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1

Rethinking ADHD: 
An illness of our time

The past ten to fifteen years have seen significant changes in the
way in which children’s behaviour problems have been described
and diagnosed. These changes have been particularly striking in
North America where, according to Barkley (1998a), 3–5 per cent of
the school-age population has been prescribed psychostimulant
drugs. Australia and the United Kingdom have also experienced
dramatic increases in the numbers of children and adolescents diag-
nosed with attention deficit disorder (ADD) or attention deficit
hyperactivity disorder (ADHD). In Australia for example, there has
been a twentyfold increase in prescription rates for these drugs
since 1990 and current figures indicate that more than 300 000
prescriptions are issued annually (Mackey & Kopras, 2001). In
North America the increase in rates of diagnosis for ADHD and
drug prescriptions has been so rapid that the statistics are consid-
ered to be obsolete by the time they are published in scientific
journals (McCubbin & Cohen, 1999).

What is ADHD? How the problem is currently presented

The fourth edition of the Diagnostic and Statistical Manual of Mental
Disorders (DSM-IV), published by the American Psychiatric Associ-
ation and regarded as the standard internationally recognised
manual of criteria for the assessment and diagnosis of mental
disorder, identifies the three core manifestations of ADHD as
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Inattention, Hyperactivity and Impulsiveness. In order for this diag-
nosis to take place, six or more symptoms related to each of these
categories need to have been present for at least six months. The
symptoms related to attentional problems include behaviours such
as difficulty in maintaining attention, inability to listen and carry out
instructions, difficulty in organising tasks, distractibility and forget-
fulness. The symptoms related to hyperactivity–impulsivity include
fidgetiness, excessive activity and difficulty in sustaining play. In
addition the criteria specify that some impairment must be present
in two or more settings, such as home and school, and that there
must be clinically significant impairment in social, academic or occu-
pational functioning. The presence of some of these symptoms before
the age of seven is also seen as significant for the diagnosis (see
Appendix 1).

The DSM-IV classification further allows for what is known as a
differential diagnosis. This means that subgroups can be identified
within these broader categories. For example, some children might
meet the criteria for attention problems but not hyperactive–impulsive
problems. They would therefore be diagnosed as ADHD predomi-
nantly inattentive type. In other children where attentional problems
do not appear to be significant but where there are behavioural diffi-
culties, a diagnosis of ADHD predominantly hyperactive/impulsive
type can be made.

A brief history of ADHD

The earliest identification of attentional problems in children was
made by the paediatrician Frederick Still, in 1902, in an article
published in the Lancet. Still identified a group of children
displaying an inability for sustained attention combined with
restlessness and fidgetiness. At the time, Still argued that these
behaviours had a biological origin. The British Psychological Society
report on attention deficit hyperactivity disorder (BPS, 1996)
provides an excellent overview of the difficulties associated with
subsequent and ongoing attempts to find conclusive evidence of
biological markers for hyperactivity and behavioural problems as
well as the identification of specific categories of children who
display these problems. The report describes how the history of
ADHD was linked to the chance discovery by Bradley (1937) in the
United States that the psychostimulant amphetamine could reduce
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levels of hyperactivity and behavioural problems. The 1950s and
1960s saw the strengthening of the belief in the specific identification
of children with hyperactivity and in the disorder’s biological
origins. This led to the introduction of terms such as minimal brain
damage and minimal brain dysfunction applied to children who
often exhibited a wide range of behavioural and learning problems.
As the BPS report points out, the term minimal brain dysfunction
eventually became a ‘catch-all’ concept, even for children who
showed no signs of neurological dysfunction.

Subsequent attempts at reformulating the problem focused
increasingly on the observation of the behaviour of overactive
children, particularly with regard to their capacity for attention.
The emergence of ADHD as a diagnostic category owes much to the
conviction of researchers in the field that attention and not hyper-
activity is the core factor that distinguishes these children from
children who may be simply difficult and disruptive. In particular the
research of Douglas (1972), which found that hyperactive children
performed badly on standardised tests of attention, led to the estab-
lishment of attention deficit disorder as a category in the third edition
of the Diagnostic and Statistical Manual of Mental Disorders (DSM-III)
published by the American Psychiatric Association (1980).

As the BPS report states, in this first phase of the emergence of
the concept of ADHD, there was a shift in emphasis from aetiology
(the cause of a medical condition) to behavioural expression. This
meant that a diagnosis of ADD or ADHD was made on the basis
of the observation of children’s actual behaviour. This shift in
emphasis towards the behaviour of the child has led to the view that
the symptoms have become the syndrome (Reid, 1995, cited in the
BPS report, p. 14).

