, anxiety, unhappiness and substance abuse (Timimi, 2004).
5
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Singh (2011) verifies an active exchange of support within families and also the extended
UK community, counteracting the previous point. He relays that children are more likely to
walk or bike the streets and have access to local parks, high streets and playgrounds
(Singh, 2011). Suggesting that UK communities offer children a safe and supportive
environment and more importantly have remained largely unchanged in over 40 years
(Charles, Davies & Harris, 2008). Nevertheless a high percentage of children report not
receiving the desired amount of attention from parents and/or teachers and seldom do they
perceive their siblings as caring companions (Krueger & Kendall, 2001).

1.4. Diagnoses and Disorder
The diagnosis and prescribing of medications for children with perceived behavioural or
emotional difficulties has increased steeply over the past few decades (Timimi, 2011). The
diagnosis is usually made by a child psychiatrist or paediatrician who advocates the
diagnosis claiming that children who present with what they consider to be over-activity,
poor concentration and impulsivity are suffering with a medical condition, which needs to
be treated with medication (Timimi & Radcliffe, 2005). Consequently parents may view
their children’s difficulties as resulting from biological causes, requiring medical attention,
as opposed to asking questions which may implicate themselves as part of their child’s
unhappiness. Parents are more inclined to attribute their child’s behaviours to internal
causes, which are outside of their control, further to this they may believe ADHD
behaviours to be more stable and global (Moulton, 2006). Associating their child’s
unhappiness with a biological issue, would therefore distance parents from feelings of guilt
and/or responsibility (Timimi, 2011). Neven (2008) terms this as a ‘blame discourse frame
of reference’ (p.13), which then places high demands on professionals to provide parents
with a ‘quick fix’, to solve their children’s problems.

6
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The ADHD Institute currently states that there is no single tool available for the diagnosis
of ADHD, and that formal diagnosis is made by employing one of the two medical
classification systems. The first system is the International Classification of Diseases
(ICD-10) (World Health Organisation (WHO), 1993), which defines ADHD as a
hyperkinetic disorder (HKD) and a persistent and severe impairment of psychological
development. The disorder is characterised by a “combination of overactive, poorly
modulated behaviour with marked inattention and lack of persistent task involvement; and
pervasiveness, over situations and persistence over time of these behavioural
characteristics” (WHO, 1993). Symptoms must present prior to 6 years of age and
evidence of both impaired attention and over activity must be evident in more than one
context (e.g. home, classroom, clinic). However, deficits in persistence and attention
should be diagnosed only if they are excessive for the child's age and intelligence quotient
(IQ), and over activity should be considered in the context of what is expected in the
situation and by comparison with other children of the same age and IQ (WHO, 1993).

The second classification system is the Diagnostic and Statistical Manual of Mental
Disorders, fifth edition (DSM-V) (American Psychiatric Association (APA), 2013). The
DSM-V lists ADHD as a ‘Neurodevelopmental Disorder’ and denotes a persistent pattern
of inattention and/or hyperactivity-impulsivity that interferes with development. In order to
receive a diagnosis the child must have symptoms presenting in two or more contexts and
this must negatively impact directly on social, academic or occupational functioning (APA,
2013). Furthermore symptoms must be present before 12 years of age and the child must
present with at least 6 of the inattention criteria and/or the hyperactivity and impulsivity
criteria, for 6 months prior to the assessment (APA, 2013).

7
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The term disorder is used throughout the diagnostic classification systems and
subsequently throughout the entirety of the current paper. The WHO document uses the
term disorder to infer the existence of a set of clinically recognisable symptoms or
behaviours associated with a person’s distress and an interference with personal functions.
This is a way of trying to reduce problems inherent when the terms ‘disease’ and ‘illness’
are used (WHO, 1993). In spite of this, invalid diagnoses are still possible, as these
renowned systems have been criticised for their poor reliability, validity, utility,
epistemology and humanity (Kinderman, Read, Moncrieff & Bentall, 2013). This raises the
problem of comorbidity within psychiatric diagnoses, further highlighting that it is very
difficult to quantify a clinically recognisable set of symptoms with a distinct
pathophysiology and aetiology and furthermore to predict the effectiveness of a particular
treatment (Kinderman et al., 2013).

Furman (2008) concluded that ADHD is unlikely to exist as an identifiable ‘disease’ as the
key symptoms are indicators of many underlying treatable medical, emotional and
psychosocial conditions affecting children. Research suggests that ADHD often coexists
with other conditions, such as oppositional defiant disorder, conduct disorder, learning
disorders, anxiety, depression, epilepsy and speech disorders (Baldwin & Dadds, 2008;
Humphreys, Aguirre & Lee, 2012; National Institute for Health and Clinical Excellence
(NICE), 2008; Pfiffner & McBurnett, 2006; Rzepecka, McKenzie, McClure & Murphy,
2011; Semrud-Clikeman, Walkowiak, Wilkinson & Minne, 2010). This suggests that the
symptoms and behaviours found in those diagnosed with ADHD can be better explained
with reference to psychosocial influences than with reference to a disorder or an illness
(Kinderman et al., 2013).
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1.4.1. ADHD as an Illness
Diagnosing a mental disorder can be both helpful and unhelpful. Diagnosis can be helpful
in terms of providing self-understanding and insight into the condition/symptoms and offer
hope to guide personal growth, treatment and recovery (Tekin, 2011). On the other hand
diagnosis can act as a source of narrative, affecting an individuals self-conceptions, as well
as their self-development. Narratives can be described as sense-making tools, which help
describe and organise thoughts and deeds in relation to experiences and contexts, thus
enabling individuals’ to make sense of their life events (Tekin, 2011). Further to this the
system-based approach or biomedical disease model classifies a list of symptoms in
correspondence to a mental disorder (as explicable, predictable and treatable), which may
lead the individual to treat their psychological state, symptoms and/or behaviours as an
illness (something that is outside of their control) (Tekin, 2011). This may prevent
individuals’ from assessing an understandable response to a distressing experience
(Kinderman et al., 2013) or to other psychosocial factors that influence their emotional
wellbeing. This may in turn prevent them from developing adaptive cognitive, affective
and social responses to their behaviours/symptoms (Tekin, 2011).

1.4.2. Pharmacological Therapy
Practice guidelines and professional treatment strategies vary according to geographic
location; however most advise the use of pharmacological treatments at some stage, e.g.
stimulants and non-stimulants (Crittenden & Kulbotten, 2007). Shultz (2002) explained
that “psychostimulant drugs increase synaptic availability of dopamine and produce an
exaggerated reinforcement prediction error message that will constitute a very powerful
focusing and teaching signal and produce modifications in synaptic transmission leading
to substantial behavioural changes” (p. 256). Some clinicians opt for antidepressants
(NICE, 2008), or in cases of extreme behaviour (e.g. aggressive behaviours) antipsychotic
9
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medication or major tranquillisers (Timimi, 2009; Morgan & Taylor, 2007; Doggett,
2004).

Pharmacological treatments are useful for managing the symptoms of ADHD but are less
likely to improve functioning (Antshel, 2015). Medications are effective in the short-term,
yet up to 42% do not respond as intended, and in some cases, children were found to
display an increase in behavioural difficulties (Barabasz & Barabasz, 2000; Brown, 2000;
Sterman, 2000). There is little evidence about the long-term effects of children taking
psychiatric drugs, nonetheless the side effects from taking stimulants, include damage to
the heart and underdeveloped growth (Doward & Craig, 2012; Stratton, 2007), with 22%
of all children experiencing at least one side effect (Furman, 2008). The possible side
effects from taking antipsychotics include shaking, damaged bones, reduced fertility,
obesity, an increased risk of a heart attack, stroke and diabetes (Morgan & Taylor, 2007;
Timimi, 2009).

Biedermann (2003) highlighted significant impairments for children diagnosed with
ADHD, in cognitive, familial, social, school and psychosocial functioning throughout
childhood and into adulthood. In light of this, during adulthood, individuals with ADHD
are more likely to have discipline problems in school, get into trouble with the law and
have more accidents (Biederman, 2003). Stein (1999) explored the use of medication in
ADHD and expressed his concern that if the children are taught drug taking at an early age,
this may lead to further drug taking in later life. Research predicts an increased risk in
early initiation of cigarette smoking dependence and elevated substance use behaviours in
later life for the children diagnosed with ADHD, (Lambert & Hartsough, 1998; McClain &
Burks, 2015 and Milberger, Bierderman, Faraone, Chen & Jones, 1997; Molina and
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Pelham, 2003) as well as research inferring an increase in the risk of suicide (Timimi,
2009).

1.4.3. Non-Pharmacological Therapy
There are 6.4 million children aged 4-17 diagnosed with ADHD, but only 3.5 million
reported taking medication (McClain & Burks, 2015). This is due to non-pharmacological
interventions providing an effective alternative for the treatment of ADHD (McClain &
Burks, 2015) and can be evident in the current treatment recommendations. Multimodal
and holistic approaches make up the current recommendations, including a range of social,
psychological, behavioural and dietary interventions (NICE, 2008). Evidence-based
psychosocial interventions incorporate behavioural parent training, school-based and
intensive multimodal interventions that rely on teaching skills and operant conditioning
principles (Antshel, 2015).

Clark (2005) offered parents education about ADHD and guidelines for managing their
children’s difficult behaviours. This in turn led to reduced levels of stress in the parents, as
well as more competence in coping with their child’s needs. The parents reported a greater
understanding about the disorder, accompanied with the awareness that they could better
manage their children, and lead them towards a more positive adult life. Research also
suggests that by educating mothers in how to manage and master their child’s needs, this
directly contributes to better maternal mental health and well being (Bourke-Taylor,
Pallant, Law & Howie, 2012).

There has been a substantial amount of behavioural research undertaken across Europe and
more specifically, in The Netherlands. The most popular intervention being Behavioural
Parenting Training (BPT) that has been demonstrated across various studies, to improve
11
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children’s behavioural problems and ADHD symptoms (Pelham & Fabiano, 2008; van den
Hoofdakker, Nauta, van der Veers-Mulders, Sytema, Emmelkamp, Minderaa & Hoekstra,
2010). Furthermore, van den Hoofdakker, van der Veen-Mulders, Sytema, Emmelkamp,
Minderaa and Nauta (2007) found that when the BPT was offered in conjunction with
routine clinical care (RCC), the results were superior in reducing behavioural
(oppositional) and internalising problems, compared to stand alone RCC. Further to this,
an American study also highlights the effectiveness of group parenting training in reducing
children’s hyperactive, defiant and aggressive behaviour, in addition to improving
parenting behaviour and reducing parental stress (Danforth, Harvey, Ulaszek & McKee,
2006).

Waxmonsky (2005) suggests that psychosocial therapies, particularly behavioural
modification techniques, should be considered for children with ADHD and oppositional
behaviours. Cognitive Behavioural Treatments (CBT) for ADHD focus on teaching the
child skills and coping methods to manage the associated problems (van der Oord, Bogels
& Peijnenburg, 2012). Across Europe, The Attention Deficit Disorder Information and
Support

Services

(ADDISS),

offers

individual

therapy,

psychoeducation,

psychopharmacological interventions and group therapy to improve moral and cognitive
development, contributing to the enhancement of self-esteem and social adjustment (Otero
& Cabrera, 2013). The self-control program called ‘Stop and Think’ was developed to
address hyperactivity and impulsivity, by training children to improve their concentration
and reflective skills (Kendall, Padever & Zupan, 1980). The Stop and Think techniques
include problem-solving, self-instruction, modeling, role-playing and reinforcement
systems (Doggett, 2004). Miranda and Presentacion (2000) combined Stop and Think with
anger control procedures in children diagnosed with ADHD and produced long-term
positive effects when internalised and anti-social behavior were evident.
12
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Educational accommodation is vital and in the best interest of the child diagnosed with
ADHD, as highlighted by Sherman, Rasmussen and Baydala (2008), who showed that
teacher factors can have a profound impact on various outcome measures. Gesture use and
teachers’ opinions were only a few examples that were shown to have a direct bearing on
student behaviour and the types of interventions implemented in the classroom. Levine
(2003) criticises those who label children and reasoned that teachers should be clarifying
learning issues, thereby allowing children to become agents in their own education.

There is still little scientific support to establish formal guidelines in regards to dietary
interventions; however there has been evidence linking ADHD with certain food additives,
refined sugars, food sensitivities/allergies and fatty acid deficiencies (Schnoll, Burshteyn
& Cea-Aravena, 2003). An Australian study found that when children were given
polyunsaturated fatty acid (PUFA) supplements, there was a significant, medium to strong
positive effect in symptoms of inattention and hyperactivity/impulsivity and these were
maintained for a further 15 weeks after supplementation (Sinn & Bryan, 2007). There has
been further evidence highlighting nutrition and environmental factors as playing a major
role in the development of ADHD, linking exposure to toxins such as mercury, lead,
pesticides and ‘in uetro’ smoking exposure (Curtis & Patel, 2008). Travell and Visser
(2006) found that there was little evidence that a comprehensive multi-modal treatment
programme, including behavioural programmes or dietary interventions had been adopted.
For most, medication was the sole treatment, for the occasional few this was combined
with poorly monitored reward systems (Travell & Visser, 2006). The above research
highlights the demand for a multifactorial treatment plan in the treatment of ADHD,
including an extensive variety of therapies and interventions (Curtis & Patel, 2008).
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Majorek, Tuchelmann and Heusser (2004) considered Therapeutic Eurythmy (TE) as a
possible therapy, which is a holistic practise of movement exercises. A positive shift was
observed with reference to concentration and development of movement skills,
improvements on working speed, social behaviour problems, and hyperactivity were noted,
as well as the children being considered more mature in their development preceding
therapy. Group Narrative Therapy has also been seen to significantly reduce ADHD
symptoms and these changes were sustained one week and 30 days after treatment had
ended (Looyeh, Kamali & Shafieian, 2012). Another available psychosocial intervention is
Mindfulness training, which has been adapted for children aged eight to twelve over an
eight week program. This program has proved significantly helpful in reducing parentrated ADHD behaviour and mindful awareness amongst the participants (van der Oord,
Bogels & Peijnenburg, 2012).

1.5. Risk Factors for ADHD
Research suggests that children diagnosed with ADHD show adversities in various
cognitive abilities, such as gross and fine motor coordination, motor sequencing, verbal
and nonverbal working memory, mental computation and self-regulation of emotion
(Barkley, 1994; Braaten & Rosen, 2000; Kadesjo & Gillberg, 2001; Schachar, Tannock &
Logan, 1993). Gurevitz, Geva, Varon and Leitner (2014) found eight parameters during
infancy that were found to increase the chance of developing ADHD, these included,
advanced maternal age, lower maternal education, a family history of ADHD, social
problems, small head circumference percentile, a delay in motor and language
development and difficult temperament.

Martinez-Torteya, Bogat, von Eye and Levondosky (2009) found that children presenting
with a difficult temperament, internalising or externalising behaviour were more likely to
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have been exposed to domestic violence (DV) and maternal depression. Thus showing the
influence DV and maternal depression can have on an individual and the family
characteristics, as well as a child’s adaptation ability. Additionally, the certain parenting
styles favoured by the primary caregivers are associated with ADHD symptoms. Moulton
(2006) indicated that parents of children diagnosed with ADHD commonly hold less
authoritative parenting beliefs; they experienced greater negative affect and used more
power assertive disciplining practices. Another study conducted by Pfiffner and McBurnett
(2006) found that when the three factors of, maternal anxiety, over-protectiveness and a
lack of positive parenting are present, children already diagnosed with ADHD are more
likely to develop anxiety symptoms.

Although it has been shown that children diagnosed with ADHD face increased risks of
comorbidity and risk to cognitive ability, this does not necessarily mean poor outcomes
(Lee, Lahey, Owens & Hinshaw, 2008; Owens, Hinshaw, Lee & Lahey, 2009). Mastoras
(2013) found positive and moderate associations between perceived social support and
several aspects of self-concept with a reduced risk of poor outcomes amongst children
diagnosed with ADHD. More specifically parent and classmate support showed an
increase in resilience with emotional well being, amongst children diagnosed with ADHD
(Mastoras, 2013).

1.6. Debates Surrounding ADHD
As there are no specific cognitive, metabolic or neurological markers and no proven
medical tests to determine ADHD (Timimi & Taylor, 2004), additionally there is no
cultural basis in which to understand the problematic symptoms or displayed behaviour.
This leads to a complexity when trying to ascertain possible reasons or causal explanations
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(Lewis-Morton, Dallos, McClelland & Clempson, 2014). Another problem is that the
diagnosis rarely exists on its own and comorbidity highlights only further doubt in the
specifity and validity of diagnoses (Baldwin & Dadds, 2008; Humphreys, Aguirre & Lee,
2012; NICE, 2008; Pfiffner & McBurnett, 2006; Rzepecka, et al., 2011; Semrud-Clikeman
et al., 2010).

Williams, Zaharieva, Martin, Langley, Mantripragada, Fossdal, Stefansson, Stefansson,
Magnusson, Gudmundsson, Gustafsson, Holmans, Owen, O’Donovan and Thapar (2010)
believe that they have found the first genetic link to ADHD providing evidence that
children with ADHD are more likely to have small segments of their DNA duplicated or
missing compared to controls. This is strong evidence supporting the notion that ADHD is
a neurodevelopmental disorder, highly heritable and less likely to be as a result of poor
parenting or a sugar-rich diet (Williams et al., 2010). This evidence offers the principle that
ADHD is not caused by a single genetic change, more likely it is through a combination of
genetic make up and an interaction with a child’s environment (Williams et al., 2010).

One explanation offered by Timimi (2004), is that ADHD is better understood as a
‘cultural construct’ and takes the cultural perspective to explain the rise in ADHD
diagnoses. This encapsulates the environmental factors previously discussed, such as
changes in social relationships, familial structures and childrearing practices (Timimi,
2004). Stroh, Frankenberger, Cornell-Swanson, Wood and Pahl (2008) found that even
though a vast amount of interventions are available for families and children diagnosed
with ADHD, parents are presented with inaccurate and incomplete factual information.
This has led parents to rate behavioural interventions as less effective, stimulant
medication more positively and the side effects as being less severe.
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Research shows that ADHD is found in all kinds of cultures worldwide contradicting the
notion that it may be concentrated to particular cultures and indeed a ‘cultural construct’
(Meyer, Eilersten, Sundet, Tshifularo & Sagvolden, 2004). Moreover the deficiency in
dopamine function, targeted by stimulant medication (Shultz, 2002) together with the
genetic argument, (which links ADHD to possible biological or neurological markers,
Sagvolden et al., 2005), both weaken the argument that culture is the sole factor in ADHD.

As previously noted, the ADHD Institute states there is not one single tool used to
diagnose ADHD. This impacts on the different screening assessments used and how each
criterion is applied. This also requires specialised clinical judgment from the professionals
when applying research findings to everyday practice (Wolpert, Fuggle, Cottrell, Fonagy,
Phillips, Pilling, Stein & Target, 2006). These discrepancies could lead to biased and
unbalanced diagnoses being made (Dopfner, Bruer, Wille, Erhart & Ravens-Sieberer,
2008; Kinderman et al., 2013).

In relation to the high levels of medication usage with no clarity of the long-term effects,
Timimi (2009) expresses that “if psychiatry is to retain its claim to rationality, it must
allow children to be heard and not merely drugged” (p.52).

1.6.1. Children’s Rights
Within England and Wales the Children’s Act (Department of Health (DOH), 1989) cites
the ‘paramountcy principle’, stating that a child’s welfare should be paramount when
making decisions regarding their upbringing. Further to this, the Act lays out a checklist of
factors incorporating the needs and views of the child (DOH, 1989). This checklist
includes the ascertainable wishes and feelings, as well as the physical, emotional and
educational needs of the child concerned. Moreover it considers any likely effect on the
17

Stephanie Leyland
Doctoral Portfolio in Counselling Psychology
child, that any change of circumstance may cause (DOH), 1989). The Act also offers a
definition of harm, as any ill treatment, including sexual abuse and non-physical forms of
abuse, or the impairment of health (physical or mental) or development (physical,
intellectual, emotional, social or behavioural) (DOH, 1989).

Another mandatory legislation ratified within the United Kingdom (UK) is the child’s right
to protection from abuse, to express their views and have them listened to and being given
ample opportunity to receive adequate care and services (United Nations (UN), 1989).
Wells (2009) believes that the emphasis placed on children’s rights has detracted away
from the protection, provision and participation and is now stratified according to the race,
class, gender and religion of the child. Mayall (2001) proclaims that this may be a result of
adults finding it difficult to take children seriously, consequently it is problematic to
include them in society. He recommends that children be extricated conceptually from
their parents, their family and any professionals involved. Furthermore that more scientific
support is conducted into the social condition of childhood and that they are included into
the current social order (Mayall, 2001).

To summarise the review so far, concerns have been raised about the welfare of children,
indeed it has been highlighted that some believe that normal, exuberant childhood
behaviours are being pathologised and mislabelled as disordered or diseased (Kendall,
Hatton, Beckett & Leo, 2003). ADHD does exist and this is not being disputed; however
the number of diagnoses is seen by some as unhelpful, as is the ADHD diagnosis being
used as an umbrella term to apply generally to a large number of diverse children
(Crittenden & Kulbotten, 2007). Children and families are in need of a compassionate
society to support them and a single tool to diagnose ADHD. Their needs and views should
be listened to and worked with, and children and parents should not be further victimised
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by the debate over the authenticity or causal explanations for the diagnosis (Kendall et al.,
2003).

1.7. Individual Predispositions
1.7.1. Children’s Perspectives on ADHD
There is little attention given to ADHD as a lived experience and even less in terms of the
child’s experience and voice (Brady, 2014; Singh, 2011). Referring to an earlier point
made by Mayall (2001), in order for the social order to be fully understood, all members
and social groups must be given ample opportunity to participate and compares children to
other minority groups whom are lacking a voice. The ‘silence’ framework offers the
opportunity to research sensitive issues or the health care needs of marginalised
populations (Serrant-Green, 2010). This notion is further supported by the work of Chris
Goode, a theatre writer/director, who developed an award-winning verbatim show,
utilising conversations with children (Higgins, 2012). Goode reports a sense of
voicelessness amongst the children of today and highlights the amount of hope and
pressure being placed on children, without the adequate tools to cope (Higgins, 2012).