The primacy of the medical model: Implications for
understanding ADHD

The formal diagnosis of ADD and ADHD is one that can only be
made by medical practitioners who are also in a position to
prescribe drugs to alleviate or contain the symptoms. This has had
important implications, not only for the way in which ADD and
ADHD have been perceived and described, but also for the consid-
erable increase in drug prescriptions. The medical model rests on a
fundamental assumption about the presence or absence of an illness,
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disease or malfunction. It is a model that is entirely focused on the
individual’s physical status and on physiological processes within
the body that can be directly observed and measured. As such, the
medical model with its exclusive focus on disease operates within
very narrow parameters. It does not take into account, for example,
the often subtle and complex interrelationship between mind and
body and the impact that emotional and indeed social experience
can have on physical health and functioning.

In this book we question some of the commonly held views
about ADHD—in particular, the at times strongly held belief that it
is a discrete and exclusively medical condition as described above.
A purely medical approach positions the problem firmly within the
child and apparently relieves the parents and family of a sense of
guilt or blame. As we discuss in this book, we believe that this is a
simplistic response that misrepresents the context of the problem,
namely the complex interrelationship between the child (both
psychological and physical aspects), the child’s parents and family
relationships, and the broader community. Labelling ADHD as a
disease shuts out the consideration of a broader context and might
lead to the isolation of the child, to the disempowerment of parents
and ultimately to a misdirected treatment.

As the British Psychological Society report concludes, we should
be cautious about unquestioningly accepting a diagnosis of ADHD
as a mental disorder for large groups of children whose difficulties
might be due to a multiplicity of factors. We also need to recognise
the limitations of studies purporting to provide absolute biological or
psychological markers for the problem. Most importantly, the report
suggests we need to develop environmental as well as individual
approaches to intervention and encourage greater cooperation
between all the professionals involved in the life of the child.

The demographics of diagnosis

The complexities in the assessment and diagnosis of ADHD are
exemplified in the wide variations reported in relation to gender,
socioeconomic status and geography. For example:

• A far higher proportion of boys are diagnosed with ADHD,
than girls. While estimates vary according to how the data is
collected, current estimates suggest that between three and six
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males are diagnosed for every one female (Barkley, 1990;
Szatmari, Offord & Boyle, 1989). According to the Australian
National Health and Medical Research Council (1997), in all age
groups estimates of the male to female ratio for ADHD range
from 4:1 to 9:1.

• The socioeconomic status of the family appears to play a part in
the decision making about the diagnosis. Anecdotal evidence
from professionals suggests that a greater proportion of children
from low socioeconomic backgrounds are diagnosed with the
condition than children from more middle-class backgrounds
(Prosser, 1997).

• Similarly, anecdotal evidence suggests that a disproportionately
high number of children in various forms of institutional care are
regularly prescribed medication.

• Where the child lives appears to be a factor in the diagnosis of
ADHD. In Australia, one study found that five times as many
families have their child receive a diagnosis of ADHD in New
South Wales than in the neighbouring state of Victoria (Mellor,
Storer & Brown, 1996). More recent analysis has uncovered an even
wider disparity in the prescription of medication for children with
ADHD (Mackey & Kopras, 2001). Western Australia, with one of
the smallest populations in Australia, has the highest prescription
rate, more than six times the rate per person in Victoria. While
some might argue that this indicates higher diagnostic skills
among some medical practitioners, this is not a view that is univer-
sally shared. In the United States, rates of diagnosis of ADHD also
vary widely between different states (Mackey & Kopras, 2001).

• It has been found that small numbers of medical practitioners in
certain areas can be responsible for high prescription rates. For
example, research in this area in Adelaide in South Australia
found that five prescribers were responsible for 61 per cent of
patients (Prosser & Reid, 1999).

These demographic factors may indicate not so much that we have
hard evidence that these groups present with a higher incidence of
ADHD, but rather that we may be able to build up a picture of how
and why these children receive such a diagnosis in the first place. In
other words, this information might tell us more about the current
diagnostic practice of the practitioners who carry out the diagnosis
and the circumstances surrounding the diagnosis than about the
children themselves.

Rethinking ADHD
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As the health commentator Dr Norman Swan states:

As soon as you see variations like that in medicine and health, it’s
usually the fact that there’s non-evidence-based treatment going on,
that there’s opinion-based treatment going on. (ABC Radio, The Health
Report, 23 October 2000)

ADHD—an illness for our time?

We believe that it is particularly significant that ADHD has moved
into such prominence at the present time. One way of understanding
this is to recognise that it has in effect become ‘the illness for our
time’ and that the timing and appearance of this diagnosis might
owe very little to chance. Social researcher Hugh Mackay, writing in
Melbourne’s Age (1999) of ‘Childhood’s Brave New World’, describes
the unprecedented changes taking place in child-rearing and in the
daily arrangements being made for children as representing ‘a vast
social experiment’, the results of which will only become known in
subsequent generations. Mackay refers to parents wondering
‘whether they are teaching their children, from too early an age, to
juggle time; whether there is a danger of over-stimulation in all this
frenetic activity that might lead to heightened anxiety, depression or
other disorders in the young’.

The unprecedented social changes in family and community
life have an impact on how we view child development and
the problems of childhood. Clinical experience and research
(Billington, 1996; Breggin, 1994, 1999) suggest that there is an
increasing tendency for child and family mental health profes-
sionals to fragment and compartmentalise the problems of the
children and parents they are trying to help. This tendency towards
fragmentation leads professionals and services to address the
child’s problem in an instrumental manner, outside of the child or
adolescent’s developmental, interpersonal, family and social expe-
rience. In this context ADHD might become a disposal diagnosis. An
example is the tendency for some professionals to refer to a child as
if ‘he is ADD or ADHD’. The use of language in this manner deper-
sonalises the child and turns the subject—the child, into the object.
The tendency towards fragmentation might also go some way to
explaining the relief that many parents feel when a medical diag-
nosis of ADD or ADHD is made about their child, since this limits
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the need for any broader enquiry into family life and interpersonal
relationships.

In this book, we argue that the diagnostic category of ADHD
covers a wide range of symptoms with many underlying causes.
While we maintain that for a subgroup of children these symptoms
might indicate the presence of neurological factors, that is factors
relating to the nervous system and disorders thereof, for many others
the rush to diagnosis reflects primarily psychosocial considerations.
We are nevertheless concerned that many children will not be
adequately treated for the problems they have. It has, for example,
long been acknowledged by prominent researchers in the field that
many of the symptoms described as typical of ADHD are in fact also
symptoms of other problems. In the UK, Rutter (1982) has pointed
out that ‘there is no empirical support for a unitary concept of Atten-
tion Deficit which is common to many disorders’. We thus support
the view that ADHD is an umbrella term that covers a variety of
disturbances and encompasses a diverse group of children.

An alternative view of ADHD: Parent and child
relationships

We believe that the term ADHD, rather than being used to describe
a range of behaviours of a child, in fact epitomises the idea of
‘an illness for our time’, where attention is perceived solely as a
cognitive function of the brain rather than as a complex and multi-
dimensional activity that emerges out of a relational process
between children, parents and caregivers. While there are powerful
maturational and biological processes involved in the rapidly
increasing attentional abilities of children as they develop, it is
the parent–child relationship that is of equal importance for the
emergence of a mind and the capacity for thought—a capacity that
includes emotional as well as intellectual competence. Thus we
believe that it is the appropriate interaction between biological,
psychological and emotional experience that sets the scene for
healthy development.

At a time when parenting is receiving so much publicity and the
parenting field is almost akin to an industry, the surprising paradox
is that we remain so much in the dark about our understanding of
the inner world of the child. Our greater understanding of the needs
of parents does not appear to have translated into greater knowledge
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of what children need in order to flourish and grow. The prolifer-
ation of ADHD diagnoses would appear to be a particularly potent
example of this state of affairs.

Dramatic reductions in the average number of children within
each family, together with the more sharply defined notions of
‘success’ and expectations to conform, which are now prevalent in
our society, mean that there is an increasing emphasis on children
as the visible outcomes of parenting (note the transformation of a
noun into an active verb). The pressure on children to perform and
to succeed has percolated down into the primary school and kinder-
garten with many parents now seeing ‘average’ as barely acceptable
and ‘delayed’ as prima facie evidence of disease. It would be
surprising if a situation as volatile as this did not contribute to the
epidemic of ADHD ‘cases’ that has occurred in Western countries,
compounded as it is by the confused signals sent by the profes-
sionals involved in the debate and the misgivings felt by many
about the pharmaceutical solutions increasingly being sought.

To complicate matters, much of the literature and discourse
concerned with child-rearing today is resonant with language that
conjures up the tactics of the boardroom and the battlefield rather
than ideas that are useful for an understanding of children and their
behaviour. Parents are encouraged to ‘tame’ their children, to find
‘strategies’ for managing their behaviour and indeed to be critical of
the ‘attention-seeking child’. Some of the ideas of economic ration-
alism have also managed to find their way into this discourse with
its focus on ‘controlled crying’, even ‘controlled comforting’ as
though relational experience is a commodity, with finite inputs of
time and energy, that must be strictly accounted for. While these
are responses that are understandable in anxious parents, the
approaches themselves provide little evidence that they address
the underlying cause of the problem for children.