The VOICES study was an international project, which looked at the social and ethical
impacts of ADHD diagnosis and stimulant drug treatments for children (Singh, 2011).
Between 2007- 2010 the research team interviewed 151 families from the US and the UK,
in addition to this Urie Bronfenbrenner’s model of the ecologic niche (Bronfenbrenner,
1979) was adopted to create an accurate portrait for each child (Singh, 2011). The study
used qualitative interviews, which were supported by quantitative measures. Experiences
of children from the study intersected a school-based culture of anger and aggression and a
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reduced capacity for children diagnosed with ADHD to use their social and moral wisdom
during peer interactions (Singh, 2011).

The review is now going to discuss the available research, in relation to the experiences,
perceptions, views and indeed voice of the children diagnosed with ADHD.

1.7.2. ADHD and Self-Concept
Self-perception relates to the way that an individual feels and describes themselves
(Barber, Grubbs & Cottrell, 2005). Little research has been carried out to ascertain how
children diagnosed with ADHD, think and feel about themselves and their diagnosis,
especially in terms of their self-concept, gender, age and ethnicity (Houck, Kendall, Miller,
Morrell & Weibe, 2011). Self-concept refers to the cognitive component of the self, along
with the totality of an individual’s cognitive image of himself or herself (Houck &
Spegman, 1999). This includes a descriptive definition of the self, comprising the ideas,
beliefs and attitudes, as well as one’s competencies in a variety of different domains
(Houck et al., 2011). Self-efficacy is an example of perceived competence that develops
over time (Houck, 1999). This refers to the experience of self in terms of how able an
individual is to produce specific social interactive outcomes (Connell, 1990). Another
example would be social competency - the perceived competence of producing social
outcomes (Connell, 1990).

Research has indicated that a child’s self-concept goes through a major transition at around
the age of 8 or 9, as the child gains the ability to look at themselves as others see them
(Hattie, 1992; Marsh, Craven & Debus, 1998). Cooley (1902) believes that a person’s selfconcept grows out of interpersonal interactions and perceptions with others. He devised the
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‘looking-glass self’ which highlights the importance of perceived competence by others.
This definition combines 3 principal elements; the perceived appearance from the
observer; the perceived judgment of that appearance and some sort of self-feeling, such as
pride or shame (Cooley, 1902). It is through the perceived appearance and judgements,
regarding the appearance that will shape the individual’s self-concept and whether they
will feel pride or shame as a result. The ‘looking-glass self’ highlighting the significance of
others’ opinions and judgements upon the formation of an individual’s self-concept.
Children with ADHD are frequently experienced by their peers as negative, aggressive,
hostile, controlling and verbally and physically aggressive (Mikami & Hinshaw, 2003;
Mrug, Hoza, Pelham, Gnagy & Greiner, 2007; Semrud-Clikeman et al., 2010).

Self-esteem is differentiated from self-concept as it is the way one feels about himself or
herself and can be seen through expression, along with the value and significance that is
placed upon one’s self (Houck, 1999). Impairments in both the self-concept and selfesteem have been found in children with ADHD (Barber, Grubbs & Cottrell, 2005;
Demaray & Elliot, 2001; Graetz, Sawyer & Baghurst, 2005; Travel & Visser, 2006).
Houck et al (2011) found that high internalising behaviour predicted low self-concept and
Pisecco (2001) proved that poor self-concept contributed to disruptive and antisocial
behaviours, especially in relation to academic competence. Kohut (1971, 1977) describes
self-esteem as a sense of self, dependent on the quality of relationships with parental
figures (as cited in Banai, Shaver & Mikulincer, 2005).

Travel and Visser (2006) outlined the findings from a study of both young peoples’ and
parents’ experiences and perspectives of ADHD. Five main aspects of experience and
perspectives were considered: the symptoms of ADHD and their consequences, the process
of diagnosis and treatment, interventions, a personal diagnosis and participation and voice.
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Amongst the most significant of their findings, Travel and Visser (2006) document that
young people describe feeling out of control and weird, and view themselves as being
different to other young people. This led the young people to describe themselves as
“naughty” or “stupid” (Travel & Visser, 2006). This was also true of a study completed by
Kendall et al (2003). Kendall et al (2003) reports qualitative data from 39 children and
adolescents with a diagnosis of ADHD. The study found that young people reported not
only feeling different to their peers, but more specifically one participant described himself
as “mentally challenged” and “retarded” (Kendall et al., 2003). One explanation offered
for this was a difficulty using feedback and being self-evaluative, in a growth-producing or
empowering way (Kendall et al., 2003). Kruegar and Kendall (2001) utilised a qualitative
exploratory design to investigate how 11 adolescents experience, perceive and manage
ADHD. Another finding from Krueger and Kendall (2001) was that young people defined
themselves in terms of their ADHD traits and symptoms, being unable to separate
themselves as distinct from the disorder (Krueger & Kendall, 2001). The ADHD-defined
self, centres on descriptions of inadequacy and anger defiance (Krueger & Kendall, 2001).
This was further highlighted by Kendall et al (2003), who reported an overidentification
with their ADHD symptoms and found that young people would talk about their ADHD in
terms of who they are.

1.7.3. Self-Control and Emotions
The mental representation of the self and the self-reflected awareness previously noted
enables the capacities necessary for the emergence of self –conscious emotions (Lewis,
2011). As noted by Singh (2011) children who exhibit uncontrolled aggressive behaviours
or poor self-control, will be suspected of having ADHD. The most stigmatising dimension
of ADHD is that it is associated with a lack of emotional self-control and engagement of
the fight or flight response (Singh, 2011). Self-conscious emotions include
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“embarrassment, jealousy, empathy, as well as shame, guilt, hubris and pride” (Lewis,
2011, 2). After the development of these emotions, each child goes through the process of
incorporating standards, rules and goals, through direct learning and direct observation
(Lewis, 2011). This in turn shapes his/her self-attributions and how the individuals
evaluate him or herself (Lewis, 2011).

Singh (2011) suggests that anger is a consequence of a struggle between self-control
emotions, rather than an actual experience of feeling outraged, either in response to a real
or imagined injustice. Travell and Visser (2006) acknowledged that both young people
along with their parents adopted an almost biological explanation for their challenging
behaviour, therefore accepting the potential implication that their self-efficacy, ability for
self-control and power to determine their own futures may be reduced.

1.7.4. Gender
The descriptions noted by Krueger and Kendall (2001) show that gender may be a factor in
how ADHD is experienced and exhibited. Whereas, boys seemed less likely to internalise
their problematic behaviour as a failed sense of self, rather than an unappreciated or
misunderstood self (Kruegar & Kendall, 2001), additionally girls appeared to be more
sensitive in response to others and adjusted their self-perceptions according to the feedback
that they received (Kruegar & Kendall, 2001). Both genders appeared to have difficulty
sustaining a stable sense of self and/or a difficulty in reinstating stability after losing
control of emotions and/or behaviours; however boys attempted to counteract this by
causing problems for others or denying the problem altogether. Girls on the other hand
would rarely use denial, resulting in more vulnerability triggering sadness, frustration and
fear (Kruegar & Kendall, 2001).
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Kendall et al (2003) found that a higher percentage of girls reported aggression and
fighting and the one participant that caused the most concern whilst interviewing was a
girl. Girls in their sample, held a strong desire to be admired and accepted by others, whilst
boys were more likely to report that they had complete control over themselves and their
situation. In addition to this, girls expressed a sense of powerlessness, describing little
hope for the future, positive experiences or relationships (Krueger & Kendall, 2001).
Houck et al (2011) concluded that as gender does not predict self-concept, determining
whether a child exhibits internalising or externalising behaviour is paramount in order to
assess risk for poor self-concept.

Supporting the evidence for gender differences Ek, Westerlund, Holmberg and Fernell
(2008) found that on the whole, girls reported lower self-esteem concerning mental
wellbeing and poorer relationships with parents and peers. DuPaul, Jitenda, Tresco, Jonod,
Volpe and Lutz (2006) indicated that, regardless of gender, participants experienced
impairments across academic, social, emotional and behavioural functioning. The most
significant gender difference that did come to light was that girls were less likely to have
ADHD, but when they did the impairments were as severe, or more severe than boys
(DuPaul et el, 2006). Others found that when looking at peer relations of children within a
community sample, peers tolerated higher levels of ADHD symptoms amongst boys than
girls, which supports a ‘gender appropriateness hypothesis’ (Diamantopoulou, Henricsson
& Rydell, 2005). This could explain why Biederman, Mick, Faraone, Braaten, Doyle,
Spencer, Wilens, Frazier and Johnson (2002) reported that girls with ADHD were less
likely to manifest problems in school or in their spare time. Furthermore Ohan and
Johnstone (2005) found that when difficulties did arise, girls would defy passively,
whereas boys would defy aggressively. Hess and Hagen (2006) noted that girls are more
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likely to display forms of indirect aggression, such as ‘gossiping’, whereas boys would
engage in overt aggressive behaviours such as physical and verbal assault.

Possible explanations for the above gender differences could be suggestive of a ‘gender
paradox’, Crick and Gropter (1995) argued that boys show higher levels of overtaggression because they value dominance and possessions. Contrastingly, girls were more
likely to harm or disrupt others through relational aggression in order to facilitate group
belongingness.

1.7.5. Age
Although a high percentage of researchers have interviewed adolescents and teenagers to
investigate the impact of ADHD, Kendall et al (2003) found that it was the youngest
participants (aged 9 and 10) that were able to verbalise and offer their insights at a higher
level. Houck et al (2011) found that it was the oldest children that hold the lowest selfconcept, and therefore in order to improve the individual’s self-concept and/or self-esteem
an intervention is essential at the earliest age.

1.7.6. Race/Ethnicity
From the perspective of cultural diversity, Singh (2011) compares UK to US children with
ADHD diagnoses, highlighting a number of differences. One being that UK children worry
less about ‘doing well’ and more about ‘behaving well’, whereas US children tend to view
ADHD in regards of academic performance and associate good behaviour with good
grades. Another interesting point is that US children are less likely to admit that they use
ADHD as an excuse for their behaviour as they deem this as wrong, compared to UK
children who frequently admit to exploiting their diagnoses (Singh, 2011).
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Krueger and Kendall (2001) found that the core sense of self was disrupted only in relation
to expectations impinged upon them by the child’s family and/or society. This could be
seen in how the children describe themselves and/or the disorder; African American
children tended to use the word “bad”, Hispanic children discussed the meaning of ADHD
in terms of “trouble” and “getting into trouble”. While, Caucasian children were the only
ones to mention being “weird” or “whacko” (Kendall et al., 2003). Previous research has
suggested that ethnic and racial minorities are more likely to experience unmet mental
health needs and are more likely to suffer negative experiences, such as racism and
discrimination (Kendall et al., 2003).

Interestingly, Houck et al (2011) found that Caucasian children noted the lowest selfconcept scores, compared to African Americans and Hispanic children. This supports the
findings from other studies, indicating that racial and/or ethnic minorities may have better
underlying self-concept and self-esteem (Negy, Shreve, Jensen & Uddin, 2003). Another
noteworthy detail is that African American children are less likely to receive
pharmacological treatment for their ADHD and express higher self-esteem scores (Frankel,
Cantwell, Myatt & Feinberg, 1999; Houck et al., 2011; Olaniyan, dos Reis, Garriett,
Mychailyszyn, Anixt, Rowe & Cheng, 2007; Ozturk, Sayar, Tuzun & Kandil, 2000).

1.8. Discussion
1.8.1. Limitations in the Existent Literature and Future Opportunities for Research
The research reviewed as part of this paper has offered insightful and stimulating
possibilities and accounts; however after further exploration numerous limitations and
possible one-sided judgements have been highlighted. The first limitation that became
apparent was the high volume of quantitative research. Out of the extensive and varied
literature searches that have been conducted over the entirety of the development and
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completion of this research study. The only exclusive qualitative research that has been
conducted, prior to this study has been carried out by Travel and Visser (2006), Kendall et
al (2003) and Kruegar and Kendall (2001). All supporting the notion that, in order for the
views of young people to be listened to, they should be given ample opportunity to
participate fully and express their experiences. Further studies could incorporate and
establish qualitative research methods that allow participants’ views to be taken properly
into account and for them to be given prime opportunity to receive information and to talk
through their difficulties and impairments (Travell & Visser, 2006).

Following on from this point, a second limitation relates to the amount of research that
makes recommendations or which asks parents, teachers and clinicians involved in the
child’s care to rate symptomology, behaviours and impairments. Kendall et al (2003)
proposed that health care providers must listen to the children and adolescents for whom
they prescribe, rather than using evaluations and reports from the parents or teachers.

A third limitation is underlined when looking at the clinical samples and the participants
themselves. Barber, Grubbs and Cottrell (2005) recruited through a state-funded health
agency for the medically underserved, whereas Singh (2011) recognises that within the
limits imposed by time and budget they fell short of obtaining matches for all of the girls in
the study. These difficulties can lead to a particular sub-group being under or overrepresented and affects the results and the generalisability of the findings. In hindsight, in
order for each age, gender, race/ethnicity and socioeconomic status to have an equal part in
any future studies, it would be important to have the same amount of participants in each
group.
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A fourth limitation with the entirety of the ADHD research is that very few are
longitudinal studies. No baseline measures or scores can be accessed for before an ADHD
diagnosis has been given, which would offer further insight into how children’s individual
predispositions are affected by being given a diagnosis, from the symptoms experienced
and their consequences over time (Houck et al., 2011).

1.9. Conclusion
This paper has provided an overview of theories and research previously conducted,
whilst considering how interactions between an individual’s predispositions and
environmental surroundings shape the experience of gaining a diagnosis of ADHD.

As previously mentioned this study has been developed with the aim of focusing solely on
the lived experience of children with ADHD and exploring the opinions, views and
experiences that such children hold regarding their diagnosis.
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Chapter 2 Empirical Research
“I was good when I didn’t have it”: giving the ‘ADHD child’ a voice: An
interpretative phenomenological analysis.

This chapter was prepared according to the author guidelines for Children &
Society Journal, although it is longer then the version that will be submitted
for peer review.
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2.1 Abstract
Presently it is estimated that 6.4 million children aged 4-17 have been diagnosed with
attention-deficit hyperactivity disorder (ADHD) (McClain and Burks, 2015). To date there
has been very little attention to ADHD as a lived experience (Singh, 2011), or even taking
into consideration the children’s own views, wishes or feelings (Brady, 2014). This paper
offers an overview of the theories and research previously conducted, as well as
considering how interactions between individual predispositions and environmental
surroundings have shaped how the children experience their diagnoses. There are two
classification systems currently in situ to diagnose children experiencing emotional and
behavioural difficulties; however this dual system further hinders diagnosing and results in
a lack of consistency and substantial reliance upon professional judgment. Even though
there is an abundance of multimodal and holistic approaches available for this population,
there is still a heavy reliance upon pharmacological treatments without knowing the longterm effects of using such medications. This research offers further understanding of these
children and new ways of working with their difficulties and therefore improving their
emotional well-being and resilience for the future.

Keywords: Attention Deficit Hyperactivity Disorder (ADHD); Treatment and diagnosis;
Lived experience; Cultural and contextual influences; Participation and voice
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2.2 Introduction
This study has been developed to focus on the lived experience of children who have
received a diagnosis of ADHD. By exploring the opinions, views and experiences held by
the children, to offer further understanding of how receiving a diagnosis can impact on a
child’s sense of self and their lived experience. Arora and Mackay (2004) express concerns
that outcomes of children diagnosed with ADHD, are being based on the effectiveness in
reducing undesirable behaviours, rather than gaining an understanding of how the child
actually feels about themselves and their personal attributes. Therefore this approach is not
actually helping the young people to understand their difficulties, but merely offering a
short-term fix for undesirable and problematic behaviours.

I believe that this research is essential for the estimated 6.4 million children aged 4-17
already diagnosed with ADHD (McClain and Burks, 2015) and also for the children of the
future who will end up receiving this debilitating and stigmatising diagnosis. Singh (2011)
and Brady (2014) believe that there is little attention given to ADHD as a lived experience
and even less in terms of the child’s own experience and voice. Mayall (2001) asserts that
all members and social groups must be given ample opportunity to participate and express
their needs and wishes and compares children to other minority groups whom are lacking a
voice. It is hoped that by gaining greater insight into how these children actually feel about
themselves and their personal attributes this will offer further understanding and ways of
supporting children and their families, which will in turn improve the emotional wellbeing, resilience and hopefulness for children in the future.

To date little research has been carried out to ascertain how children diagnosed with
ADHD, think and feel about themselves and their diagnosis, especially in terms of their
self-concept, gender, age and ethnicity (Houck et al., 2011). Studies carried out by Kendall
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et al (2003; Kruegar & Kendall, 2001; Ohan & Johnstone, 2005; Singh, 2011; Travell &
Visser, 2006) have started to delve into this phenomenon; nevertheless there has been an
over-reliance on views held by professional’s and/ or caregivers, rather than hearing from
the children themselves. In light of this, the study was devised to extend and broaden
existing knowledge in relation to develop, extend and broaden existing knowledge in
relation to the areas discussed and intended to answer the following research questions:

1) How do children diagnosed with ADHD think/feel/appraise their
diagnosis?

As previously highlighted, the main aim of the following study is to extend and broaden
the existing knowledge that we hold about the impact diagnosis has on the sense of self
and how one views oneself. Difficulties have been seen in regards to feedback and being
self-evaluative, in a growth-producing or empowering way. Some young people have been
unable to separate themselves as distinct from their disorder and defined themselves in
terms of their ADHD traits and symptoms, focussing on descriptions of inadequacy and
anger defiance. To find some commonalities in these areas would offer new ways of
supporting and working with children living with the diagnosis of ADHD, improving their
emotional well-being and resilience for the future.

2) How does a diagnosis of ADHD impact on a child’s sense of self?

The review of literature has shone some light on the areas of self-perception, self-concept,
self-efficacy and self-esteem. These capacities explain the vast dimensions that are
involved in terms of how one feels and describes oneself and ones beliefs and ideas.
Additionally how perceived competencies and flaws, and the perceived observations of
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others can impact on self-judgements and self-feelings. It is likely that diagnosis influences
all aspects of these dimensions, in terms of how others judge problematic behaviours and
ADHD symptoms and how this affects the child’s sense of self.

3) Does anything/anyone influence an ADHD child’s lived experience of their
diagnosis?

This question has been deployed to explore how the attitudes of others, as well as cultural
and environmental factors can directly impact on the child’s lived experience, particularly
in terms of gender expectations and sex-role modelling. Difference of opinions, views and
beliefs from the caregivers and professionals involved in the care of the children are likely
to impinge on how the child feels about oneself and ones diagnosis.

4) What roles do others play on the diagnosis/treatment/day-to-day
management of ADHD?

As evidenced throughout the review of literature there is a lack of consistency and
substantial reliance upon professional judgement when it comes to diagnosing and treating
ADHD. In addition to this there is a heavy reliance upon pharmacological treatments rather
than utilising a range of holistic and behavioural approaches. This question has been
devised to investigate how these varying treatment options impact on the lived experience
of the child and their family and hopefully propose new ways of working.

Holistically the research questions aim to gain further insight into both the understanding
and experience of children diagnosed with ADHD. I believe that it is important to ask the
children themselves what they understand about ADHD and their diagnosis as their
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understanding may directly influence their lived experience. Furthermore it is a child’s
right to express their views and have them listened to (United Nations (UN), 1989). It is in
the best interest of the child to be extricated conceptually from their parents, family and
professionals, and for them to be involved in any decision making in relation to their care.

This empirical research aims to follow the structure of a traditional research article
commendable of publication incorporating method and a discussion of findings.
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2.3. Details of Methodology
2.3.1. Choosing the Methodology
Qualitative inquiry was chosen for this research study as I had hoped to see the world as
the research participants do. Qualitative interviews were deemed appropriate for this study
because of their effectiveness in obtaining direct data from how people experience their
world (Kendall, 1999). There were a number of qualitative approaches that could have
been utilised to explore the aforementioned research questions. One possible approach was
narrative research. This is a term that subsumes a group of approaches that in turn rely on
the written, spoken or visual representation of individuals (Willig, 2008). The reason that I
did not conduct a narrative design was because although I wanted to explore the lived
experience of the participant, I deemed it would be complex to contain the creating of
stories whilst answering the cited research questions. There is evidence of participants
using their imagination and creative media to explain their own understanding and
interpretations of their lived experience; however I was able to contain this whilst at the
same time remaining mindful of the research and interview questions.

Another approach that I could have employed would have been grounded theory. However
after experiencing difficulties recruiting participants appropriate to the inclusion criteria, I
decided to settle on using Interpretative Phenomenological Analysis (IPA) (Appendix 2).
On reflection I believe that IPA suited the study as this granted comprehensive access to a
particular perspective of the phenomenon under investigation (Smith, Flowers & Larkin,
2009). Furthermore IPA included phenomenological, hermeneutic and idiographic
underpinnings, paying particular attention to the lived experience of the individual and the
meaning that they place on their experience (Smith, 2011a). In addition idiographic inquiry
supports using a small sample size to maximise the opportunity to express and make sense
of the participants’ lived experience, concerned with understanding particular phenomena
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in particular contexts and representative of a perspective, rather than a population (Smith et
al., 2009).

2.3.2. Methodology
IPA was utilised for the current study. IPA “aims to explore in detail participants’
personal lived experience and how participants’ make sense of that personal experience”
(Smith, 2004. p.40).

The theoretical foundation of IPA is informed by philosophy in three key areas,
phenomenology, hermeneutics and idiography (Smith, Flowers & Larkin, 2009).
Phenomenology is a philosophical approach to the study of experience, which is concerned
with lived experience and the need to conduct detailed examination of experience in its
own terms (Smith, 2011a). The approach pays particular attention to the participants’
perceptions of objects or events (Smith, 2004), whilst recognising the central role of
myself, as the researcher. It is my task to make sense of that personal experience,
incorporating the hermeneutics tradition, which focuses on the theory of interpretation
(Smith, 2004).

Hermeneutics, the second major theoretical underpinning comes from the work of
Heidegger, he believed phenomenology to be concerned with the examination of
phenomena that may be latent, or disguised (Smith, Flowers & Larkin, 2009). Heidegger
(1962, 1927) reported Dasein’s account that lived time and engagement with the world are
always accessed through interpretation and that the world is made up of two parts,
phenomenon and logos (as cited in Smith, Flowers & Larkin 2009). Phenomenon can be
translated to mean show or appear, whereas logos are more analytical, involving reasoning,
thinking and sense making (Smith, 2011b). Hermeneutic phenomenology is sometimes
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described as a hermeneutic circle, in that the “interpretative process is dynamic, involving
a constant moving between part and whole, with a mutual illumination that goes on
between those two” (Smith, 2011b. p. 8-9). This method reflects the pivotal role, played by
single utterances, in that the size of the transparent extract is not always in proportion with
the significance it may have to the individual. Smith (2011b) refers to this as illuminative
and the ‘gem’ when conducting a research study.

A further involvement of IPA is the theory of ‘double hermeneutics’, (Smith & Osborn,
2003) which illustrates the dual role that I possess as the researcher. In one instance, along
with the participant, we are both human beings; drawing on everyday resources to make
sense of the world in which we live (Smith, Flowers & Larkin, 2009). Then again, I am not
the participant and I only have access to the participant’s experience through how they
report it (Smith, Flowers & Larkin, 2009). It is for that reason that my task is to remain
mindful that I am experiencing the participants lived experience, through the experientially
informed lens; giving precedence to the participants’ meaning-making, rather than my own
sense-making (Smith, Flowers & Larkin, 2009).

The third major influence in IPA is idiography, this is concerned with the particular
(Smith, Flowers & Larkin, 2009). The notion to the particular operates at two levels; first
there is a commitment in the sense of detail and therefore the depth of analysis. Second
IPA is consigned to understand how a particular experiential phenomenon has been
understood from the perspective of the particular person, in a particular context (Smith,
Flowers & Larkin, 2009). This is applied by each case going through a detailed analysis
and only when some degree of gestalt has been achieved will I move on to the next (Smith,
2004).
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IPA has been chosen for this particular study with the detailed examination of participants’
experiences and how participants make sense of their experience as the key factor. The
phenomenological element is concerned with the lived experience and this is interpretative
in recognising the analysis of experience as a hermeneutic activity (Smith 2011b). The
current study is committed to the idographic perspective and to the in-depth analysis of
children presently diagnosed with ADHD.

It is for that reason that semi-structured interviewing has been applied, with the purpose of
providing participants from a marginalised group with an opportunity to share their
personal experiences of the phenomenon under investigation (Willig, 2008), more
specifically to find the key thematic components of the particular phenomenon/experience
(Quinn & Clare, 2008). In light of this, IPA believes that to achieve such understanding,
interpretative work is required on the part of myself, as the researcher (Smith & Osborn,
2003). Nonetheless remaining aware that IPA is always an interpretation of the
participant’s experience and is dependent upon and complicated by my own beliefs,
assumptions and understandings (Smith, 2004; Quinn & Clare, 2008).

2.3.3. Participants
The study was approved by The University of Wolverhampton School of Applied Science
(SAS) student management board (Appendix 1). Followed by ethical approval from The
University of Wolverhampton Behavioural Sciences Ethics Committee (BSEC)
(Appendices 3, 10).

2.3.3.1. Sampling and Recruitment
Purposive sampling was used to recruit the homogenous sample for the current study.
Purposive sampling is consistent with IPA’s orientation, ensuring a closely defined group
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for whom the research question will be significant (Smith & Osborn, 2003). The
participants were all children aged between 7 and 11 who had been given a formal
diagnosis of ADHD through their local CAMHS service. They were all of similar
demographic and socioeconomic status, deemed appropriate for ideographic inquiry, in
that it is possible to make a specific set of statements about specific individuals (Smith &
Osborn, 2003).

An email was sent to a selection of head teachers in the local geographic area. On receipt
of interest, a copy of the letter (Appendix 4) explaining the research project was sent to the
head teacher, along with the information pack, which included a copy of the letter to
parent/carer (Appendix 5), the parent/carer information sheet (Appendix 6), the
parent/carer consent form (Appendix 7), the participant’s information sheet (Appendix 8)
and the participant’s consent form (Appendix 9). Following communication between the
head teacher, myself (SL) and research supervisor (NG) if requested, verbal approval was
given and I arranged a meeting with the Special Educational Needs co-ordinator (SENCo)
to discuss potential participants. Subsequently primary carers for potential participants
were contacted through the SENCo and were sent a copy of the information pack. If they
so wished, a time could be arranged to meet, prior to making a final decision about
whether or not they gave consent for their child to take part in the study. Only after this
had taken place and on receipt of the completed parent/carer consent form a meeting was
set up to meet the participant.

2.3.3.2. Criteria for Inclusion
Of the prospective participants referred, four participants were interviewed, one girl and
three boys. For this study there were two specific criteria for inclusion. The first criteria
being that the participants were of primary school age; and the second being that the
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participants had received a formal diagnosis of ADHD through their local CAMHS
service. There were no other criteria, and no time limit specified as to when participants
had been diagnosed. The referral route took place via numerous gate keepers (SENCo’s)
working within each primary school, no criteria for ethnicity was specified and all four
participants were of similar demographic and socioeconomic status. Although this study
comprises a small homogenous sample, this enables a detailed exploration of the lived
experience and multiple perspectives of interest.

2.3.4. Interview Schedule Development and Procedure
2.3.4.1. Interview Schedule Development
The first stage of the interview process was the elicitation protocol interview (Appendix 3).
This was aimed at creating rapport and generating contextual understanding of the
participant’s life. The topics covered were: (i) introductions to researcher and study: (ii)
read through of the information sheet: (iii) opportunity to ask questions: and (iv) gather
some demographic information about the participant.

The second part of the interview process was the research interview. The interview
schedule was based on a review of up to date literature and informed by my own
experience of working therapeutically with children. The development of the interview
schedule and a table showing how the interview schedule relates to each research question
can be found in appendix 11, 13. My expertise offered insight and different ways of
working with and understanding children who sometimes have difficulty in talking about
their emotions and experience. It was for this reason that a semi-structured interview was
developed, ensuring interview questions and techniques remain flexible, as to suit the
developmental age of the participants (Grieg, Taylor & Mackay, 2007). Questions were
based on the previous work conducted by Kendall (1999), Kendall et al. (2003), Kruegar
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and Kendall (2001), Travell and Visser (2006) and Wheen (2011). Potential (Appendix 12)
and specific interview questions (Appendix 14) were designed to enrich current findings,
as well as to provide further insight into unique idiographic experiences. The interview
topics consisted of 7 topic areas: (i) opening questions (aimed at establishing rapport and
reviewing elicitation protocol interview): (ii) process of diagnosis: (iii) meaning of ADHD
(self-description and key characteristics): (iv) treatment issues (current and previous
treatments): (v) effect of others (in relation to any gender expectations or sex-role
modelling influences): (vi) concept of self and any self-appraisals: and (vii) concluding
questions (to gradually end the interview). The interview schedule was aimed at entering
as far as possible the psychological and social world of the participant, whilst also allowing
maximum opportunity for them to tell their story (Smith & Osborn, 2003).

2.3.4.2. Interview Procedure
The elicitation protocol involved a 10-15 minute interview with prospective participants on
acknowledgement of parental/carer consent. The principle aim was to make introductions,
build a rapport, introduce the research and read through the information sheet; therefore
enabling the participant to ask any questions. Once the participant consent form had been
collected an appropriate time and date were arranged for the research interview to take
place.

Prior to the interview all participants had been given a copy of the information sheet, had
completed an elicitation protocol interview and had ample time to discuss the research with
their primary caregiver and myself before agreeing to take part. Additionally they had been
provided with information regarding informed consent and their right to withdraw at any
time up until the end of the interviews. Participants were also given the option to choose a
pseudonym to ensure anonymity, additionally each participant was offered to elect a
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support person to accompany them to both stages of the interviews if they so wished. All
definable characteristics (e.g. locations and names) were anonymised/removed from the
transcript. All participants and their parent/carers gave written consent on standardised and
BSEC approved consent forms (Appendix 7, 9), as well as verbal agreement during the
face-to-face interviews. All interviews were audio recorded and later transcribed using a
transcription key (Appendix 15) adapted from the Jefferson transcription key (Jefferson,
1989). Verbatim transcripts of the semi-structured interviews served as the raw data for the
study. Participants were also invited to use alternative means to describe their experiences
through drawing and these were kept as field notes, along with observations noted by the
researcher (all written transcripts and field notes can be found in the confidential
attachment).

All interviews took place at the convenience of the participants, in their primary school.
Interviews lasted for approximately 45 minutes (interviews ranged from 18 to 55 minutes).
Interviews were guided by a semi-structured format facilitating the development of
rapport/empathy, sanctioning a greater flexibility of coverage and enabling the interview to
proceed into novel areas; therefore producing rich data (Smith & Osborn, 2003). In order
to pursue themes as and when they emerged and sequentially identify themes pertinent to
the participant’s personal experiences a conversational style technique was adopted
(Kendall, 1999). Open-ended questions and prompts were designed to allow and expand
the opportunity to share the experience of the phenomenon under investigation (Willig,
2008). Another example of offering an opening to expand on their experience was evident
at the end of the study, when participants were asked to reflect on the experience of taking
part, before being given the time to ask any questions. I then accompanied the participant
back to their classroom to aid a gradual transition back into their learning environment.
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2.3.5. Data Analysis
Audio-recorded data were fully transcribed. The transcribed data were analysed using a
process derived from IPA in accordance with the framework outlined by Smith et al.
(2003, 2009). The analysis followed very closely the four-stage process. The first step
includes entering a phase of active engagement, which involves listening to the audiorecording whilst reading and re-reading the first transcript, this ensures that the participant
becomes the sole focus of the analysis (Smith, Flowers & Larkin, 2009). The next stage
involves increasing familiarity with the transcript and requires exploratory commenting,
with three different foci: (i) descriptive comments concentrating on what the participant
said (normal text): (ii) linguistic comments exploring the specific language used (in italic):
and (iii) conceptual comments engaging at an interrogative and conceptual level, enabling
the opportunity to introduce my own interpretations of the data (underlined). Through the
comprehensive exploratory commenting and analytic procedure a substantial list of
potentially important notes had become clear to make interpretations, interrelationships
and connections throughout the transcript. This formed the focus of the next stage of
analysis, which was developing emergent themes. A table was created noting the full
transcript, a column for exploratory comments and a column for emergent themes
(Confidential Attachment). The emergent theme stage of the analysis focuses primarily on
the exploratory comments in the transcript. This is to encapsulate the perceptions,
meanings and words of the participant whilst simultaneously applying the interrogative and
conceptual interpretations made throughout the analysis process. The emergent themes
were then re-read instantaneously along-with the transcript to ensure that they had captured
the essence of the participant’s lived experience. The themes from each transcript were
brought together into a consolidated list where patterns could be established.
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This process was repeated for each transcript, allowing for the grouping together of
themes. After fully immersing myself in the data, the degree of recurrence was employed
to ensure that only the themes present in over half of the research interviews were used
(Smith, Flowers & Larkin, 2009). This resulted in not all of the themes being included and
once the subordinate themes had been finalised the transcripts were re-evaluated to further
draw together to yield the master themes.

2.3.6. Bringing together data
Initially I had established four master themes from the research interviews. These being
‘concept of self’; ‘managing emotions’; ‘internalisation’ and ‘cultural and contextual
influences’. However after members of the supervisory team NG, MS and SV made
credibility checks to ensure and confirm the analytic interpretations and verify that all the
themes were grounded and well presented it appeared the subordinate themes needed
further reducing and grouping together. As a further way of checking the themes, I printed
out all of the subordinate themes and set out to group the themes together once more. I
managed to condense a number of the subordinate themes. Once I had done this I then
revisited the transcripts to re-evaluate the importance of the themes I had
selected/discarded. Eventually I settled on a total of three master themes, again
corroborated by members of the supervisory team.

Quotations were presented to support both the subordinate and master themes. Due to the
scope of the research and wording limitations, not all of the quotations were offered in the
discussion of findings. The quotations selected, were believed to represent and highlight
most clearly, the voice of the participants and exemplify the interpretations being made.
Furthermore as Smith (2011b) states that the size of extracts are not always in proportion
with the significance. Giving precedence to the ‘illuminative gem’ and the guidelines for
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applicability. I also selected quotations that would be engaging and interesting for the
reader. Hopefully paving new levels of understanding and new ways of working with this
client group.

As part of the idiographic analysis, reflections on the interview process were presented.
These reflections show analysis of interview data, analysing each case individually to
produce detailed accounts, this is consistent with IPA’s idiographic commitment, enabling
a detailed understanding of each participant’s own personally unique perspective in
relation to their lived experience. This permitted relevant factors related to the topic area
and their engagement with the interview process to be explored.

2.3.7. Ethical Considerations
Ethical approval was sought and obtained for the study. All communication and interviews
were carried out in accordance with the Principle of Respect for the Autonomy and Dignity
of Persons and the Code of Ethics and Conduct, provided by the British Psychological
Society (BPS, 2010). Ample opportunity to understand the nature, purpose and anticipated
outcomes of the research were also provided (BPS, 2010). Detailed information sheets and
repeated discussions during all face-to-face interviews, ensured that all participants were
able to give consent to the full extent that their capabilities would allow. The guidelines
required that there should be valid consent and no coercion in the recruitment of
participants; in addition consent was ascertained by both participant and the legally
responsible proxy (BPS, 2010). Anonymity and confidentiality were guaranteed and
anonymity was maintained by using pseudonyms and anonymising/removing identifiable
information.
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What is more the researcher passed an appropriate enhanced criminal records disclosure as
well as being aware of the requirements with respect to the ethics review of research, the
provision of adequate liability cover, and the special requirements for gaining valid
consent (BPS, 2010).

2.3.8. Reflexivity
As the researcher, I conducted all of the four interviews in this study. I would identify
myself as a single, white-British female in my twenties. At the time of conducting this
research I was in my second and final year of my doctoral training as a Counselling
Psychologist. It was during a guest lecture, delivered by an Educational Psychologist that I
was given the original idea to complete my doctoral research in the area of ADHD. I
remember being physically moved by the amount of children currently being managed by a
pharmacological approach and the limited resources and support offered to them and their
families. As a result, I decided that I wanted to devise a child-focused and holistic
treatment approach, endeavoured at working with these children, putting their needs and
wishes first. My hope would be that this would move towards a more humanistic approach
when working with children and a shift to developing an interest in facilitating wellbeing,
rather than responding to sickness and pathology.

With this in mind and my research proposal submitted, I set off to try and find a clinical
placement working with children. I found it immensely difficult to find a placement of this
kind, eventually being offered a trainee counsellor role with a school-based counselling
service. This is where I was able to experience first hand, what it was like to work
therapeutically with children, working with children experiencing a range of difficulties,
including children expressing behavioural difficulties. The service adopted a non-directive
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and child-focused approach with every client, drawing from a range of play therapy
techniques.

I was struck with how helpful, although sometimes challenging the children would find the
therapeutic space and a trusting relationship. Through my therapeutic work with children, I
gained a sense that children experiencing behavioural difficulties were not being given
ample opportunity to explore their problems and difficulties. I deemed that it might be
helpful for not only the children themselves, but also for the vast amount of caregivers and
professionals involved with their care, to gain a greater understanding of how the child
actually feels about themselves and their personal attributes. This led to the conception of a
qualitative research study, as a way of offering detailed accounts from the children,
exploring their lived experience of living with their diagnoses.

Although I aimed to carry out this research with an open-mind and from a therapeutically
non-directive approach, my own biases and previous experiences could have led to me to
preconceive certain behaviours, thoughts and emergent themes. As previously noted,
coming from a humanistic standpoint and investing in facilitating wellbeing, rather than
sickness or pathology, I could have overlooked/exaggerated certain aspects regarding
psychopharmacological interventions. However it was bearing this in mind that I decided
to utilise IPA to explore in detail the participants’ lived experiences through semistructured interviews encapsulating a conversational style to pursue themes, as and when
they emerged. Further to this all the participants were given the opportunity to use creative
media to aid a greater flexibility and enabling the interviews to pursue emergent themes
and produce rich data.
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2.3.9. Trustworthiness
To ensure trustworthiness (Shenton, 2004), Morrow (2007; Williams-Nutt & Morrow,
2009) developed a paradigmatic foundation, which aims to achieve a shared consensus in
establishing quality of authenticity, in relation to both qualitative and quantitative research
(Guba & Lincoln, 1989).

Williams-Nutt and Morrow (2009) suggest three categories of trustworthiness to which all
researchers should attend; integrity of data, balance between reflexivity and subjectivity
and clear communication of findings. The first key factor is the integrity of data, thus
referring to the adequacy or the dependability of the data. This is evident in the current
study shown by the clear articulation of the method of inquiry and through detailed
referencing of the interview schedule and design, as well as the analytic strategy. Further
to this I have presented direct quotes to exemplify the interpretations made, supporting the
IPA approach by presenting the whole, compared to offering the participants individual
perspectives in isolation (Williams-Nutt & Morrow, 2009).

Whilst trying to maintain a balance between what the participants said and the
interpretations made by the researcher, subjectivity and reflexivity were held with the
upmost importance. Within this study a reflexive section has been noted to acknowledge
and explore my own viewpoint and my continual commitment to remain self-aware and
indeed self-reflective (Williams-Nutt & Morrow, 2009). Further to this, I have employed
bracketing and journaling throughout the interview process, helping to stay attuned to my
own perspective and recognise my own experiences as separate to the participants’ stories
(Williams-Nutt & Morrow, 2009).
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The clear communication and application of the findings within any research is essential
when trying to establish trustworthiness (Williams-Nutt & Morrow, 2009). This can be
ascertained by depicting the context, as well as the purpose and the application of the
findings. In addition, interpretations have been highlighted and supported by participants’
quotes, together with findings being clearly associated with the original research aims.
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2.4. Discussion of Findings
The discussion of findings section is organised into two sections. The first (2.4.1.
Reflection on the Interview Process) which will present reflections for each of the four
participants. Followed by the second (2.4.2. Master themes), which will present the themes
depicted from the detailed examination of participant’s experiences and explore these in
relation to the proposed research questions.

Reflections on the interview process was presented in the analysis of interview data,
analysing each case individually to produce detailed accounts, thus enabling a detailed
understanding of each participant’s own personally unique perspective in relation to their
lived experience. This signifies the start of the interpretative element of the research and
hones in on each individual’s lived experience, paying particular attention to any
worthwhile systemic dynamics as well as the participant’s engagement with the interview
process. These interpretations are based on the demographic information (Table 1)
collected during the elicitation protocol, any meetings with professionals or parent/carers,
as well as interpretations taken from the experiential data. The analyses further highlight
the hermeneutic process by paying particular attention to the relationship between the
participant and I, by offering explorations into how these may have impacted on the data
being collected and the interview process.

The subsequent section within the discussion of findings is aimed at presenting the three
master themes supported by the subordinate themes. In addition to this interpretations in
relation to the research questions will be discussed and explored. Direct quotes to
exemplify the interpretations are offered as a way of evidencing these themes, whilst
relating the themes to the evidence already presented in the review of literature. All themes
are related to the four participants lived experience of their diagnosis.
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2.4.1. Reflection on the Interview Process
Participant

Male/Female

Age

Primary Carer

Did
investigator
meet with
Parent/Carer

Siblings

Davis

F

11

Shared custody
(Nana, Parents
and extended
family)

N

Y

Ben

M

10

Mother and
step-Father

Y

Y

SM

M

7

Mother

Y

N

CW

M

11

Shared custody
(Mother and
Father)

N

N

Table 1. Demographic information for each participant

Davis
Davis is an 11-year-old girl attending primary school. She is currently in her final year and
has been observed having difficulties making and maintaining friendships with her peers.

She is the oldest child within her immediate familial structure as she has a younger sister;
however she reports having a large extended family including three Sisters and two
Brothers. She reports having difficulties with her younger Sister and commented
frequently about arguments. Her primary caregiver is her Nana who she lives with, but she
has frequent contact with her biological parents and extended family. It seems that
childcare is very much a shared task within the family and she spends a lot of time being
co-parented. There seem to be contextual differences when exhibiting difficult behaviour
as well as differences of opinion in regards to her diagnosis of ADHD.
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During the interview process I sensed an overwhelming desire to be liked and accepted. I
also observed a tendency to become distracted when peers walked past the room, as well as
an inquisitive nature in relation to my therapeutic contact with her peers.

Another important observation in terms of her lived experience is her constant
commitment to adhere to social standards in relation to cleanliness and desirable
characteristics, these characteristics could also be generalised to uphold traditionally male
attributes. This was an interesting theme for me and raised the question of what purpose
gender generalisations serve and what impact, if any this has on Davis’s self-esteem. A
possible explanation is that she has learnt to hold herself in a certain way as some form of
protection.

Prior to the interview, there was no meeting requested by either of her caregivers; however
the parent/carer consent form was received extremely promptly. This could be indicative
that her caregivers are keen for her to take part in the study. On the other hand this could
be indicative of caregivers being unwilling to look at alternative causes for her problematic
behaviour.

Davis very much enjoyed taking part in the study, and notably calmed during our
meetings, particularly after utilising the creative media to express herself and her
experiences. This could also be seen in how reluctant she was to end the interview and her
seeking further contact.

Ben
Ben is a 10-year-old boy attending primary school. Further to his diagnosis of ADHD he
suffers with a speech impediment and has been diagnosed with moderate learning
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difficulties. He asked to have a support person with him during the interview process,
which seemed beneficial in aiding communication and understanding; however this did
seem to impact on the interview in parts.

Prior to the interview, I met with Ben’s stepfather; there was no mention of his biological
Father. He reported that he had recently given up work to take on the role of primary carer
for Ben and his three siblings. Ben’s younger Brother is also going through the process of
getting an ADHD diagnosis. He described him as the “aggressor, frequently winding Ben
up”. In comparison, the middle Brother was described as the “model child”. Ben’s
stepfather appeared extremely interested in the current study, particularly in terms of
learning more about ADHD. He openly discussed the history of mental health amongst the
females of the family and appeared motivated to find some commonalities and a genetic
causal explanation.

On meeting Ben he appeared excited to take part in the study, which was further expressed
by him enjoying signing his consent form. On exploration Ben reported that he had just
started to sign for his own medication, which left me pondering whether this was Ben
taking some responsibility and starting to break away from his caregivers. I did experience
moderate difficulties containing the interview as he became distracted by the stimuli in the
room and preoccupied with stickers on the board (for good/bad behaviour) as well as
fellow peers’ names. This was thought to possibly highlight problematic relationships with
peers and a desire to be accepted. Ben expressed a sense of vulnerability about him even
though he maintained eye contact throughout, he expressed submissive body language
including walking with his head down.
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During the research interviews his speech difficulties seemed less apparent and he looked
to benefit from the therapeutic space. Following the interview, Ben asked to take some
paper home to draw on and made a comment that he “was not brain damaged”.

SM
SM is a 7-year-old boy attending primary school. He had recently changed primary schools
after expulsion from his previous school.

A meeting with Mum was arranged prior to making contact with SM. SM’s Mother
appeared distracted and distant during the meeting. She offered little information regarding
SM and there was no mention of his biological Father or siblings. Following the meeting
with Mother and the elicitation protocol with SM, it was noted that they both seemed
passive in nature.

Once the interview had commenced SM was quick to question whether he even had
ADHD, recognising no change in his behaviour since the diagnosis and the subsequent
medicalisation. I deduced that SM had learnt to adopt unhelpful and violent behaviour as a
way of managing emotional responses, following violent arguments with his Sisters.
Although SM reports an improvement in his behaviour since moving school, it would seem
that this learned behaviour has influenced his interactions with his peers and teachers
within the school environment.

I was surprised when SM started to describe being a member of a gang and having a
girlfriend. He conveyed limited hobbies, only stating that he hangs out with friends and
plays computer games. Thus showing a tendency to uphold an above age mentality
alongside an overtly male demeanour. This was later challenged when his passive nature
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was highlighted, and he was reluctant to voice that he did not want to engage in any
creative drawing. My sense of SM was that he was concerned about how he would be
viewed by others. In terms of the creative expression, it seemed as though he was trying to
avoid drawing attention to himself.

CW
CW is an 11-year-old boy attending primary school. He reported changes in his familial
structure, resulting from his parent’s separation. He was described as “an only child” and
the “buffer” between his parents.

There was no meeting with the investigator requested by either of his parents. On meeting
CW he appeared keen to take part, arriving at the interview out of breath during his break
time, having ran to the designated room.

Throughout the interview process he was passive in nature appearing shy, quiet, and
avoiding eye contact. He conducted himself in a very thoughtful manner, initially I
mistook his long pauses as an indication of difficulty articulating himself and his
experiences. However as the interview progressed it became apparent that he organises his
sentences in a very reflective and coherent way, before responding fully to the questions.

I sensed that CM enjoyed the therapeutic space, especially being able to talk openly about
his experiences. He did seem to struggle to discuss any emotional content after he reported
a substantial amount of self-appraisals in regards to his ADHD. Following this it was my
sense that CM’s diagnosis and “naughty” behaviour enabled him to receive the attention
that he so desires from others. Another noteworthy element of the interview was that CM
was unable to denote any role models, nor was he able to recall anyone that he looks up to.
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2.4.2. Master Themes
The following section presents the master themes within the current study. A
diagrammatical representation of the master and supporting subordinate themes is
presented in Figure 1, along with a table representing the prevalence of each subordinate
theme (see Table 2). An in-depth exploration of each theme using direct quotes to
exemplify the interpretations is then provided. These quotes are labelled according to the
participant from whom they originated. For a more detailed account of the direct quotes,
along with the corresponding page and line number from the appropriate transcript see the
Confidential Attachment.

Humiliative Fury

A Social Institution

Self-Conscious
Emotions

Societal Standards

Emotional
Dysregulation

Caregiving Practices

Know Thyself

Looking Glass Self

ADHD Identity
Self-Protective
Measures

Role Models

Maladaptive
Attachment Schemas

Misapprehension

Self-Appraisals

Figure 1. Identification of Master and Subordinate themes
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Master Theme

Subordinate

Davis

Ben

SM

CW

Theme
Humiliative Fury

A Social Institution

Know Thyself

Theme Evident
(out of 4)

Self-Conscious
Emotions
Emotional
Dysregulation
Self-Protective
Measures
Maladaptive
Attachment
Schemas
Societal
Standards
Caregiving
Practices
Role Models

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Misapprehension

Y

Y

Y

Y

4

Looking Glass
Self
ADHD Identity

Y

Y

Y

Y

4

Y

Y

Y

Y

4

Self-Appraisals

Y

Y

Y

Y

4

Table 2. Identification of Subordinate themes for each participant

2.4.3. Master Theme: Humiliative Fury
The master theme ‘Humiliative Fury’ encapsulates the participants’ lived experience in
terms of their emotions. Specifically in relation to how the participants’ experience their
self-conscious emotions and how they have learnt to try and manage these.

2.4.3.1. Subordinate Theme: Self-Conscious Emotions
Throughout the interviews a range of ‘Self- Conscious Emotions’ were evident:

“Investigator: So can you tell me what it was like before you got
diagnosed with ADHD
Davis: .hhhh (.) Um I was good when I didn’t have it
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Investigator: You were good when you didn’t have ADHD?
Davis: °Yeah° then I started .hhh arguing with J
Investigator: So you started arguing with J?
Davis: Yeah
Investigator: So that was before you had ADHD?Davis: -Yeah °I ke(h)ep doing it
Investigator: What do you keep doing?
Davis: Arguing”

“Investigator: And what’s it like when he’s being naughty?
Ben: I scared him once in the bedro:om
Investigator: You scared him?
Ben: Yeah, he (had a heart attack) (Laughs)
Support person: He nearly had a heart attack
Investigator: He nearly had a heart attack?
Ben: Yeah
Investigator: Because you scared him?
Ben: Yeah
Investigator: How did you scare him?
Ben: I was near my mum’s bedro:om, I jumped up (- - - - - - - my
bed), went to my mum’s bedro:om, fighted him, I said “Wooo!!!”
and he ran down stairs quick to see the presents. I said no don’t go
downstairs, back upstairs, bedtime, he get straight to bed”

“Investigator: [pause] So what’s it like to be told that you’re
naughty
58

Stephanie Leyland
Doctoral Portfolio in Counselling Psychology
CW: [pause] Normal
Investigator: Normal
CW: Yeah [pause]
Investigator: And what would it b:e li:ke if you weren’t naughty
CW: [pause] Um [pause] Normal
Investigator: So it’s normal that you are naughty, but it would be
normal if you weren’t naughty aswell
CW: [acknowledges this] [smiles]
Investigator: There’s no right or wrong answerCW: -I knowInvestigator: -I’m just asking what it feels like to be naughty, what
does it feel like?
CW: [pause] Fun
Investigator: It feels fun
CW: °Yeah° [smiles] [pause”

The above quotes offer examples of the participants experiencing the self-conscious
emotions of pride, jealousy, embarrassment, shame and guilt. As previously noted by
Singh (2011) these emotions are associated with a lack of emotional self-control and
engagement of the fight or flight response:

It is following the development of self-conscious emotions that one goes through the
process of incorporating standards, rules and goals to apply to their lived experience which
is done through direct learning and observation (Lewis, 2011). How one learns to manage
their self-conscious emotions and emotional arousal then shapes ones self-attributions and
how one evaluates oneself (Lewis, 2011). Davis expresses negative self-appraisals in terms
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of how she sees herself following her diagnosis, which leads her to experience
embarrassment, shame and guilt, whereas CW seems to switch between embarrassment
and pride. The passage taken from Ben’s interview highlights pride when humiliating his
younger brother and also boasting about scaring him, showing aggression along with a
grave lack of empathy or remorse:

These instances offer insight in to the participants’ emotional experience, whether this is in
regards to how they feel about their diagnosis or how they interact with their peers. One
possible interpretation is that the participants have an internal struggle when experiencing
these emotions, which could mean that they are more susceptible to experiencing them or
responding to them. Due to the amount of self-conscious emotions noted, this infers that
the participants are experiencing a significant amount of these emotions on a day-to-day
basis.

2.4.3.2. Subordinate Theme: Emotional Dysregulation
Throughout all of the interviews it became apparent that all of the participants expressed a
noteworthy amount of externalising and exaggerated behaviours. Revealing low inhibitory
control and maladaptive ways to try and manage emotional arousal:

“Ben: =Yea(h)h
Investigator: Is that Norman? (pointing to books in room)
Ben: Yeah, he sets the fire, fire on the bus
Support person: He does
Ben: He comes out and see and he went to the woods and set fire,
and the car
Investigator: Does he?
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Ben: Yeah, I watched it with Ha (- - - -and he - -batters people)
Investigator: He batters people?
Ben: Yeah, he’s a greedy get (and – I can’t wait to kill him- - go to - and kill him). I see him at Wacky (Warehouse)- and I’m going
pizza hut after school. I see him (and he stands - - - - - -you’ve been
naughty in scho:ol, I said Ha, Ha you’re being naughty at home, you
can’t get no present’s, I sai:d haha haha Santa clau:s where you are
(laughs)”

“Davis: If I shout, if I don’t have my tablets I’ll get very angry=
Investigator: =Right=
Davis: =and throw, break the door again=
Investigator: You broke the door?
Davis: Yeah, broke the door once on Christmas day
Investigator: Do you mind telling me a little bit about that? Can you
remember what happened?
Davis: .hhh no, it was like last year, not last year but the year before
that .hhh don’t know
Investigator: don’t know?
Davis: no
Investigator: so you broke the door?
Davis: ye:s
Investigator: and it was Christmas day
Davis: ye:s
Investigator: So what had happened for you to break the door?

61

Stephanie Leyland
Doctoral Portfolio in Counselling Psychology
Davis: Umm I thin-, I got angry because nanna wouldn’t let me open
one of my presents and she said I had to wait and she told me to just
go to my room, but the door’s fixed now. Cos my uncle M did it”

“CW: [pause] Yeah, but um like if they got angry, they aren’t
they’re not gonna go punch fist holes in the walls are they?
Investigator: They’re not going to go and punch holes in the walls?
CW: °No°
Investigator: And what, what do you think they’d doCW: -Don’t know, I don’t know
Investigator: You don’t know, would you punch fists in the walls?
CW: YeahInvestigator: -YeahCW: - all the time
Investigator: You punch fists in the walls all the time?
CW: [nods] [pause]
Investigator: So what makes you punch the holes in the wall?
CW: Um [pause] just getting told off
Investigator: So if you’ve been naughty and you’re getting told off,
what types of things are you thinking then that make you punch the
hole in the wall?
CW: Um [pause] like [pause] don’t really knowInvestigator: -You don’t knowCW: -no, it just happens
Investigator: It just happens?
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CW: Yeah and then I’ll do it and then I’ll get annoyed cos I’ve done
that and I’ll just keep doing it
Investigator: That sounds really annoying! So if you’re being
naughty and you get told off and then you do it and you don’t really
know you’re doing itCW: -yeah again [laughs] Investigator: -and then you do it and then you’re annoyed that
you’ve done it!
CW: And then do it again!
Investigator: And then you do it again [pause] and then it just keeps
happeningCW: -and someone’s got to s:top me”

Collectively, the quotes highlight maladaptive ways of managing emotional arousal. The
participants express a lack of control in relation to their lived experience of their selfconscious emotions. They give examples of fire setting, physical violence, verbal
aggression and damaging property. Singh (2011) views anger as a struggle between the
arousal of self-conscious emotions, rather than an actual experience of feeling outraged.
Davis believes that without her medication she will “shout and break the door” and CW
states that he relies on others to “stop him”. Construing that the participants’ selfconscious emotions are leading them to become engaged in a typical fight or flight
response (Singh, 2011) and resulting in them coping the best way they know how, through
learned behaviours and/or direct observations:

Furthermore, another talking point is the impact that self-conscious emotions and
emotional arousal and dysregulation can have on ones social role or identity. The excerpt
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from Ben’s interview shows him temporarily avoiding answering some of the questions
and choosing to describe his emotions and behaviours through other individuals, such as
Norman and his brother. Thus protecting Ben, his self-attributions and possible selfevaluations (Lewis, 2011). Whereas, CW adapts his tone of voice to declare that being
“naughty” is not a choice and describes a general lack of emotional self-control. My sense
is that the above exerts highlight ways that the participants have learnt to manage selfconscious emotions, emotional arousal and dysregulation. Which in turn protects the
participants from directing any blame internally or showing any vulnerabilities.

2.4.3.3. Subordinate Theme: Self-Protective Measures
‘Self-Protective Measures’ can be seen in various forms as an attempt to respond to the ongoing demands of the study. These measures are adopted by the participants as a way of
managing a range of emotions, as well as regulating self-esteem and a solid sense of self:

“Investigator: So if you were to, to talk about ADHD again, how
would you, how would you describe it?
SM: I don’t know
Investigator: Don’t know, so if you had to choose 3 words to
describe you what words would you use?
SM: I don’t know
Investigator: Don’t know? So if I was to say that I was happy and
clever and sleepy, they’re my 3 words
SM: I don’t have words
Investigator: You don’t have words
SM: I only play football and that’s all
Investigator: You only play football? =That’s all=
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SM: =Sometimes, some, my girlfriend’s in this school
Investigator: You’ve got a girlfriend?
SM: She loves me
Investigator: She loves you?
SM: She’s in 6D, my friends always laugh, that’s why I get angry=
Investigator: =Your friends always laugh, what do they laugh
about?
SM: Cos I’ve got a girlfriend”

“Investigator: Anything else that you think I’ve not asked you a
question about or anything else you want to say?
Davis: .hhh You’ve had all, you’ve took all my questions on the sheet
Investigator: I’ve taken all the questions on the sheet
Davis: Yeah, yeah (the ones that I had) I don’t have anymore
questions
Investigator: You’ve asked me questions?
Davis: No (.) don’t know what questions (Tapping)
Investigator: OK, so do you want to=
Davis: What can I do… paint (Tapping)”

“Investigator: Yeah? Have you got any other words to describe it?
[pause]
CW: Um [shakes his head]
Investigator: No?
CW: °No°
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Investigator: And if you didn’t have ADHD do you think you would,
because you said when I asked you to describe yourself you couldn’t
think of any words
CW: [acknowledges this]
Investigator: Do you think you would be different or the same, if you
didn’t have ADHD?
CW: [pause] Um [yawns] [pause] different
Investigator: You think you would be different?
CW: Yeah
Investigator: How would you be different?
CW: Cos I wouldn’t be naughty so IInvestigator: You wouldn’t be naughty?
CW: -not as bad as now [pause]
Investigator: So can you try and imagine that then, if you didn’t
have ADHD and you weren’t naughty, what do you think your life
would be like?
CW: Boring
Investigator: Boring?
CW: °Yeah°
Investigator: So ADHD makes your lif:e, not boring?
CW: N:o it’s like um [pause] if I wasn’t naughty I’d have nothing to
do [pause]”

The self-protective measures of deflection and distraction are used throughout, aimed at
interrupting the interviews, whilst reinstating stable emotions and/or behaviours (Kruegar
& Kendall, 2001). It is my belief that self-protective measures could also be a way of the
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participants trying to exert control over the interviews, as well as detract attention away
from oneself. Davis can be seen clapping, tapping and pointing towards the Dictaphone, as
well as referring to the interview prompt sheet. This role reverse temporarily interrupts the
interview schedule and gives Davis the upper hand. This could be illustrative of Davis
using self-protective measures to her advantage and this may be something that Davis has
learnt to do in order to get her emotional needs met:

Another self-protective measure embraced by SM, this time aimed at protecting his selfimage is achieved by recounting socially desirable information, such as playing football
and reporting that he has a girlfriend. This self-protective measure reinstates emotional
stability and reduces vulnerability by expressing a positive self-image and a sense of being
admirable (Kruegar & Kendall, 2001). Similarly, CW expresses that he would be “boring”
and wouldn’t have “anything to do” if he didn’t have ADHD. Thus using his diagnosis as
a shield, by expressing possible benefits attributed towards his diagnosis, supporting
research conducted by Kendall et al (2003) who found that participants used their ADHD
symptoms as a ‘badge of honour’:

“Investigator: You have this morning? Who were you shouting at?
Davis: °my sister°
Investigator: J?
Davis: Yeah because I said, cos I went to … last week and got these
skates that light up, cos I got it for my birthday money and this
controller. Do you know these controller aeroplanes where you have
a controller and an aeroplane? Umm my sister wanted a go but I
told her it’s dead now and she kept shouting at me and I kept
shouting back at her
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Investigator: Right… so what’s it like when your shouting at J?
Davis: .hhh Makes me sad
Investigator: Makes you sad?
Davis: (Agrees)
Investigator: So do you think that the tablets make you?=
Davis: =shout a lot
Investigator: You think the tablets make you shout?=
Davis: =yeah, yeah cos you have to have them, I have to have them
every-, when I get up straight away”

My outlook here is that Davis is feeling like she has limited control over her current
environment. The exert shows times that Davis has copied the language used by others,
such as “dead now”, “yeah cos you have to have them, I have to have them every-, when I
get up straight away”, to try and retain a sense of control over the situation, as well as how
others see her. This proves a point raised by Travell and Visser (2006) that self-efficacy,
ability for self-control and power to determine the future may be reduced and that by
copying the language of others Davis is increasingly likely to counteract this deficit.

2.4.3.4. Subordinate Theme: Maladaptive Attachment Schemas
The term maladaptive is used throughout the writing to infer the existence of self-defeating
emotional and cognitive patterns that begin early in development (Rafaeli, Bernstein and
Young, 2011). The ‘Maladaptive Attachment Schemas’ theme has been offered to explore
how participants have learnt to try and manage their emotions and emotional arousal, in
order to ensure that they get their personal goals met:
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“SM: She’s in 6D, my friends always laugh, that’s why I get
angry=”
“SM: Yeah when I’m drawing, like they always say, they always
move my elbow round so I draw squigley lines, I hate, I hate, I hate
my friends
Investigator: You hate your friends?
SM: Yeah my old friends in that old school
Investigator: (I acknowledges this)
SM: I used to like them, now I-, they don’t like me”

“Investigator: so can you think of a time when you weren’t naughty?
When you were good?
CW: Ummm [pause] probably only just
Investigator: Only just, so it was a long time ago
CW: °About 5 years ago°
Investigator: About 5 years ago, so you’ve been naughty forCW: It was when my mum and dad split up, before then
Investigator: Right, so you were good before your mum and dad split
up
CW: Think so!
Investigator: Well you weren’t naughty when you wereCW: Think so!”

The above quotes highlight the schema domain of rejection and disconnection. SM
discloses possible rejection that he has endured at the hands of his peers, whereas CW
spoke about the impact the separation of his parents has had on him and his ADHD
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symptoms. My impression here is that the idealising need of feeling close too and being
supported by his caregivers are not being met, and is therefore resulting in CW
internalising his unmet need, which then directly impacts on his self-esteem and ability to
self-soothe. One thing that became apparent fairly quickly was just how much CW wanted
to talk, whether this was in relation to his diagnosis or his current change in environmental
surroundings. Endorsing the point previously raised by Kruegar and Kendall (2001) that
children are not receiving the desired amount of attention from parents and/or their
teachers and are therefore looking for other ways to attain this need:

“Ben: Want orange or red, red, what I put? Pass me that pen, I don’t know where
the pen is, you can’t see the one here. (Getting up and going to another pot of pens)
Investigator: You don’t want to use these pens? (Signalling to pens
already laid out to use)
Ben: No
Support person: Not that pen B
Ben: I want to use one of these. Ohhh sharp pen!!
Support person: Sharp pens
Ben: ( ) a picture
Support person: Is that a real sharp one?
Ben: Huh?
Support person: Is it a sharp one?
Ben: Look (Showing H the pen)
Support person: That’s really sharp that one
Ben: I’m keeping this one, what put. I’m doing a picture aren’t I,
can I write a sentence (with like a)
Support person: If you want to write a sentence about ADHD then?
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Ben: Yeah, do you have a whiteboard?
Support person: I haven’t got a whiteboard
Ben: Yes you have got any
Support person: You just, you=
Ben: =Miss write that on there (Signalling to white board)
Support person: You write what you think then=
Ben: Pleas:e
Investigator: We can do that at the end if you want (B signalling to
H to write on the white board)
Ben: (Do it for me)
Support person: You write what you think
Ben: I want, I want
Support person: You tell me what you want me to write then”

This passage shows Ben expressing grandiosity in relation to the pens he wants to use and
an element of goading myself, along with the support person to challenge him. My sense is
that this could have been employed to test the amount of control within the room between
the support person and I. His actions push me out of the interaction, which he then uses to
his advantage, enabling him to seek connection with his support person. Another
perspective could be that these interactions are mirroring exchanges that he has observed
between significant persons in his life and are a direct example of learned behaviour, that
he employs to ensure his personal goals are met. This offers insight into how Ben
experiences interpersonal relationships and confirms that Ben believes that goading and
grandiosity has to be present, in order for those needs to be met. This implies a refusal to
exercise sufficient self-control and tolerate frustration as a way of achieving his personal
goals, which can be seen in his language “pleas:e”, “do it for me” and “I want, I want”.
71

Stephanie Leyland
Doctoral Portfolio in Counselling Psychology
This finding supports the notion that boys diagnosed with ADHD appear grandiose and
narcissistic, whereas girls appear in a withdrawn and depressive state (Kruegar & Kendall,
2001):

“Investigator: Well on there it says that your nanna’s understood=
Davis: =yeah=
Investigator: =the information sheet=
Davis: (Agrees) yeah she has=
Investigator: =she’s been asked, she’s been able to ask questions?
Davis: yeah
Investigator: she understands what will happen?
Davis: (Agrees)
Investigator: and she understands how the results will be used
Davis: Urgh (Signalling to paint on table)=
Investigator: =and that you can come to a presentation evening
Davis: Whats that?
Investigator: So when I’ve finished doing all my interviews, I’m
going to do, I’m going to present what I’ve found to you and your
parents and your nanna=
Davis: =yeah, yeah will I get a letter?
Investigator: Yeah I’ll send you a letter, with when I’ve organised
theDavis: =yeah=”

“Davis: Look at that! That was easy enough to come outInvestigator: -it was wasn’t it72
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Davis: -when I us-, I have this one, but when I, I have to for:ce it to
go in
Investigator: Do you?
Davis: Yeah because sometimes it won’t work
Investigator: Well it worked then didn’t it?
Davis: -°yes it did° wow there’s not a lot of play doh in there
Investigator: There’s not?
Davis: Wait
Investigator: It’s hard to get hold of isn’t it?Davis: -Done it! Oh yeah it is (

) Where, do, do you come from far

away?
Investigator: Do I come from far away?Davis: -yeah
Investigator: a little bit far away
Davis: Where?”

“Investigator: It’s nearly time to go now
Davis: N:O
Investigator: You don’t want to go?
Davis: N:O, I want to stay here with you”

The excerpts above are taken from the only female participant and show overcompensatory behaviours possibly aimed at gaining further contact from myself, in the
form of enquiring about personal details, ensuring that she is contacted and trying to
prolong the interview. One explanation could be that these behaviours have been adopted
as a way of Davis getting her personal goals met. Supporting the theory that self-defeating
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behaviours have been carried out as a way of extending support and connectedness
(Young, Klosko & Weishaar, 2003):

The quotes offered present further insight in to maladaptive attachment schemas and how
impactful these are on the participants’ lived experience. It is my conception that overcompensatory and unhelpful behaviours have been espoused as a way of ensuring that
personal goals of safety, acceptance and guidance are met. Further strengthening the point
raised by Kruegar and Kendall (2001) that children are not receiving the desired amount of
attention from parents and/or their teachers and are therefore looking at other ways of
ensuring this.

2.4.4. Master Theme: A Social Institution
The master theme ‘A Social Institution’ refers to the cultural phenomenon that influences
the participants’ lived experience of their diagnosis. Within every human being there is an
inner conflict between individualism and collectivism and within all of the areas noted in
support of this theme, there is an element of judgement. The beliefs, opinions and
judgements held by others will undoubtedly hold some bearing on how one interprets the
world and inevitably how one views oneself.

2.4.4.1. Subordinate Theme: Societal Standards
‘Societal Standards’ and rules govern social norms and it is the perceived expectations of
these standards and norms that impact upon an individuals’ experience. It is with these in
mind that one is restricted to behave a certain way and concerns are raised when they are
considered to have deviated from the accepted norm (Wheen, 2011):

“Investigator: So do you know anyone else that’s got ADHD
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SM: IO and L
Investigator: You do know other people
SM: Some
Investigator: So there, so you only know boys that have got ADHD
SM: Not girls
Investigator: Not girls? Can girls=
SM: I!!
Investigator: I, and she’s a girl
SM: Yeah
Investigator: So can girls get, can girls have ADHD?
SM: Yeah
Investigator: So both boys and girls can have it, do you think it’s
different or the same when a boy or a girl have got it?
SM: Different
Investigator: Different, how do you think it’s different?
SM: Cos, cos boys aren’t the same as girls, or girls are not the same
as boys
Investigator: So do you think that both boys and girls ar:e, get
angry?
SM: (S nods his head)
Investigator: Yeah
SM: Girls always get angry, (my sis-) in our class
Investigator: So they both get angry? So how do think they’d be
different then if they had ADHD, what do you think would be
different about a boy or girl having ADHD?
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SM: COS if they have a bit of angry and I have a lot, I could hurt
them more
Investigator: Right
SM: Cos I have, I hurt 5 girls
Investigator: You’ve hurt 5 giSM: -in my old school, last time, in one row
Investigator: So you hurt 5 girls in, in one row
SM: Yeah, cos at first when I punched them then the last one I done
only a few, and they fell on the grass and hit their head, then that’s
why (

) and moved school, got excluded. Didn’t like that school

Investigator: You didn’t like that school?
SM: No
Investigator: So do you like this school?
SM: It’s better
Investigator: It’s better, and you, are you the same in this school as
you were in that school?
SM: Umm no, I’m bet-, I’m good in this school sometimes, in that
school I always was mean
Investigator: So you’re good sometimes in this school
SM: Yeah, I always get our class when I’m talking to my friends, I
always saying stuff to them f words, so I got excluded
Investigator: So if you didn’t like this school how do you think you’d
be?
SM: Angry
Investigator: You’d be angry?
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SM: Cos I always, cos I always get angry at my sisters and brothers,
they always get on my nerves
Investigator: So what, what types of things do they do to get on your
nerves?
SM: Like erm, punch me in the leg, trip me up so I fall, that’s how I
get angry and my- K says she wants to kill me
Investigator: She wants to kill youSM: -my sister K”

“SM: =Dirty fouling, cos some, I went tournament yesterday some
guy said the F word, he got 2 double red cards, so he’s not on, he’s
excluded
Investigator: (I acknowledges this)
SM: So I nearly said that, I said the F word the B, yeah so ( ) played
on. I got- last time I got a red card, kicking somebody in the face
while I was going to do a overhead kick, my studs, metal, they cut
upto here (S signals to where the cuts were on his face)”

“Investigator: do you think that boys and girls can get it?
CW: Yeah!
Investigator: Yeah! You think that it’s the same? What do you think,
do you think if a girl had it do you think they’d be naughty as well?
CW: [pause] Yeah, but um like if they got angry, they aren’t they’re
not gonna go punch fist holes in the walls are they?
Investigator: They’re not going to go and punch holes in the walls?
CW: °No°”
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These citations present the differences in terms of gender expectations. Both SM and CW
perceive the difference between boys and girls diagnosed with ADHD is the level of
aggression they express. They confirm this by reporting incidents from their past when
they have acted aggressively, including punching fist holes in walls, kicking someone in
the face and hurting a number of girls. This evidence is in line with a ‘gender paradox’,
ensuing that boys will show higher levels of overt-aggression compared to girls (Hess &
Hagen, 2006; Crick & Gropter, 1995):

A point raised earlier questions the impact that self-conscious emotions and emotional
arousal can have on one’s social role or identity. These exerts shine some light on potential
restrictions placed on the male participants to behave in a certain way. One explanation for
this may be that males feel unable to express their true emotions as not to be seen as a sign
of weakness or vulnerability. Both SM and CW exert pride and jealousy, almost like a
‘badge of honour’ (Kendall et al (2003) instead of exposing their self-conscious emotions
of embarrassment, shame and guilt. This interpretation is emphasised by SM reciting
previous times that he has tried to exert his power, particularly in terms of peer or sibling
interactions:

“CW: -and someone’s got to s:top me”

These findings confirm conclusions made by Kruegar and Kendall (2001) in that boys
express anger at having to achieve external goals, follow rules or conform to social
standards of behaviour. Furthermore as a way of counteracting this loss of power they
choose to withdraw or act aggressively in order to reinforce ones belief that one has
complete control over themselves and the situation (Kruegar & Kendall, 2001):
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“Investigator: So you used to argue?
Davis: yeah
Investigator: So do you argue anymore?
Davis: .hhh No because he’s 8 now and I was (.) 9 when we did it
Investigator: So you were younger when you argued?=
Davis: =yeah
Investigator: So you don’t argue as much anymore?
Davis: No cos I’m 11 (.) and that’s it

This quote highlights age-appropriate expectations, Davis succeeding that arguing reduces
throughout the ageing process. However we can see that this is a contradiction as Davis
has expressed a lack of control in trying to manage her problematic behaviours and
emotional arousal, particularly during interpersonal interactions. This indicates that Davis
is either unable to adhere to societal norms and/or standards, or she chooses not to
conform. What is not known is the impact that either of these possibilities will have on
Davis’s self-identity or self-esteem. What became clear during Davis’s elicitation protocol
was that Davis is extremely focused on being liked by others and if she believes that she is
unable to exert self-control then she may well start internalising blame and her self-esteem
could be affected:

“SM: No, they still know me, they always knock on my house and I
say no cos I’m going to the football tournament at night now at 10
o’clock, in the night so I’m sleeping there, with my friends. My
girlfriends coming to watch, that’s why she’s sleeping
Investigator: She’s sleeping at your house as well?
SM: No we’re going to Old Trafford so we get to sleep there”
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The above excerpt offers further insight in relation to societal norms and can see
restrictions being placed on SM to behave in a certain way, whether that be in terms of his
sex or his age. SM describes deviations from the norm, by staying out till late, having his
girlfriend sleep over and insinuating staying overnight somewhere in order to attend a
football game. It was my impression that SM believes that he is a lot older than his true
age, particularly in terms of the language that he uses. I understood his language and his
actions more appropriate for a young adult, rather than a 7-year old boy. My interpretation
is that this finding offers further evidence of a ‘badge of honour’ and SM being concerned
with male superiority:

These examples suggest that the individuals are able to employ their self-centred
perspectives to ensure that their self-image goes undamaged from not meeting these
rules/standards (Krueger & Kendall, 2001). Generally I noticed a lack of empathy in all of
the interactions. However what is not known is how these self-protective measures may be
impacting on the participant’s sense of self and self-concept. This disparity could be
leading the participants to adopt above age-appropriate norms and/or standards, which
leaves them unable to manage and respond to the demands of their own emotional arousal.
The repercussions of this could lead the way to a grave lack of emotional understanding
and resulting in the formation of maladaptive attachment schemas, utilising unhelpful selfprotective measures and the development of disrupted and problematic relationships.

2.4.4.2. Subordinate Theme: Caregiving Practices
Caregiving refers to how one is cared for, interacted with and disciplined:

“Investigator: So how was it different 5 years ago apart from your
mum and dad were together
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CW: Like they both treat me different nowInvestigator: -RightCW: -when they were both together, um, [pause] it was [pause] (_ _
_) So it’s like when I’m with dad I’ll get let off with most things and
with mum and [pause] when mum punishes me, she i-is worse than
what dad does [pause]”

“ CW: my mum normally sends me to my room for ages and dad just
tells me not to do it again and [pause] And then like when mum
shouts at me um [pause] mum just like gets really angry with me
dead fast, but dad just says ‘don’t do it’ and leaves me [pause]
Investigator: So what’s it like for you then when, what’s it like if
your mum shouts at you and sends you to your roomCW: [acknowledges this]
Investigator: What types of things are you thinking when you’re sat
in your room?
CW: Umm [pause] what did I do that was s:o bad”

The above excerpts highlight a lack of consistency in terms of the caregiving CW receives.
CW expresses that it was his Mum who told him that he had ADHD and that his Dad does
not agree that he has it. One way of understanding this would be to believe that a differing
opinion in terms of the validity of CW’s diagnosis is impacting on how CW is cared for,
interacted with and disciplined. Kinderman et al (2013) proclaimed that difficulties arise as
an understandable response to a distressing experience and should be viewed as a normal
reaction, rather than being termed a disorder and/or illness. The sense of sadness and selfdirected blame becomes apparent by the demeanour and tone of CW in his interview,
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particularly when he states “what did I do that was s:o bad”. My sense during the interview
was that CW somehow blamed himself for his parents separation:

“Investigator: So have your mum and dad explained to you why they
don’t think that you have it, apart from that you’re not naughty
everywhere?
Davis: They think that when I’m at my nann- mummy’s umm if I’m
at my mum’s house (then that, well like usually on Friday’s evening
I’m usually at my cousin’s house sleeping) and I’m usually good
there. But me and my cousin used to argue (Laughs) and my younger
cousin got in a cardboard box yesterday”

“Davis: my auntie does!
Investigator: does she? Is that your auntie that shouts?
Davis: No
Investigator: Another auntie?
Davis: Yeah, I’ve got loads of aunties!”

A noteworthy point is that it seems as though caregiving is seen as a shared task in Davis’s
family, challenging the point raised by Hendrick (1997) who posited that there is a general
lack of community support and that childrearing takes place in isolation. The apparent
difference of opinion in regards to Davis’s diagnosis seems to infer that she too does not
experience consistent caregiving practices even though she conveys having a large family
system. This can be seen in the difficulties articulating “Nann-mummy”, indicating the
merging of primary caregiver roles, which could be indicative of an unstable and
invalidating environment. I got the sense from Davis that she has a lot of family members
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around her; however like her peers, the relationships are not fulfilling her needs, such as
feeling close too and being supported by others:

“Investigator: So you get grounded when you mess up your room
SM: Yeah
Investigator: when you’ve been angry?
SM: I always be angry (Tapping)
Investigator: And what’s it like to be angry?
SM: Like, at school it’s like scary if you get angry in the class,
everybody kind of says stuff. I got, I got angry in the class last time,
throwing chairs about, that’s when I went on detention
Investigator: And what, what was that like then? When people were
saying things?
SM: Umm they’d never seen me do that before, my friends, and at
home, they always come to my house
Investigator: So that’s the first time they ever saw you be angry?
SM: °Yeah°
Investigator: And what did they say?
SM: Um why are you being angry at school for, cos you’ll go on
detention. So I said I wasn’t even going on detention, teachers didn’t
see it cos they were having a meeting, all of us were on our own,
getting angry at I. She pushed me, a chair was on the floor, so she
pushed me on it, then I fell, so I got angry at her”

SM describes power assertive disciplining practices, such as receiving detention at school.
Previous research believes power assertive disciplining practices and parenting styles can
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have a dramatic influence on the presenting ADHD symptoms (Moulton, 2006). These
excerpts draw attention to the impact differing opinions, parenting and disciplining
practices can have on the participants and their lived experience. What comes to light at
the end of CW’s quote is the impact these differences are having on how he sees himself,
possibly highlighting further examples of self-conscious emotions, including guilt and
shame. Martinez-Torteya et al., (2009) found that children presenting with a difficult
temperament, internalising or externalising behaviour are more likely to have been
exposed to domestic violence (DV) and maternal depression:

As already highlighted there is little known about SM and his wider family network and
both SM and his Mother appeared extremely passive and detached during the interactions.
One thing that has come to light is that SM has physical arguments and fights with his
Sister, even reporting that she “wants to kill me”. It seems as though SM chooses to
express exaggerated behaviours, male superiority and above aged language/actions as a
way of counteracting invalidating environments/ relationships.

2.4.4.3. Subordinate Theme: Role Models
The amount that ’Role Models’ were discussed and how influential these were to the
participants varied across the interviews:

“Ben: (I want - - - - - I like being a policeman)
Support person: You would like to be a policeman
Ben: Yeah, I (H writing the sentence on the white board)
Support person: Yeah
Ben: P no can
Support person: I can
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Ben: Yeah, I
Support person: I can
Ben: be, a
Support person: Yeah
Ben: police- man, that’s it (.) That’s it
Investigator: I can be a policeman
Ben: Yeah
Investigator: You’re going to write that, you’re going to copy that
now?
Ben: (B copied the sentence onto his paper) It’s a big one
Support person: It is
Investigator: It’s a big word?
Ben: Yeah I won’t fit it, (I don’t think I’ll fit it on) Done!
Investigator: So what does a policeman look like?
Ben: U:h they look like (- - ) I think they look like a soldier. He’s got
the radio there, he’s got the wack sticks in there, your pockets, you
got a torch there (- - - - ) he’s got his phone in his pocket there, he’s
got his paper there in like his shoulder bit there and his got, he’s got
loads. I can draw him. So (B draws a picture of a policeman) (1.13)
(- - wack stick - -) there
Investigator: That’s his wack stick?
Ben: He can wack someone there, he comes over and he runs, he
runs and he wacks him
Investigator: And who’s he wacking?
Ben: U:m Ben
Investigator: He’s wacking Ben?
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Ben: B e n (here’s his eye), he is, Ben’s stronger than him (Pointing
to the policeman)
Investigator: Ben’s stronger than him?
Ben: Yeah
Investigator: And your name, you’ve chosen the name for this
haven’t you
Ben: (Agrees)
Ben: He’s got sharp teeth coming out of hi big hair, hairy teeth,
there
Investigator: So who’s that? (Pointing to the policeman)
Ben: The policeman there, there’s his radio, there’s number 1,
number 2, number 3, number 4. Miss I can’t fit it in, he’s got his hat,
radio, his hat, his police hat (.) There, I can write my name in bubble
writInvestigator: You’re gonna write your name?
Ben: Yeah, gonna do it in bubble writing ( - ) My full name, so (.)
It’s well hard!!
Investigator: It’s hard to write your name in bubble writing?
Ben: Yeah
Investigator: It’s because you’ve got a long name isn’t it, you’ve got
a long surname
Ben: My mum’s got a big one (.) I can do our class in bubble writing
Investigator: You’re putting your class on
Ben: There! It’s easy!
Investigator: So that really helps me understand then what it’s like
for a policeman doesn’t it?
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Ben: I can draw a sword coming out of his hands”

In this instance, Ben signifies the importance of role models, in regards to societal
standards and gender-appropriate norms. Here you can see him talking about his
aspirations declaring, “I can be a policeman”. One interpretation of Ben’s account would
be that he is attempting to counteract a poor concept of self with a description of a
policemen and a soldier. Reciting in great detail, the distinctive uniform they both wear as
well as personal qualities, such as “running fast”, being “strong”, “fighting” and “a
sword”. Upon reflecting on this, I wondered what policeman and soldiers replicate to Ben.
Both could be seen as examples of authority, status, male superiority and power. Ben then
chooses an anonymous name, possibly trying to control how he is viewed by others/
society. During the elicitation protocol Ben played close attention to the register that was
up on the board. My interpretation of this is that a group or pack mentality offers
acceptance as well as power. During the exert Ben seeks connection with others by
referring to his “full name” and his class. The excerpt shows Ben using positive self-talk
to channel his personal goals and his abilities, opposing his possible poor concept of self
and visibly trying to counteract hopelessness about his future and aspirations:

“Investigator: Do yo:u have any role models?
CW: What do you mean?
Investigator: Like there is there anyone that you look up to? Any
famous people or grown ups in the school or? [pause]
CW: Um no
Investigator: No, so there’s not anyone that you think I hope when I
grow up ‘I’m like that’
CW: No
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Investigator: No, so what do you think you’d like to do when you
grow up?
CW: Um, don’t know”

This segment demonstrates little understanding of what role models are and no examples
of influential or respected persons in CW’s life. One elucidation could be that CW has a
limited amount of social contact with others upholding societal norms and adhering to
social standards. Another supports a sense of hopelessness in regards to the future and a
defeatist approach to any possibility of positive experiences and relationships (Krueger &
Kendall, 2001). However taking into consideration the already mentioned subordinate
themes, this could be indicative of self-conscious emotions, such as shame and
embarrassment and CW utilising self-protective measure aimed at safeguarding him from
expressing his vulnerabilities.

2.4.4.4. Subordinate Theme: Misapprehension
‘Misapprehension’ relates to the participants’ poor understanding and reporting of their
diagnosis. Within all of the interviews there was an element of poor understanding or
negative self-reporting:

“Investigator: What, what is ADHD then?
Ben: Oh yeah it’s near that hospital
Investigator: It’s near a hospital?
Ben: Yeah
Investigator: ADHD?
Ben: Yeah, that (hospital - - - - - -) that place, you know (that - - - -)
big place
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Investigator: That big place?
Ben: (Miss - - - - - - - -) (aimed at H) you know where it is?
Support person: I do, you mean that CK Unit
Ben: Yeah, yeah, (I don’t know) you know that boySupport person: -Why do you go there B, why do you go the CK
Unit?
Ben: (- - -) go there now, you know thingy? in year one? (he)Support person: ( )
Ben: No (.) it’s I think (- - ) it’s (been with him)
Support person: (Don’t know)
Investigator: So somebody else goes to the same big building
Ben: Yeah my mum does
Support person: (Are you going to tell her why you go to)=
Investigator: =The big hospital=
Ben: =My mum goes- you know the (CK Unit) my mum goes there,
u:m E no Ha goes there
Support person; Ha?
Ben: Yeah it’s not the same place as me
Investigator: So you go there together?
Ben: No I don’t
Investigator: You don’t go together=
Ben: =I go on my own, my mum pick-, drops me off there ( - place)
Investigator: So what is ADHD to you then?
Ben: Don’t know
Investigator: You don’t know?
Ben: (Agrees)
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Investigator: Could you not describe it?
Ben: No”

It became apparent that there was an underlying difficulty elucidating what ADHD
actually is. One explanation could be that Ben has not fully understood what is meant by
his diagnosis or perhaps he has not had it comprehensively explained to him. In terms of
Ben’s lived experience, his misinterpretation could be a result of his ADHD symptoms,
such as poor concentration or perhaps it is another example of a self-protective measure
aimed at protecting him against any vulnerability. Another explanation could be that Ben
has not been included in any decision making in regards to his treatment:

Secondly, Ben states that he believes his own diagnosis to be similar to his Mother’s
mental health difficulties. This could be understandable as there may well be an overlap
with symptomology. Alternatively Ben could be applying a similar rationale to this
assumption, that because he received a form through the post this means that he has
ADHD. Ben could be deciphering the diagnoses based on factors such as going to the “CK
unit” and taking medication. On the other hand, this misinterpretation could be yet another
example of ADHD being used as an umbrella term, applied to mental health across the
general population (Crittenden & Kulbotten, 2007):

“Investigator: So what can you remember then about going to the
big building?
Ben: It’s (fun, happy) I feel worried
Investigator: You feel worried?
Ben: Yeah
Investigator: When you go to the building?
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Ben: Yeah
Investigator: What’s it like to feel worried?
Ben: (.) I don’t like going to there anymore
Investigator: You don’t like going? (.) So what=
Ben: = a hundred and fifty= (Reading from artwork on the wall)”

This passage offers insight into a range of emotions following Ben’s hospital visit, initially
expressing emotions that could be seen as positive emotions or possibly indicative of how
he is expected and/or would like to feel. Ben quickly corrects himself by stating, “I feel
worried”, his language seems clearer at this moment and he is able to express that he
continues to feel worried whenever he visits. The change in reported emotions seems to
unearth an air of vulnerability and honesty, which he quickly denies and covers up by
changing the focus to nearby artwork on the wall. This example offers further insight into
Ben’s lived experience of receiving his diagnosis. It appears that he is conflicted with how
he is feeling, which could be a result of self-conscious emotions being present. This could
also exemplify a low inhibitory tolerance to emotions and illustrates further self-protective
measures, aimed at maintaining a solid sense of self and protecting against showing
vulnerability.

“Investigator: So what happened then for you to get diagnosed with
ADHD? Did you go to the doctors or did you=
Davis: My nanna found it out when I started being naughty
Investigator: Your nanna found it ou=
Davis: =yeah (.)
Investigator: So what was it like when your nanna was finding it
out? What things were happening?
91

Stephanie Leyland
Doctoral Portfolio in Counselling Psychology
Davis: She was ummm, she was ummm (.) forgot what she said now.
She said that, that she wanted it to go away
Investigator: Your nanna wanted it to go away?
Davis: [Agrees]
Investigator: And how do you feel about it?
Davis: If it does go away I’ll be (.) happy”

This appraisal highlights unrealistic expectations being placed on Davis for her long-term
prognosis, in relation to her emotional and behavioural difficulties. Terming ADHD as an
illness merely prevents the participants from developing adaptive cognitive, affective and
social responses to their behaviours/symptoms (Tekin, 2011). At the same time relieving
possible blame being placed on external influences (Moulton, 2006):

Davis’s account of what happened for her to be diagnosed with ADHD is however Davis’s
version of events. It may well be that Davis is struggling between her perception and
personal feelings of what ADHD is and what led her to receive the diagnosis. Furthermore
already mentioned has been that there are differing opinions within her support network, as
well as the differing environments in which the ADHD symptoms are most apparent.
Davis may have applied her own understanding of the events that led to the diagnosis,
which may have impacted on how she answered the question. Mikulincer (2005) believes
that the development of a healthy self-esteem is reliant uniquely upon the quality of
relationships with parental figures. Which draws attention to the need for a shared
understanding amongst her support network, as well as Davis to work through her own
understanding of her difficulties in order for the family unit to develop adaptive responses
to her behaviours and symptoms.
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2.4.5. Master Theme: Know Thyself
Up until this point firsthand evidence has been presented to shine new light onto novel
themes present within the research interviews completed. However what has become clear
by doing so, is the amount the participants internalise beliefs and preconceptions about
themselves. The next master theme is labelled ‘Know thyself’, which refers to new or
already presented quotes, to highlight further, how the participants view themselves and
discover how internal and external influences have shaped their sense of self. Ever present
was the distinction between ‘good or bad’ and ‘normal’ behaviour in the self-appraisals
made by each of the participants.

2.4.5.1. Subordinate Theme: Looking Glass Self
The ‘looking glass self’ denotes that individuals shape their own self-concept exclusively
on two things; how others perceive them and their social interactions (Baumeister &
Bushman, 2013). This is particularly relevant within this study as the participants
continually describe their sense of self and self-appraisals, in relation to behaviours and
judgments based on how others perceive them:

“Investigator: So you get grounded when you mess up your room
SM: Yeah
Investigator: when you’ve been angry?
SM: I always be angry (Tapping)”

“Investigator: So how can you tell that they’ve got ADHD?
Ben: Because that form come out the post, see it at the top
Investigator: A form came in the post?
Ben: Yeah, me
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Investigator: And what did it say on the form?
Ben: B go to CK Unit next week”

“CW: Umm, it was, it was my mum that told me
Investigator: Your mum told you?
CW: [C nods his head]
Investigator: And what did your mum say? How did she explain it to
you?
CW: Um [pause] she just told me, um said what it was and [pause]
Investigator: So what do you think ADHD is?
CW: [pause] Naughty”

These illustrations offer examples of the participants describing themselves and their
diagnosis in relation to the behaviours and judgements of others. There seems to be a
discrepancy in the participants giving answers from their own viewpoint, which could be
suggestive of the participants not being aware of their own opinions or beliefs.
Alternatively this could be due to the participants being dismissive of their own
opinions/beliefs in some way and focussing on the opinions of others. This highlights the
importance of others in the participant’s life, particularly in relation to how they are
perceived and responded to. My interpretation of this is that the participants are quick to
attribute their emotional and behavioural impairments as an illness, as this takes away any
part that they may play. In doing so this then alleviates any responsibility and diminishes
the ability to develop adaptive responses:

“Davis: -I was waving at you beforeInvestigator: -I know through the window94
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Davis: -yeah
Investigator: Yeah
Davis: But you didn’t
Investigator: I smiled, I thought you might be in class, I didn’t want
to disturb you, and because of the glass you can’t really see in the
windows from outside can you?
Davis: (Acknowledges this)
Investigator: I only saw it was you when I was up closeDavis: -coming inInvestigator: -yeah
Davis: Who did you think it was?
Investigator: I couldn’t, I could see a person, but I couldn’t see who
it wasDavis: And you say oh I know who it is!
Investigator: -and then I saw it was you! Is that what I would of said
“Oh I know who it is?”
Davis: Yea(h)h. Done it! Tidy up!
Investigator: Are you finished?”

During this interaction, what struck me was the importance of Davis being acknowledged.
Kruegar and Kendall (2001) refer to this as participants connecting their sense of self with
a remembered past self and a projected future self. The sense of self is centred on an
accumulation of past negative experiences. Davis enquires about how I viewed her through
the window, before implying that I would not be happy to see her and might hold negative
perceptions about her. This suggests that she has been viewed negatively or has
experienced negative feedback in the past and as a result she has internalised this,
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compounding a negative sense of self; therefore affecting her self-esteem. This was a very
powerful moment for me, it felt as though this was the first glimpse of a vulnerable side to
Davis, desperate to be liked and feel a sense of closeness and connectedness to someone. I
sensed that Davis feels different to her peers, which may be the reality of how she is
treated. The moment was quickly covered up with a self-protective measure, through a
change in language, tone and role reversal. Expressed by Davis wanting to change the
focus of the conversation, finish and tidy up.

2.4.5.2. Subordinate Theme: ADHD Identity
The ADHD-defined self denotes that the participant describes their own characteristics
and/or behaviours in terms of their ADHD symptoms, unable to separate their own identity
from their disorder (Kendall et al., 2003; Kruegar & Kendall, 2001). Previously presented
quotes support this:

“Investigator: So can you tell me what it was like before you got
diagnosed with ADHD
Davis: .hhhh (.) Um I was good when I didn’t have I”
“Investigator: do you want to tell me a little bit about what it was
like before you got diagnosed with ADHD?
SM: Ummm I don’t remember, cos I’d not umm, I didn’t know if I’ve
got ADHD
Investigator: You don’t know if you’ve got ADHD?
SM: No
Investigator: What makes you say that?
SM: Cos I always be naughty
Investigator: You’re always naughty?
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SM: At school and home”

“Investigator: do you want to tell me a little bit about what it’s like
having ADHD then B?
Ben: It’s boring being that
Investigator: It’s boring?
Ben: Yeah
Investigator: How is it boring?
Ben: Being ADHD
Investigator: It’s boring having ADHD?
Ben: Yeah
Investigator: What’s it like to be bored?
Ben: I don’t want to be ADHD anymore

These citations show the participants reporting their symptoms as part of their own
identities. This finding highlights the ‘conduct niche’, whereby they are preoccupied with
their moral decision-making, social status and emotional self-control (Singh & Baker,
2013). Following the diagnosis of ADHD Davis deems herself no longer good and even
after I asked SM to think about what it would be like if he no longer had the diagnosis; he
still focused his response on his ADHD-defined self, rather than behaviours that he does
not associate with the disorder. This offers the vindication that participants are unable to
separate themselves from their ADHD symptoms, which may be indicative of them
blaming themselves for a range of externalised and exaggerated behaviours. Internalised
feelings of blame could precipitate poor self-concept and contribute to disruptive and
antisocial behaviours (Houck et al., 2011; Pisecco, 2001).
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“Investigator: So can you try and imagine that then, if you didn’t
have ADHD and you weren’t naughty, what do you think your life
would be like?
CW: Boring
Investigator: Boring?
CW: °Yeah°
Investigator: So ADHD makes your lif:e, not boring?
CW: N:o it’s like um [pause] if I wasn’t naughty I’d have nothing to
do [pause]”

By CW being unable to even think of his life without his diagnosis, this highlights the
enormity of the diagnosis in his life and also his self-identity. It seems as though the
diagnosis and the symptoms actually give his life a purpose and stop his life from being
“boring”. This finding supports the research highlighted by Singh (2011) who found that
UK children worry less about ‘doing well’ and more about ‘behaving well’. CW similarly
expressed a sense of powerlessness, describing little hope for the future, positive
experiences or relationships, which confirms previous research documented by Krueger
and Kendall (2001):

It appears as though CW is unclear about his values and what is important to him,
previously implied by the lack of role models in his life. The reported hopelessness about
his future, coupled with the separation of his parents and possible inconsistent caregiving
may have resulted in CW seeking something that he can rely upon in times of need. A way
of viewing this would be that CW has conceptualised himself and his self-image around
his diagnosis and his ADHD-defined self. Another perspective may be that CW is using his
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exaggerated behaviours and ADHD identity in order to get his needs met, if without them
his life would be boring.

2.4.5.3. Subordinate Theme: Self-Appraisals
Throughout the entirety of all of the research interviews, ‘Self-Appraisals’ and judgements
about participants’ behaviours, along with their concept of self have been highlighted.
Previously presented quotes support this:

“Davis: My nanna found it out when I started being naughty
Investigator: Your nanna found it ou=
Davis: =yeah (.)“

“Investigator: So what do you think ADHD is?
CW: [pause] Naughty
Investigator: Naughty
CW: Yeah [pause]
Investigator: And how are you naughty?
CW: [pause] Umm [laughs] [pause]
Investigator: What does it mean to be naughty?
CW: Naughty
Investigator: Just naughty?
CW: Yeah
Investigator: So are you naugh:ty everywhere, or just in some
places?
CW: Pretty much everywhere”
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Both excerpts show the participants referring to being “naughty”, supporting previous
findings by Travel and Visser (2006). However the participants are unable to elucidate
what is meant by the term:

“Investigator: Do you think you would be different or the same, if
you didn’t have ADHD?
CW: [pause] Um [yawns] [pause] different
Investigator: You think you would be different?
CW: Yeah
Investigator: How would you be different?
CW: Cos I wouldn’t be naughty soInvestigator: You wouldn’t be naughty?
CW: -not as bad as now [pause]

“Investigator: So you get angry when your mum says no
SM: Yeah
Investigator: So how do you think it’s different then for someone
that’s got ADHD and someone that’s not got ADHD, if their mum
was to say no to them. How do you think they’d act?
SM: Good
Investigator: They’d act good, even if their mum had said no to
them. So what would they do then if their mum had said no to them?
SM: Listen, listen to them and go to bed early
Investigator: And is that different to how you are?
SM: Yeah”
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Both participants are able to clarify that they would be different if they did not have the
diagnosis of ADHD. Their own accounts suggested that there would be changes with
regard to behaviours displayed and an improvement in emotional self-control. These
statements offered a new appreciation and empathy for how the participants view
themselves. I sensed a degree of shame and embarrassment for their expressed ADHD
symptoms and a desperation to be able to manage their urges:

“Investigator: do you want to tell me a little bit about what it’s like
having ADHD then B?
Ben: It’s boring being that
Investigator: It’s boring?
Ben: Yeah
Investigator: How is it boring?
Ben: Being ADHD
Investigator: It’s boring having ADHD?
Ben: Yeah
Investigator: What’s it like to be bored?
Ben: I don’t want to be ADHD anymore
Investigator: You don’t want to be ADHD anymore?
Ben: °No°”

Ben’s tone suggests an element of embarrassment and shame, highlighting the negative
sense of self and undesirability that comes from enduring the label of ADHD. Following
Ben’s interview he states that he “is not brain damaged”, this comment from Ben shows
the strain his diagnoses has had on how he views himself, focusing his self-descriptions on
inadequacy (Kendall et al., 2003). Additionally there is the sense of hopelessness, that Ben
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can’t even imagine himself without the diagnosis. Even after I try and encourage Ben to
expand on ADHD being boring, he continues with his point to demonstrate the
significance that it has had on his sense of self.
This dossier thus far has presented the three master themes of Humiliative Fury, A Social
Institution and Know Thyself. These themes have been presented along with the supporting
subordinate themes, as a way of exploring the lived experience of children who have
received a diagnosis of ADHD. In line with the chosen methodology, the study aimed to
focus on the lived experience of the participants and where appropriate the detailed
examination of participants’ experiences and how participants make sense of their
experience were revealed and augmented. However due to the age of the participants and
their limited language, as well as their understanding and self-awareness, this was a
struggle at times. This can be seen in the level of disparity and variation used in the
presented quotations for each subordinate theme. As the researcher I adopted a tentative
style, focussing on the meaning- making of the participant, rather than pursuing my own
agenda and getting caught up in my own sense- making (Smith, Flowers & Larkin, 2009).
Quotations were provided with this in my mind, solely with the purpose of supporting the
master and subordinate themes. In addition, some context was given around each quote in
order to aid the reader in their understanding. This has led to some quotations being
replicated; however this could not be avoided, as certain extracts signify more than one
theme.

2.5. Findings in relation to the Research Questions
This research study was developed to offer further understanding in relation to four
research questions. The first question was “How do children diagnosed with ADHD
think/feel/appraise their diagnosis?” This question was articulated to gain insight into how
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the four participants in this study appraise their ADHD diagnosis. Relevant examples of
their appraisals have been discussed throughout the findings. Interestingly it became
apparent that all of the four participants had difficulty separating their own identity from
their disorder. In some cases it seemed that ADHD had some benefits, being worn as a
‘badge of honour’ or as a way of gratifying an unmet need by ensuring the desired amount
of attention from parents/carers and teachers is obtained. Common appraisals were around
‘good or bad’ and ‘naughty’ behaviour, paying particular attention to behaving well, rather
than doing well. Participants also expressed emotional dysregulation, markedly in terms of
managing self-conscious emotions, conveying an inability to manage their own
exaggerated and externalised behaviours.

The second research question was “How does a diagnosis of ADHD impact on a child’s
sense of self?” This question was formulated to explore specifically how a diagnosis
impacts on the participant’s sense of self. Self-protective strategies were discussed and
evidenced throughout the study as a way of responding to the demands of the interviews,
manage emotions, regulate self-esteem and maintain a solid sense of self. During the
interviews, powerlessness and hopelessness were considered in terms of current, as well as
future experiences, opportunities and relationships. The four participants reported a
negative sense of self and expressed a general undesirability about being labelled with the
ADHD diagnosis. Consequently ADHD was deemed as something that separated them
from their peers and in terms of behaviour management, something that is outside of their
control. This resulted in the participants struggling to develop adaptive responses to their
difficulties and can be seen in their inability to self-soothe and manage emotional arousal.
Furthermore the participants continually describe their sense of self and self-appraisals, in
relation to behaviour and judgements based on how others perceive them.
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The third research question “Does anything/anyone influence an ADHD child’s lived
experience of their diagnosis?” aims to offer a detailed exploration of the participants’
personal lived experience of their diagnosis. Participants expressed a sense of shame,
inadequacy and internalised blame, in regards to moral decision-making, social status and
emotional self-control. In terms of others influencing their lived experience, participants
made reference to not receiving the desired amount of attention from parents/carers or
teachers. There did seem to be a general lack of consistency in terms of caregiving
practices. Supporting the finding that power assertive disciplining practices, parenting
styles and problematic relationships with peers and siblings, can have a dramatic influence
on the emotional wellbeing and resilience of participants, as well as the degree of
presenting ADHD symptoms. Additionally it did emerge that participants did have
difficulty empathising with others. Possible explanations for this could be due to a limited
amount of social contact with others, a trait associated with the disorder or a further
protective strategy adopted by the self.

The fourth research question guiding the empirical study was “What roles do others play
on the diagnosis/treatment/day-to-day management of ADHD?” Throughout the
interviews it quickly transpired that there was an element of poor understanding, both in
the participants and their families. Examples of unfair and unrealistic expectations being
placed on participants to get rid of their problematic behaviour can be seen throughout the
findings. Which led to further negative self-evaluations being made by the participants.
Opinions and judgements held by others in terms of the diagnosis were either unchallenged
and accepted or rejected by the participants. All four participants expressed an element of
comparing themselves to others, differing in terms of role models. Societal standards were
used as further evidence that the participants’ problematic behaviours goes against the
expectations placed upon the children of today. Suggesting that they were in some way
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different and if they do not confirm to these standards then this was detrimental to the
participants’ sense of self and self-esteem. Relationships with peers and siblings were seen
to have a dramatic influence on the emotional wellbeing and resilience of the participants.
Sibling relationships were discussed in a volatile manner and seemed to highlight further
unhelpful ways of managing emotional arousal.

The evidence provided highlights specific rules and societal norms that the individuals are
aware of; however both also provide examples of when these social rules and standards
have not been followed due to a lack of self-control or inability to tolerate self-conscious
emotions or emotional arousal. Previous research suggests that rarely were siblings
perceived as caring companions, describing their relationships as up and down (Kruegar &
Kendall, 2001). This finding is problematic, as Singh (2011) noted a substantial reliance
upon peers to resolve playground conflicts, either through standing up for the individual or
talking them down from possible altercations. Mastoras (2013) found that peer support was
extremely important when looking at the emotional wellbeing and resilience of children
diagnosed with ADHD. Deficits in peer and sibling relationships offer further insight into
the lived experience of an ADHD diagnosis, highlighting possible areas to improve poor
outcomes for the future:

2.6. Theoretical Implications
The master theme of ‘Know Thyself’ emerged whilst conducting this empirical study,
referring to the strong sense of how participants view themselves and their sense of self.
Ever present was the distinction between ‘good or bad’ and ‘normal’ behaviour and
negative self-appraisals being made by each of the participants, highlighting how the
difficulties experienced can affect how the participants see themselves and their ability to
manage these difficulties. This finding corroborated previous research regarding the
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ADHD defined self (Kruegar & Kendall, 2001; Kendall et al., 2003; Travell & Visser,
2006) and how the participants’ self-concept and self-esteem has been affected (Barber,
Grubbs & Cottrell, 2005; Singh, 2011).

A further master theme that has been uncovered during this study and brought to light
whilst completing a review of the literature, was the theme of ‘Humiliative Fury’. Singh
(2011) discussed ADHD as a disorder of anger and aggression and explored how selfregulation and behavioural self-control is a cognitive skill as well as being linked to moral
behaviour. Investigation into the four participants’ lived experience underlined emotional
dysregulation and emphasised the self-protective strategies that they have adopted to try
and manage emotional arousal and maintain a solid sense of self. Supporting a specific
deficit when managing self-conscious emotions, which in turn leads to the development of
negative self-attributions and evaluations.

Whilst developing this study, it was a conscious decision to concentrate on the lived
experience of the children diagnosed with ADHD, as I believe that the views and
perceptions of the parents/carers/teachers and professionals have already been widely
documented. However what became apparent during the study is the significant impact
others have on the participants’ lived experience.

The master theme of ‘A Social Institution’ captures the importance of caregiving practices,
societal standards, misapprehensions and role models. Throughout the interviews societal
standards in relation to age and gender appropriateness were found, supporting previous
research conducted by Kruegar and Kendall (2001) and Kendall et al (2003). Lewis (2011)
documented that as part of the development of the self-concept, all children go through the
process of incorporating standards, rules and goals, which takes place exclusively through
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direct learning and observation. Stressing the importance of observation and learning for
the participants’ development, particularly in how they manage their emotional arousal.
Furthermore the general lack of understanding and awareness reported by the participant
and their parent/carer, in regards to the level of emotional and behavioural difficulties,
ensues unrealistic expectations being placed on the participants for their long-term
prognosis.

Another finding that became clear was the level of blame and responsibility placed on the
participants for their problematic behaviour. The term disorder has been used through the
writing to infer the existence of a set of clinically recognisable symptoms or behaviours
associated with a person’s distress and an interference with personal functions. In addition
the subordinate theme of maladaptive attachment schemas have been used to highlight the
presence of self-defeating emotional and cognitive patterns that begin early in development
(Rafaeli, Bernstein and Young, 2011). This raises the broader contextual issue highlighted
by the social model of disability in relation to mental health. The social model of disability
proposes systematic barriers, negative attitudes and exclusion by society leads to a person
being defined by society. The model recognises that some individuals may have difficulties
in physical, sensory, intellect or mental capacities: however this does not lead to disability
(Oakley, 1972). Disability is indicated when society fails to take into account individual
differences (Oakley, 1972). The term disorder and maladaptive are used throughout this
writing to promote the fundamental matter of equality and also reduce the amount of blame
and responsibility being placed on individuals for their problematic behaviour. I believe
that the terms are warranted to pave the way, hopefully to disable already existing barriers.
To not only foster a shared understanding, but also promote inclusion for the individuals
and families dealing with emotional and behavioural impairments, rather than pursuing a
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strategy of mental cure (Shakespeare & Watson, 2002), ‘disease’ and ‘illness’ (WHO,
1993).

The biomedical disease model considers mental disorder an illness and therefore sees it as
treatable (Tekin, 2011). This ethos may prevent the participant from developing adaptive
cognitive, affective and social responses to their behaviours/symptoms. Furthermore this
may result in more complex explanations for the participants’ problematic behaviours
being required, rather than it being seen as an understandable response to an invalidating
experience or environment (Kinderman et al., 2013). Adaptive or maladaptive schemas are
shaped from early experiences and are compounded throughout life (Young, Klosko &
Weishaar, 2003). Unmet needs directly impact on the participants’ schemas, which then
affect their self-esteem development and ability to self-soothe (Banai, Shaver &
Mikulincer, 2005; Kendall et al., 2003).

The amount of psychosocial factors that influence the participants’ emotional wellbeing
also shed some light on the amount the participants internalise their ADHD symptoms.
There was an undeniable sense of shame, blame and inadequacy throughout the interviews,
with an inability to express these feelings, preferring to skim over them by using a variety
of self-protective strategies. Glimpses of vulnerability paved the way for innovative
themes to emerge, one being the theory of the ‘looking glass self’. The interviews provided
evidence of participants shaping their self-concept on how others perceive them and their
social interactions with them (Baumeister & Bushman, 2013).

2.6.1. Implications for working with Children Diagnosed with ADHD
The main aim of the research study was to gain further insight into both the understanding
and experience of children diagnosed with ADHD. As previously highlighted there is little
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attention given to ADHD as a lived experience and even less in terms of the child’s
experience and voice (Brady, 2014; Singh, 2011). Prior to this research study, there was an
overwhelming wealth of literature that makes recommendations for treatment based on the
opinions and views of parents, teachers and clinicians, rather than hearing from the young
people themselves. This research study has bridged a significant gap in recognising the
voice of the young people managing these emotional and behavioural difficulties

When applying these findings to therapeutic work with children managing a diagnosis of
ADHD there is a need for a comprehensive and multi-factored assessment, to gain further
understanding and insight into what life is like for the individual. In order to understand
the nature of the difficulties and minimise their negative influence, other contributory
factors must be explored, ranging from invalidating environments to interpersonal
relationships.

As part of this working model, elements of family therapy and behavioural programmes
may be required. I propose that this shared responsibility for problematic behaviour will
help parents/carers to see that it is an understandable response and a way of managing an
invalidating experience or environment, rather than an illness that can be treated.
Furthermore there is a need to highlight to the parents/carers that ADHD symptoms vary
throughout the lifetime and are influenced by environmental and interpersonal factors. If
the invalidating environment or interpersonal factors that are compounding the problematic
behaviour do not change, then this will further maintain the difficulties and have a negative
impact on the behaviour and long-term prognosis.

A desired outcome of increasing the understanding and awareness of ADHD would be to
reduce individuals being held responsible for their problematic behaviour, which in turn
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would diminish the amount of blame and shame that can be caused by a diagnosis.
Moreover protecting the self-esteem and sense of self of the children managing their
diagnosis.

In terms of the interventions and skills to be used with children exhibiting behavioural and
emotional difficulties play therapy is a helpful tool as this is a natural form of expression
for children enabling them to communicate their feelings effectively, without judgment or
prejudice (Axline, 1947, as cited in Hughes, 2010). Play enables the therapist to
momentarily enter the child’s world with a temporary equalisation of power where the
child can explore difficult feelings or emotions and develop their social skills, problemsolving abilities and self-esteem.

Alternatively I believe that emotional regulation skills would be useful to offer ways of
managing emotions, particularly in terms of self-conscious emotions and emotional
arousal, such as managing interpersonal conflict and stress, tolerating uncertainty and the
fight or flight response. Exploration into promoting empathy and the implications of their
behaviours on others would be useful, as well as exploring their unhelpful protective
strategies. Improving moral and cognitive development would contribute to the
enhancement of self-esteem and social adjustment (Otero & Cabrera, 2013). These
interventions have already been targeted in the ‘Stop and Think’ program to improve
concentration and reflective skills (Doggett, 2004; Kendall, Padever & Zupan, 1980) and
should be made widely available to reduce problematic and anti-social behavior.

There is also evidence that Mindfulness training can significantly improve ADHD
behaviours and advance mindful awareness (van der Oord, Bogels & Peijnenburg, 2012).
In addition to this self-soothing techniques could be adopted to teach children the basic
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skill of soothing their own distress to improve their resilience and emotional well-being,
alongside reducing the amount of internalised blame and self-criticism that they
experience.

2.6.2. Contributions to the field of Counselling Psychology
I believe counselling psychologists’ skills are perfectly matched to provide holistic and
therapeutic work with children managing a diagnosis of ADHD. This point is discussed
further in Chapter 3- Critical Appraisal.

2.6.3. Practical and Policy Implications
This study was devised with the purpose of providing participants within a marginalised
group with an opportunity to share their personal experiences of ADHD and more
specifically to find the key thematic components of the phenomenon and their personal
experience (Quinn & Clare, 2008). This was deemed necessary as there is little attention
given to ADHD as a lived experience and even less in terms of the child’s experience and
voice (Singh, 2011). Mayall (2001) believed that in order for the social order to be fully
understood, all members and social groups must be given ample opportunity to participate.
The overall need that emerged from the study was that children are undoubtedly struggling
to manage their diagnosis and the implications this has on their sense of self. Children
managing emotional and behavioural difficulties require a safe place to communicate their
feelings effectively, without judgment or prejudice.

I believe that by increasing the understanding and causal explanations for ADHD and
rather than seeing it as an illness, it is perceived as an understandable response to an
invalidating experience or environment, there will be less of a stigma within society. Fixed
and rigid beliefs in relation to social standards have been seen to further compound the
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emotional and behavioural difficulties, resulting in an affected self-esteem and sense of
self in the very children that need our support and encouragement most. Compassion,
safety, stability, nurturance, empathy, shared feelings, acceptance and respect are needed
to provide adequate emotional support for children managing this very environment or
experience.

By completing this research I hope that as much effort goes into supporting the children
diagnosed with ADHD and their emotional well-being as currently goes in to managing
their outwardly expressed behavioural difficulties.

2.7. Review of Methodology
This empirical study utilised the IPA methodological approach devised by Smith et al
(2003, 2009). This study aimed to explore in detail participants’ personal lived experience
of ADHD and how participants’ make sense of that personal experience. IPA was chosen
for this study due to the phenomenological underpinnings, paying particular attention to
the lived experience of the individual and the meaning they place on their experience.

As set out in Smith (2011a) the following criteria is needed to ensure that this study is
deemed ‘acceptable’ in the IPA quality evaluation guide. The criterion includes clearly
subscribing to the theoretical principles of phenomenological, hermeneutic and idiographic
inquiry. Secondly the entirety must be transparent so the reader can see what has been
done, showing coherence, plausibility and interesting analysis. Finally sufficient sampling
must show density of evidence for each master theme.

IPA was deemed appropriate, as I wanted the participants to have the maximum
opportunity to express and make sense of their lived experience. The study used a sample
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size of four participants which is in line with an idiographic approach concerned with
understanding particular phenomena in particular contexts and representative of a
perspective, rather than a population (Smith, Flowers & Larkin, 2009). This being said and
in light of IPA’s primary concern being the detailed account of individual experience, the
findings from this research study are only transferable to the defined group for whom the
research questions are significant. Transferability to individuals in similar contexts needs
to be evaluated on an individual basis.

2.8. Strengths, Limitations and Future Recommendations
The strengths of this empirical study lie in the way the investigation was devised and
carried out, with the aim to gain rich, in-depth analysis from a defined group for whom the
research questions are significant (Smith & Osborn, 2003). Through idiographic inquiry it
is possible to make specific statements about the four participants that took part in the
research, giving precedence to the participants’ meaning-making of their lived experience
(Smith, Flowers & Larkin, 2009).

To ensure trustworthiness and applicability, Williams-Nutt and Morrow (2009) suggest
three categories of trustworthiness; integrity of data, balance between reflexivity and
subjectivity and clear communication of findings. The integrity of data is evident in the
study shown by the clear articulation of the method of inquiry and through detailed
referencing of the interview schedule and design. In terms of subjectivity and reflexivity, a
reflexive section has been noted to acknowledge and explore my own viewpoint to remain
self-aware and indeed self-reflective, as well as employing bracketing and journaling
throughout. And finally, clear communication has been ascertained by depicting the
context, purpose and the application of the findings. Interpretations have been highlighted
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and supported by participants’ quotes, together with findings being clearly associated with
previous findings and the original research aims.

The acceptability of the study was attained in relation to the theoretical principles of IPA,
using the quality evaluation guide (Smith, 2011a). Sufficient evidence was used to show
the density of the evidence and the degree of recurrence was employed to ensure that only
the themes present in over half of the research interviews were used (Smith, Flowers &
Larkin, 2009); however the study presented one-sided data from two participant groups,
i.e. males and females. The ratio of males to females was three to one. This was also found
in research conducted by Singh (2011) which resulted in an under representation of
females. A possible reason for this is that girls are less likely to have ADHD, but when
they do their impairments are more severe (DuPaul et el, 2006). According to Smith
(2011a) the acceptability of this paper would have improved if the study only used one
participant group or the sample size consisted of an equal number. In line with Smith’s
published requirements (Smith, 2011a), the study offers a well-focused and in-depth
analysis of the participant’s lived experience, which offers an engaging and interesting
topic.

In line with IPA’s orientation, a small, homogenous sample for whom the research
questions would be meaningful, was used for this study (Smith, Flowers & Larkin, 2009).
Purposive homogenous sampling was adopted to gain rich, in-depth analysis of four
participants, all of similar demographic and socioeconomic status. A key limitation is that
the study comprises a small sample; however this enables a detailed exploration of the
lived experience and multiple perspectives of interest.
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A potential limitation is that an ADHD diagnosis rarely exists on its own (Baldwin &
Dadds, 2008; Humphreys, Aguirre & Lee, 2012; NICE, 2008; Pfiffner & McBurnett, 2006;
Rzepecka, et al., 2011; Semrud-Clikeman et al., 2010), coexisting with other conditions,
such as oppositional defiant disorder, conduct disorder, learning disorders, anxiety,
depression, epilepsy and speech disorders (Baldwin & Dadds, 2008; Humphreys, Aguirre
& Lee, 2012; NICE, 2008; Pfiffner & McBurnett, 2006; Rzepecka et al., 2011; SemrudClikeman, et al., 2010). This increases the symptoms experienced and may interfere with
the participants’ level of engagement in the interviews. As a result comorbidity makes it
difficult to narrow down the lived experience specifically in relation to the deeper,
experiential level of an ADHD diagnosis. Consequently offering further evidence that the
key symptoms are indicators of many underlying medical, emotional and psychosocial
conditions. Therefore ADHD is unlikely to exist as an identifiable ‘disease’ (Furman,
2008) and can be better explained with reference to psychosocial influences (Kinderman et
al., 2013).

As previously noted there has been a plethora of studies conducted using quantitative and
qualitative methods to explore the experiences, perceptions and views of young people
diagnosed as having ADHD (Kendall et al., 2003; Kruegar & Kendall, 2001; Ohan &
Johnstone, 2005; Singh, 2011; Travell & Visser, 2006). However little research has been
carried out to ascertain how children diagnosed with ADHD, think and feel about
themselves and their diagnosis, especially in terms of their self-concept, gender, age and
ethnicity (Houck et al., 2011). Qualitative research was deemed appropriate and IPA was
adopted in the interest of granting comprehensive access to a particular perspective on the
phenomenon under investigation (Smith, Flowers & Larkin, 2009).
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Recommendations for future research would be to carry out studies comprising equal
participant groups, in both females and males. Furthermore adopting a typical IPA
approach advancing on the findings from this study, to build a picture for larger
populations (Smith, Flowers & Larkin, 2009). An area, which would produce more
information in terms of the key thematic components emerging from this study, would be
to interview practitioners already working with children diagnosed with ADHD. Research
could be aimed at exploring key areas and themes that arise for them during their
therapeutic work and improvements in the children’s problematic behaviours. In terms of
invalidating environments and experiences, there is the need to explore other comparable
issues that are going on within children’s lives, which may be impacting on their
experiences. In addition to this longitudinal research would provide further evidence of the
benefits of family therapy and behavioural programmes, to compare the functioning of the
children before and after a therapeutic intervention.

2.9. Conclusion
There has been very little attention to ADHD as a lived experience (Singh, 2011), and even
less taking into consideration the children’s own views, wishes or feelings when it comes
to their diagnosis. A review of existing literature offered an overview of the theories and
research previously conducted and highlighted a lack of consistency and heavy reliance
upon professional judgment when diagnosing the disorder. The review of literature
identified differing accounts of how individual predispositions and environmental
surroundings have shaped how the children experience their diagnoses and causal
explanations for their emotional and behavioural difficulties. There is an abundance of
multimodal and holistic approaches available for this population; however there is still a
heavy reliance upon pharmacological treatments and the biomedical disease model.
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Pharmacological treatments have been found to be useful for managing the symptoms of
ADHD but are less likely to improve functioning (Antshel, 2015).

This study was developed with the aim of focusing solely on the lived experience of
children with ADHD and exploring their opinions, views and experiences regarding their
diagnosis. Results from the empirical study lead to a number of key thematic components
emerging from the phenomenon and the participants’ personal experiences. Including the
concept of self, management of emotions, cultural and contextual influences and
internalisation of blame and negative self-appraisals.

The key finding from this research, is that it has offered further understanding into aspects
of the participants’ sense of self and new ways of working with the participants emotional
and behavioural difficulties, to improve their emotional well-being and resilience for the
future.
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Chapter 3 Critical Appraisal
To begin to critically appraise this research dossier and empirical research I start this
writing from the very beginning. This aims to walk the reader through the development
process of this study and provide a first-hand experience of how my own clinical practice
has been shaped when working with this client group. Furthermore I will discuss how the
research findings contribute to the knowledge base of counselling psychology. Verifying a
point raised earlier in the portfolio, I believe counselling psychologists’ skills are perfectly
matched for working with children managing ADHD symptoms and problematic
behaviours. In order to advance previously polarised and medically orientated ways of
working with the children of today.

It was during a lecture conducted by an educational psychologist that I decided on my
research topic. The psychologist exuded such knowledge about the subject area and what
struck me the most was his passionate nature about what clearly seemed morally wrong to
medicate such young children with no idea about the possible long-term side effects.
Children as young as four, are being regularly medicated to provide what seems like a
‘quick fix’ for undesirable and unmanageable behaviours. This went against all of the
reasons why I had set out to become a counselling psychologist. It seemed as though
children were not being listened to, they were being medicalised. This did not deal with the
possible factors which may have led to their problematic behaviours, or provide them with
other ways of managing their difficulties, but in truth only suppressed a range of emotions,
feelings and behaviours that they would one day have to overcome.

As a counselling psychologist I prioritise and hold with the upmost importance the helping
relationship and support a move towards a humanistic value in the professional-client
relationship. Moreover I see a shift from responding to sickness and pathology, prioritising
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facilitating well-being and an increase in self-awareness (Woolfe, 1990). Through my
therapeutic work with children I soon realised the benefit a therapeutic space and a trusting
relationship could have on the functioning of a range of children each presenting with
differing problems. It is with this in mind that I decided to interview children that had been
given a diagnosis of ADHD, to gain greater insight and clarity into their diagnosis from
their perspective. By gaining a greater understanding of how the child actually feels about
themselves and their personal attributes, applying a helping relationship, hopefully leaning
away from the medicalising and pathologising of children.

I encountered varying difficulties in the development of my study, particularly in regards
to recruiting my participants. I understand why children are classed as vulnerable
participants and more stringent ethical approval is warranted, however this made the
interview process quite challenging and drawn out. Schools were reluctant to take part in
the study and allow me access to contact parents. Even after the schools agreed to take part
there were more hurdles to overcome. Firstly, I was surprised to find out the number of
children who have been given a formal diagnosis of ADHD. In the majority of schools this
usually only equated to two or three. After this stage there were then the amount of parents
who did not want their children to take part. This impacted on my research, adding months
on to my expected submission date and resulted in me changing my methodology from a
grounded theory approach to IPA. On reflection I think that IPA suited my research
questions and aims better, as it allowed for the detailed exploration of the child’s lived
experience, rather than trying to devise a theory.

After the parents and the children had agreed to take part, it was then over to me to conduct
the interviews. I then faced different challenges, particularly in terms of managing my
differing role from practitioner to researcher. This became apparent when the participants
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started to talk about how they view themselves and how they experience their relationships
with their family and friends. This was difficult for me to remain in the researcher role,
rather than utilising the helping relationship and offering them interventions and
techniques to improve their emotional well-being. Generally speaking the interviews
offered numerous talking points and the phenomenon under investigation was explored.
Nevertheless it was difficult for me to only see the children once and to not offer any
further input. I was able to utilise my personal journal and supervision to work through this
and explore this fully. And I do find working with children the most rewarding of my
clinical work; in spite of this I do find that I have to remain extremely mindful of my
boundaries and where my role as a practitioner ends.

The process of transcription allowed me to fully immerse myself in the data and the
emergent themes, however this being the first time that I had utilised a qualitative method
of inquiry it was an extremely challenging one. I found that the emergent themes had
common links and each time that I looked at them and I tried to group them together, I
contradicted myself or saw something different that I wanted to expand on. This was an
extremely frustrating time and one that seemed to go on for a lot longer than I had
originally expected. Looking back now I can see that that was a process in itself and one
that has only added to the applicability and in-depth analysis that only makes the research
more interesting and relevant to read.

By completing this research, I trust that I have invigorated therapeutic work with children,
particularly children exhibiting emotional and behavioural difficulties, such as ADHD. I
hope that I have encouraged Counselling Psychologists to consider completing some work
with this population. Adopting a holistic working model, incorporating elements of family
therapy and behavioural programmes and placing the ‘helping relationship’ at the heart of
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what we do. I hope that I have opened the eyes of the parents/carers, teachers and
professionals a little wider advocating a shared responsibility when it comes to managing
problematic behaviour. I urge that we see externalising and exaggerated behaviour as an
understandable response to an invalidating experience or environment, rather than an
illness. I hope that I have achieved what I set out to do, to enable the voice of the child to
be heard, to promote well- being and reduce suffering.
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• use of instruments or tests involving sensitive issues.
• participants are recruited from vulnerable populations, such as those with a recognised clinical
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Rationale and Expected Outcomes
Attention deficit hyperactivity disorder (ADHD) is the most frequently diagnosed behavioural
disorder in children (Krueger & Kendall, 2001), affecting mostly boys (Diamantopoulou,
Henricsson & Rydell, 2005). However, there are no specific cognitive, metabolic or neurological
markers and no medical tests for ADHD (Timimi & Taylor, 2004). This has led to a certain amount
of ambiguity about what ADHD is and how it can be diagnosed and managed. This can be seen in
the hugely differing prevalence rates being reported, ranging from 0.5% to 26% of children
(Timimi & Taylor, 2004).

The DSM-IV-TR identifies ADHD as prevalent “when problems with attention, hyperactivity and
impulsiveness develop in childhood” (American Psychiatric Association, 2000). Conversely, the
same primary symptoms used to diagnose ADHD are also characteristic of gifted children. Gifted
children often exhibit ‘restless energy’ that could easily be mistaken with hyperactive behaviour.
Elaborate visualisation, fantasy, or imaginative thinking could be misdiagnosed as inattentive
behaviour. And, gifted emotional expression and sensitivity to touch could be misconstrued for
over-reactivity (Webb, 2000). Further to this, gifted children may exhibit impatience, boredom and
omit crucial details, seen in children exhibiting ADHD symptoms as inattentive or forgetful (Flint,
2001; Sales, 2000; Web, 2000).

Furthermore, research suggests that children experiencing trauma are more likely to be diagnosed
with ADHD than post- traumatic stress disorder (PTSD) (Famularo, Fenton, Kinscherff &
Augustyn, 1996). Children may actually be misdiagnosed with ADHD due to the overlap between
symptoms (Weinstein, Staffelbach & Biaggio, 2000).

As well as the ambiguity around the definition and diagnosis criteria, there is substantial
controversy around the widespread use of stimulant medication for ‘treating’ ADHD (Doggett,
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2004). Long-term use of medication during childhood has been shown to increase future risk of
substance abuse by over 50% (Sales, 2000).

To summarise, “concerns are being raised about the welfare of children, some believe that normal,
exuberant childhood behaviours are being pathologised and mislabelled as diseased as an aspect of
the profit-driven and oppressive nature of living in a capitalist society” (Kendall, Hatton, Beckett &
Leo, 2003, p116). Regardless of the widespread argument, ADHD does exist and the children and
families who are living with this diagnosis on a daily basis are in need of a compassionate society
to support them, rather than being victimised by further debate over the authenticity of the
diagnosis (Kendall et al., 2003).

ADHD has received significant global research attention (Timimi & Taylor, 2004), based on
subjective accounts and predominantly bio-behavioural views (Goodman, 1997 cited in Timimi,
2008). Arora and Mackay (2004) express concerns that outcomes of the children and young people,
are judged on the effectiveness in reducing undesirable behaviours, rather than gaining the
understanding of how the child actually feels about themselves and their personal attributes.
Following this, there has been a plethora of studies conducted using quantitative and qualitative
methods to explore the experiences, perceptions and views of young people diagnosed as having
ADHD (Travell & Visser, 2006; Ohan & Johnstone, 2005; Kendall et al., 2003; Kruegar &
Kendall, 2001). However, there still appears to be gaps in the existing knowledge about how the
child actually feels about themselves and their personal attributes. To date research has highlighted
significant differences between the subtypes of ADHD, (Semrud- Clikeman, Walkowiak, Wilknson
& Minne, 2010) and gender (Lehtinen, 2011; Ek, Westerland, Holmberg, & Fernell, 2008; Ohan &
Johnstone, 2005; Krueger & Kendall, 2001). Crick and Grotpeter (1995) found that there were no
differences in the levels of aggression between boys and girls, but they expressed aggression
differently. Girls more likely to harm or disrupt relationships with others, whereas boys are more
likely to physically aggress or threaten. Ohan and Johnstone (2005) found gender differences in the
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manifestations of childhood attention and disruptive disorders and the role of parents and mental
health professionals were bias in diagnosing disorders due to ‘gender appropriateness’.
Additionally, another area brought to the author’s attention by Kendall et al (2003) is the “meaning
and identity of ADHD” and the self-appraisals made by children. African American children used
the word “bad” to describe ADHD, Hispanic children used terms such as, “trouble” and “getting
into trouble”. And, Caucasian children were the only children to mention being “weird” or
“whacko” (Kendall et al., 2003). Travell and Visser (2006) found that only half the young people
interviewed agreed with their diagnosis and taking medication led to difficulties regarding their
identity and perceived control over their lives. In spite of the global research attention of ADHD,
there has only been limited qualitative exploration into young people’s views.

The aim of this research is to further identify the experiences, perceptions and views of children
diagnosed as having ADHD. In particular, in regards to the children’s development of self, in view
of any gender expectations or sex-role modelling influencing the child’s experiences or
presentation and the child’s own self-appraisals regarding their ADHD.

Expected outcomes of the study would be to find some commonalities in how a child with ADHD
view themselves and how they appraise themselves, their behaviours and experiences in
accordance to their gender and cultural background. However, to avoid exclusivity to one specific
preconceived theory or hypotheses the researcher will wait for the appropriate theories to emerge
(Glaser & Strauss, 1967). The research hopes to gain greater insight and clarity into ADHD and
possibly identify some explanations for the diagnosis. By gaining a greater understanding of how
the child actually feels about themselves and their personal attributes in order to improve emotional
well being, resilience and hopefulness for children in the future.
Methodology
Materials
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The interview agenda remains flexible to engage the developmental age of the participant (Grieg,
Taylor & Mackay, 2007) and to ensure the approach is open to development and change,
depending on what the participant brings to the interview (Hollway & Jefferson, 2000). Example
interventions could include drawing how a child feels or using puppets to tell their story (these will
be kept/noted in field notes). All interviews will be recorded with a digital audio recorder and once
completed will be transcribed in a typewritten format. The transcribed interviews and field notes
will then be used to commence analysis.
Design
Interpretative phenomenological analysis (IPA) will be utilised, focusing on exploring the
experience of ADHD in it’s own terms. IPA is “committed to the examination of how people make
sense of their major life experiences” (Smith, Flowers and Larkin, 2009, p.1), deeming the flow of
experience an automatic, unselfconscious part of everyday life (Smith, Flowers and Larkin, 2009).
Qualitative interviews have been selected because of their effectiveness of obtaining direct data of
how people experience their world (Kendall, 1999) and a narrative approach to ensure the
researchers main responsibility is to be a good listener and the interviewee is a story-teller rather
than a respondent (Hollway & Jefferson, 2000). The author hopes to unearth ‘silences’ which
reflect the unsaid or unshared aspects of how the participants’ beliefs, values and experiences affect
their health and life chances. By exposing these ‘silences’, in order to improve individual and
group understanding of children’s health behaviours
Procedure
The research will involve an initial purposive sampling approach (Arghya, 2012) to select research
participants significant to the research aims. Following selection, a letter will be provided to the
parent/carer along with an information sheet and consent form. As soon as the parent/carer have
consented to their child taking part, the next stage will involve meeting with the children for a brief
15-20 minute chat where the elicitation protocol will be clarified. This gives the child an
opportunity to go through the information sheet alongside the researcher and fully understand what
is involved in taking part in the research, allowing the time to ask any questions they may want
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answering before consent is given. Following this the consent form will be offered and the child
can then choose if they wish to take part. The children can leave the completed consent forms at
reception and a convenient time can be arranged for the participant to attend their first interview.

The interviews will take place at primary schools in Greater Manchester and will last between
thirty and forty-five minutes depending on the age of the child and their ability to attend and focus
on the conversation. Before commencing recording, all participants will be briefed on the aims and
objectives of the study and the role of their data in the research, further to this they will be given
the opportunity to bring a support person into the interview if they so wish. Participants will be
given the chance to pick pseudonyms and will be fully informed of the confidentiality of their
participation and their right to withdraw at any time during data collection. The interviews will be
employed using a conversational style, in order for the interviewer to pursue themes as and when
they emerge and identify themes pertinent to the participant’s personal experiences (Charmaz,
2003). The researcher does not want to impose or control the data being collected by “selecting the
theme and topics; by ordering the questions and by word-ing questions in his or her language”, but
merely facilitate the participants story depending on their own experiences. Interview questions
related to the participant’s experiences, descriptions and beliefs about ADHD will be asked to gain
a rich and insightful understanding of how a child diagnosed with ADHD experience their
diagnosis, some example questions have been attached (see Appendix

Interview Questions for Participants with ADHD
The interviews will be employed using a conversational style, in order for the interviewer to pursue
themes as and when they emerge and identify themes pertinent to the participant’s personal
experiences (Charmaz, 2003). The researcher does not want to impose or control the data being
collected by “selecting the theme and topics, by ordering the questions and by word-ing questions
in his or her language”, but merely facilitate the participants story depending on their own
experiences. Interview questions related to the participant’s experiences, descriptions and beliefs
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about ADHD will be asked to gain a rich and insightful understanding of how a child with ADHD
experiences their diagnosis.
How information will be held and disposed of
The participants will be given the option of choosing a pseudonym to improve confidentiality, once
the data collection stage has finished the audio recordings will be transcribed into a typewritten
format, following this the recordings will be deleted. All data that contain the participant’s names
will be kept separately to the raw data, all consent forms, transcribed interviews, field notes and
any visual drawings/representations that the child may have completed during the interviews will
be kept in one of two locked cabinets at the researchers home. All will be anonymous, using the
participant’s initials or chosen pseudonym as coding.

Following completion of the interviews, the participants will be given the choice to either destroy
their data or the researcher for further research can keep it securely.

How results will be fed back to participants and families
Initial findings from the interviews will be fed back to the participants for confirmation or revision.
This form of member checking has been shown to offer additional information and perspectives on
the analysis of data and incorporated into the on going conceptual descriptions (Kendall, 1999).

Ethics
The entirety of participants proposed for this research will be under sixteen years of age. In
accordance with the Principle of Respect for the Autonomy and Dignity of Persons and the Code of
Ethics and Conduct (The British Psychological Society, 2010), ample opportunity to understand the
nature, purpose and anticipated outcomes of the research will be provided. This will be ensured by
detailed information sheets and will be re-iterated prior and following the interview stage, so that
the participant may give consent to the extent that their capabilities allow. The code requires that
there should be valid consent and no coercion in the recruitment of participant’s, consent will be
received from both the legally responsible proxy and the participant (The British Psychological
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Society, 2010).

Furthermore, the researcher has passed an appropriate enhanced criminal records disclosure and
has made sure they are aware of the requirements with respect to the ethics review of research, the
provision of adequate liability cover, and the special requirements for gaining valid consent (The
British Psychological Society, 2010).

School-based Counselling Service
As part of the researchers doctoral requirements, the researcher has been working in two primary
schools, as a volunteer counsellor since January 2013 and is well known in the proposed school.
Both schools offers a credible designated school- based counselling service on site, which includes
one-to-one counselling sessions, a drop-in counselling service and support groups. The on-site
counselling service along with the researcher’s own expertise working with the proposed client
group are all on hand for any participants that take part in the research and any problems that may
be encountered. The service is upheld with the most upmost importance and is given priority over
class times, break times and disciplinary procedures, therefore interviews taking place during
school times will not have any stigmatising or negative repercussions.
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PROVISIONAL ELICITATION PROTOCOL INTERVIEW SCHEDULE
10- 15 Minute chat with prospective participants following parental consent prior to gaining
participant consent.
v Introduce myself
v Introduce the study to participant
v Go through information sheet
v Any questions?
v Give child consent form to fill out with parent/carer, encourage to discuss with parent/carer

Establish rapport with participant/contextual understanding of participant’s life
v Talk about something of interest
v Warm-up questions
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PROVISIONAL INTERVIEW SCHEDULE
Start
Thank you for taking part

What you say will only be used in this study like it says on

the consent form you and information sheet

The interview will be recorded and I do have

some questions to ask you but if you don’t want to answer them then just say
you like to pick an anonymous name?

Would

You can stop the interview at anytime and nothing

bad will happen
First 5-10 minutes
Spend some time getting to know the child, talking about things of interest to him/her. This initial
contact helps the researcher establish rapport and establish a contextual understanding of the
participant’s life.
Warm-up Questions
Ask questions that are developmentally appropriate for participant.
“Tell me a little bit about yourself? What’s your favourite colour/animal? How old are you? What
class are you in? What do you enjoy doing? What’s your most favourite thing in the world?”

***Aggression***- how expressed?

***experiences, descriptions and beliefs***

Diagnosis
Tell me about what it was like before you got diagnosed with ADHD?
What can you remember?

What was it like?

How did things change?

ADHD
“What is ADHD?
diagnosis?

Do you think you have ADHD? Have things changed since your

How would you know if you had/hadn’t got ADHD?

talk about ADHD?

What words do you use to

Do you have a name for it? What is it like having ADHD?

ADHD changed you or your life in anyway?

How does ADHD affect you?

anybody else? Are there any good/bad things about having ADHD?

Has

Does it affect

Is ADHD an illness?” If

you had to choose 3 words to describe yourself what would they be?
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Treatment Issues
“Do you take anything like medicine for your ADHD?
you like/not like about them?

Do you find them useful?

What do

What/who helps you the most?”

Gender
“Do you know anybody else that has ADHD?
ADHD?

Are they a boy/girl?

Are they different or the same as you?

know if a boy/girl in your class had ADHD?
supposed to behave?

Can boys and girls have

What’s different?

How can you tell?

How would you

How are boys/girls

Does ADHD change that?”

Role-models
“Do you have any role models? If so, who are they?
What makes them special?

What is it about them that you look up to?

What do you like/not like about them?”

Self-appraisals
“How would you describe yourself?

How would you describe your ADHD? How would you

describe yourself if you didn’t have ADHD?
would it be?

If you could change anything about yourself, what

If you could be anyone in the world, who would it be?”

Prompts
Can you tell me more about that?
What was it like?
your life at the time?

Can you describe?

Can you tell me how you felt?

Could you describe what led to…

What was going on in

What advice would you give others?

Ending
“Do you feel OK to go back to class?

Is there anything you want to talk about?

I will be

here on Friday if you want to come and see me or _______ will be in from Wednesday?
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Appendix 4
Letter to Head Teacher

School of Applied Sciences
University of Wolverhampton
City Campus- South
Wulfruna Street
Wolverhampton
WV1 1LY
Date:
Dear Head teacher
Giving the ‘ADHD child’ a voice: An interpretative phenomenological analysis.
I am currently working as a Volunteer Counsellor at __________________________________.
I am volunteering as a prerequisite of my clinical training as a trainee Counselling
Psychologist, under the supervision of the University of Wolverhampton. As part of
my training I have to demonstrate my development, and integration of competencies
in research, theory and practice. I have to design and conduct an independent
doctoral research project, at the forefront of counselling psychology theory and
practice to generate new knowledge at the leading edge of the profession.
I am writing to you to request consent to conduct my research at _____________________
and have attached a copy of the information sheet for your consideration.
Yours Sincerely

Stephanie Leyland
Trainee Counselling Psychologist
s.leyland@wlv.ac.uk
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Appendix 5
Letter to Parent/Carer

School of Applied Sciences
University of Wolverhampton
City Campus- South
Wulfruna Street
Wolverhampton
WV1 1LY
Date:
Dear Parent/Carer(s)
Giving the ‘ADHD child’ a voice: An interpretative phenomenological analysis.
As you are aware Counsellors are committed to the highest standards of personal and
professional ethical conduct. This means there is an on going need for them to
maintain their skills, development and knowledge. For this reason, some counsellors
undertake further training.
One of the Counsellors working at ___________________ is a trainee Counselling
Psychologist, currently undertaking a research project under the supervision of the
University of Wolverhampton. This letter is inviting your child to take part in the
above research study and has an information pack attached for you to look over
together. All information about your child will remain completely anonymous and
neither your child nor family will be identifiable. The information pack contains an
information sheet for you and your child and a parent/carer(s) consent form for you
to complete if you give permission for your child to take part. Please return the
consent form to reception, so Steph can make an appointment for the first stage of the
research.
Please do not hesitate to contact me on the contact information provided if you would
like any further information.
Thank you for your time.
Yours faithfully
Stephanie Leyland
Trainee Counselling Psychologist
Email: s.leyland@wlv.ac.uk
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Appendix 6
Information Sheet for Parent/Carer

Parent/Carer(s) Information Sheet
Giving the ‘ADHD child’ a voice: An interpretative phenomenological analysis.
Your child is being invited to take part in the above research study. Before you decide
whether or not you want to take part, it is important you understand why the
research is being carried out and what is involved. Please take the time to read
through the following information carefully.
If you do consent to your child taking part, then I would also like to suggest that you
take the time to read through the Child’s Information Sheet and discuss this with
your child to help them make a decision about whether or not they would like to take
part. If after reading through the information sheets you and your child would like to
take part please complete and return the Parent/Carer(s) Consent Form to
reception and Steph will arrange a time to meet with your child to get started.
If you have any questions or would like more information, you can ask Steph, or her
email address is on the next page.
Thank you for taking the time to read this.
About the Research
The research is looking at Attention Deficit Hyperactivity Disorder (ADHD) and what
it’s like for a child to have ADHD. We are trying to find out more about ADHD, to
improve individual and group understanding of children’s health behaviours. To
enhance emotional well being, resilience and hopefulness for children in the future.
Why are we doing these interviews?
We are doing this to understand what its like to be told you have ADHD and what is
helpful and unhelpful for the children this affects.
Why have you been asked?
You and your child have been asked to take part because your child has been
diagnosed with ADHD.
Do I have to take part?
No, it is entirely up to you whether or not your child takes part. If you decide to take
part then you can sign the consent form attached and drop it into reception.
What will happen?
If you decide you don’t want to take part then you don’t have to do anything. If you do
want to take part you need to sign your consent form and return it to reception as
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soon as possible. Once Steph has received the forms she will arrange a time to meet
with your child.
The first step is for your child to meet Steph for a quick chat, just to go over the
information sheet together and then from there Steph will arrange a convenient time
for the interview to take place. The interview will last between 30 and 45 minutes
and will consist of your child being asked about their own personal experiences,
thought, feelings and ideas about ADHD. There are no right or wrong answers and it
is not a test. Nothing your child says or does, during the research will affect the
standard of care they receive.
The interview will be audio recorded so the interview can be transcribed and
analysed, no one except Steph and her supervisor’s will have access to the data. When
the research is published it will include direct quotes possibly from your child’s
interview; however it will all be anonymous and no one will be able to work out from
which child.
What will I get from taking part?
There are no identified disadvantages to your child taking part and your child may
enjoy talking about their own experiences. However, if by talking about anything your
child experiences any upset or distress the interview will be stopped immediately
and the child will have the full support of Steph and the Counselling team.
Who has reviewed the research?
The research has been reviewed by the University of Wolverhampton Ethics
Committee.
Who can I ask some questions to?
If you have any questions please contact Steph (s.leyland@wlv.ac.uk) or feel free to
contact one of her supervisor’s Dr. Niall Galbraith (N.Galbraith@wlv.ac.uk), Professor.
Magi Sque (M.Sque@wlv.ac.uk), or Dr Sharon Vincent (Sharon.Vincent@wlv.ac.uk).
This is your copy of the information sheet to keep
Thank you for taking the time to read this sheet
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Appendix 7
Consent Form for Parent/Carer

Parent/Carer(s) Consent Form
Giving the ‘ADHD child’ a voice: An interpretative phenomenological analysis.
Please read each statement before you tick
I confirm that I have read and understand the information sheet.
I have been able to ask questions about the research.

I understand that my child does not have to take part in the study, and if I
decide I don’t want them to take part or to stop during the interview process,
that will be ok.
I understand that the research will be recorded, but know that my child will
not be identifiable in any way in published or written reports.

I understand that a presentation evening will be held when the research has
ended (please tick the box below if you wish to be invited).

I give permission for my child to take part in the above study

________________________ ____
Name of child
_________________________
Name of parent/carer

____________
___________________
Date
Signature
______________
Date

________________
Signature

Please tick this box if you would like information about the presentation evening to
discuss the findings when the study is completed.

Appendix 8
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Information Sheet for Participant

Child’s Information sheet
Giving the ‘ADHD child’ a voice: An interpretative phenomenological analysis.
You are being invited to take part in a research study. This is a way of finding out
more about ADHD and to understand what it is like for children who have been told
they have it. Before you decide whether or not you want to take part, you need to
know a little bit more about what would be involved.
Please read this letter carefully and feel free to talk about it to your parent(s),
carer(s) or teacher(s).
If you have any questions or would like more information, you can ask Steph, or her
email address is on the next page.
Thank you for taking the time to read this.
What is it about?
It is about what it’s like being a child diagnosed with ADHD and how you think and
feel about it. This is just a chance to learn a little bit more about you and to give you
the chance to tell your story.
Why are we doing these interviews?
We are doing this to understand what its like to be told you have ADHD and what is
helpful and unhelpful for you. We hope this will help other children who have similar
difficulties as you.
Why have you been asked?
You have been asked to take part because you have been told that you have ADHD.
Do I have to take part?
No. You don’t have to take part and only you can decide if you want to. You can talk to
others about it before you decide.
You will be able to change your mind at anytime time up until the end of the
interviews. If you decide to not take part or to stop, this will be ok and nothing bad
will happen.
What will happen?
If you decide you don’t want to take part then you don’t have to do anything. If you do
want to take part then you need to talk to your parent or carer about it, as you both
need to consent before you can take part. As soon as Steph receives the consent form
she will contact you to arrange a quick chat to get your consent then she can arrange
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for you to take part in your interview. An interview is a talk between you and Steph,
she will ask you some questions and listen to what you have to say.
What will I get from taking part?
There are no direct benefits for yourself, but by talking to us, you will be helping us
find out more things about ADHD, which may improve, the way professionals help
you and other children in the future.
Will anyone know what I say?
No one will know your name or what you say. You can choose if you tell anyone about
taking part. The only time Steph will have to tell anyone is if she thinks you or
someone you have talked about are in danger or at risk.
What will you do with the results?
After the study has finished the information might be printed in a magazine or a book
but no one will ever know your name or what you said. You will be able to see what
the study finds out at the end when you and your family get invited to a presentation
evening.
Who can I ask some questions to?
If you have any questions please contact Steph (s.leyland@wlv.ac.uk).
This is your copy of the information sheet to keep
Thank you for taking the time to read this sheet

164

Stephanie Leyland
Doctoral Portfolio in Counselling Psychology
Appendix 9
Consent Form for Participant

Child’s Consent Form
Giving the ‘ADHD child’ a voice: An interpretative phenomenological analysis.

Please read each statement before you tick
I confirm that I have read and understand the information sheet, I
understand the information and I have been able to ask questions about it.
It is my choice to take part and I can change my mind anytime during the
interviews. I don’t have to give a reason and nothing bad will happen if I do.
I understand that the interview will be recorded. No one except Steph and
her teacher will have access to the data. The information might be printed in
a magazine or a book but no one will know my name or what I have said.
I understand that Steph will have to discuss certain things with her
supervisor if she thinks I am or someone else is in danger.

I want to take part in the above study.

________________________
Name

________________
Date

___________________
Signature

Parents/carers please counter-sign your child’s consent form only if you agree to
them taking part in the above study.
I consent to my child taking part in the above study and can confirm that the above
information has been provided.

______________________
Name

________________
Date

__________________
Signature
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Appendix 10
Student Management Board Ethical Approval
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Appendix 11
Development of Interview Schedule

Question 1
How do children
diagnosed with
ADHD
think/feel/appraise
their diagnosis?

Question 3
Does
anything/anyone
influence an
ADHD child’s
lived experience of
their diagnosis?

Question 2
How does a
diagnosis of
ADHD impact on
a child’s sense of
self?

ê

í

î
Interview Schedule Topic Areas

Question 4
What roles do others
play on the
diagnosis/treatment/
day-to-day
management of
ADHD?

í

Diagnosis
Treatment experience
Gender/social expectations
Role models
Self-appraisals

ê
Development of Interview Schedule
Diagram 1: To represent the development of the Interview Schedule
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Appendix 12
Interview Schedule of Potential Questions
Questions
Diagnosis
When were you diagnosed with ADHD?
Can you tell me a little bit about what it was like?
Tell me what it was like before you got diagnosed with ADHD?
What was it like before you got diagnosed with ADHD?
Has there been any change?
So what happened for you to get diagnosed with ADHD?
What is it like having ADHD?
Do you think you’ve got ADHD?
What do you think ADHD is?
What is ADHD?
Could you describe it?
How would you describe ADHD?
What does having ADHD mean?
How does it make your life different?
Treatment experience
Did you see any doctors or go to the hospital?
Did you go to any hospitals or did you see anyone?
Do you take any tablets?
What are they like?
What’s it like taking the tablets?
How does it make you feel when you take the tablets?
Can you remember what they are called?
What would it be like if you didn’t take the tablets?
Gender/social expectations
Do you know anyone else that’s got ADHD?
Who is more likely to get it?
What do you think the difference is?
How would you be able to tell if others had ADHD?
How can you tell that they’ve got ADHD?
Do you think that boys and girls can get it?
So you only know boys that have got ADHD?
Do you thinks it’s different or the same when a boy or girl have got it?
What would be different about a boy or girl having ADHD?
Role models
Do you have any role models?
Are there any people that you look up to?
What is it about them that you look up to?
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What’s so good about them?
What makes them special?
Is there anything you don’t like about them?
What would you like to be?
What do you think you’d like to do when you grow up?
What’s it like having someone watch you do your work?
What does a policeman look like?
What type of person do you think you are now?
Self-appraisals
How would you describe yourself?
If you had to think of/choose three words to describe yourself what would they be?
Can you give me three words to describe yourself?
How would you describe yourself if you didn’t have ADHD?
How would it be different if you didn’t have ADHD?
How would you be different?
Do you think you would be different or the same if you didn’t have ADHD?
How do you think its different for someone who’s not got ADHD?
If you could change anything about yourself what would it be?
What does it mean to be naughty?
How are you naughty?
What would it be like if you weren’t naughty?
If you didn’t have ADHD and you weren’t naughty what would your life look like?
What’s it like to be angry?
Prompts
What do you think?
Can you tell me a little more about that?
Can you describe…?
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Appendix 13
Research Questions in relation to Interview Schedule Topic Areas
Topic Area
Diagnosis
Treatment experience
Gender/social expectations
Role models
Self-appraisals

Research Question
1, 2, 3
1, 2, 4
3, 4
3, 4
1, 2

Table 1: A table to show how the Research Questions relate to each Interview Schedule Topic
Area
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Appendix 14
Specific Interview Questions asked to each Participant
SL01Davis
1. Tell me about what it was like before you got diagnosed with ADHD?
2. So what happened for you to get diagnosed with ADHD?
3. What is it like having ADHD?
4. What’s it like taking the tablets?
5. How does it make you feel when you take the tablets?
6. Can you remember what they are called?
7. What would it be like if you didn’t take the tablets?
8. What do you think ADHD is?
9.

Do you know anyone else that’s got ADHD?

10. Who is more likely to get it?
11. What do you think the difference is?
12. How would you be able to tell if others had ADHD?
13. Do you have any role models?
14. What is it about them that you look up to?
15. How would you describe yourself?
16. If you had to think of three words to describe yourself what would they be?
17. How would you describe yourself if you didn’t have ADHD?
18. Do you think you’ve got ADHD?
19. If you could change anything about yourself what would it be?

SL02Ben
1. What’s it like having ADHD?
2. What would you like to be?
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3. How would it be different if you didn’t have ADHD?
4. What is ADHD?
5. Could you describe it?
6. What’s it like having someone watch you do your work?
7. Do you know anybody else that’s got ADHD?
8. How can you tell that they’ve got ADHD?
9. What does a policeman look like?
10. Can you give me three words to describe yourself?
11. What type of person do you think you are now?

SL03SM
1. What was it like before you got diagnosed with ADHD?
2. Has there been any change?
3. What does it mean to be naughty?
4. When were you diagnosed with ADHD?
5. Did you see any doctors or go to the hospital?
6. Do you take any tablets?
7. What are they like?
8. How do you think its different for someone who’s not got ADHD?
9. What’s it like to be angry?
10. Do you know anyone else that’s got ADHD?
11. So you only know boys that have got ADHD?
12. Do you thinks it’s different or the same when a boy or girl have got it?
13. What would be different about a boy or girl having ADHD?
14. What’s so good about them?
15. What makes them special?
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16. Is there anything you don’t like about them?
17. How would you describe ADHD?
18. If you had to choose three words to describe yourself what would they be?

SL04CW
1. So you said that you were diagnosed with ADHD sometime last year?
2. Can you tell me a little bit about what it was like?
3. Did you go to any hospitals or did you see anyone?
4. What do you think ADHD is?
5. How are you naughty?
6. What would it be like if you weren’t naughty?
7. So how was it different five years ago?
8. What do you think?
9. What does having ADHD mean?
10. How does it make your life different?
11. Do you take any tablets?
12. What’s it like taking tablets?
13. Is there any change in you being naughty when you take the tablets?
14. How would you describe yourself?
15. Do you know anybody else that’s got ADHD?
16. Do you think that boys and girls can get it?
17. If a girl had it do you think they would be naughty as well?
18. Do you have any role models?
19. Are there any people that you look up to?
20. What do you think you’d like to do when you grow up?
21. Do you think you would be different or the same if you didn’t have ADHD?
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22. How would you be different?
23. If you didn’t have ADHD and you weren’t naughty what would your life look like?
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Appendix 15
Transcription Key
Symbol

Meaning

I
word=
=word

Investigator
The equals sign shows there is no
discernible pause between speakers

wo:rd
wor:rd

Colons/repetition of a letter show that the
speaker has stretched the preceding sound

°word°

Data between degree signs is quiet

-word

A dash represents a sharp cut-off

wo(h)rd

(h) stands for laughter

WORD

Capitals stand for loud

(

)

(----)

Unclear talk
Unclear talk. Each syllable is represented
with a dash

(words)

Unclear talk. A guess at what has been said

[words]
(words)

Non-verbal utterance/contextual
information for reader

….

Personal details removed for anonymity

****

Swearing

(.)

Brief pause

.hhhh

Symbolises a sigh or a noticeable in-take of
breath

Table 2: A transcription key for the raw data
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