One way of trying to make sense of this plethora of information
and advice is to view it as an attempt to control the painful and
difficult events of everyday life. The sense of chaos engendered by
overactive, inattentive children might indeed lead parents and
professionals to run for cover behind narrow diagnostic categories
and even narrower options for treatment. Such a strategy might
prevail even when it ultimately compounds the problem and sells
children short.

In this book we consider the attentional requirements of all
children and how the recommendations we make for the ADHD

Rethinking ADHD
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group can be applied to the wider population. This view enables us
to place ADHD within the context of a broader child and family public
mental health domain. Here we consider the interface between the
individual child’s problem and the emotional, social, economic and
cultural factors that all play a part in ‘creating’ the behaviour.

We also try to forge what we hope are more creative links
between an understanding of the physical aspects of brain activity
associated with attentional processes and the psychological devel-
opment of the mind, and the child’s capacity for thought. Central to
our argument is a recognition that the attachment of infants and
young children to their caregivers forms the emotional foundation
for life and in fact interacts with neurological functioning, thus
contributing to the child’s capacity for learning, social interaction
and sense of self.

While this interaction operates effectively in the majority of
children and families, there are extreme situations where attach-
ment is impaired or lost through neglect, depression or separation
so that the child experiences a ‘rupture’ that has implications for all
aspects of growth and development. Infants and young children
whose primary caregiver is unavailable to them owing to illness,
depression, loss or trauma lose the critical organising–containing
function, which is an essential part of this relational experience. The
parent or caregiver helps to give meaning to the child’s experience so
that the organising–containing function of the caregiver operates par
excellence on the boundary of emotional and cognitive functioning.

The concept of self-regulation: Linking the brain and
the mind

Self-regulation, arising as it does from our understanding of
the various autonomic systems within the body that regulate the
function of the heart, lungs, brain and digestion, proves to be a
particularly fruitful construct when we consider the link between
the structural aspects of brain function and the development of
personality. As Siegel (2001) states, the essence of the function of the
mind (which he sees as patterns of the flow of energy and inform-
ation) is a product of neurophysiology as well as interpersonal
interaction. This, Siegel believes, leads us to an exciting convergence
of findings from neuroscience as well as from the behavioural
sciences, in particular our understanding of child development.

Rethinking ADHD
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In this book, and consistent with others in the field (Barkley, 1997a,
1998a), we argue that many of the ‘hyperactive’ type symptoms gener-
ally associated with ADHD can be viewed as problems associated
with disturbances in the capacity for self-regulation. From a neuro-
psychological perspective the difficulties experienced by some
children diagnosed with ADHD might be accounted for by abnor-
malities in the areas of the brain responsible for developing strategies,
monitoring their implementation and making suitable adjustments in
response to feedback about performance. From the psychodynamic
perspective on child development, the capacity for self-regulation
arises out of the earliest relationship between the infant and their care-
givers, and is by its very nature ‘psychosomatic’ in that it operates on
the boundary of the physical and the emotional. We will present
recent evidence in support of the contention that these early relation-
ships may actually alter brain physiology and function. This research
will be used to further demonstrate the points of contact between
neuropsychological, developmental and emotional considerations in
conceptualising ADHD.

A new paradigm

If we are to place the exploration of ADHD within the broader
context of the child and family public health domain, then it forces
us to adopt a new model of thinking—a new paradigm, one that
enables us to integrate our knowledge of the physical workings
of the brain with our understanding of the psychological and
emotional development of the mind.

On looking back over the past century, it would be fair to say that
the tendency within the sciences has been towards an ever-increasing
specialisation. This has led to a decrease in communication between
disciplines, and in some cases even within disciplines. The frag-
mentation that has taken place within psychology is a good example
of this process. For example, there has been little dialogue between
those practitioners trained in the field of neuropsychology and those
trained in the field of psychotherapy, often to the detriment of the
people they are trying to help.

However, as we begin a new century there is a growing aware-
ness of the need to extend our thinking, to explore new paradigms
and to develop a greater potential for synthesis and for the identi-
fication of essential interrelationships between and within systems.

Rethinking ADHD
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This leads us to see what Siegel (2001) calls a ‘unity of knowledge’
or what Wilson (1998) has described as ‘consilience’. The complex
presentation of ADHD lends itself particularly well to an explor-
ation that can move beyond the linear thinking of symptom and
syndrome, allowing us to look for patterns of interrelationship
within a broader context. It is for this reason that we introduce an
attempted integration of neuropsychological and psychodynamic
approaches to understanding ADHD, a condition that appears to
operate on the boundary between brain function (the realm of
neuropsychology and neurology) and the child’s emotional and
social relationships within the family and the outside world
(explored in the psychodynamic approach).

This book represents an extension of the collaborative work
carried out in our ADHD training workshops. These workshops
have been run mainly for professionals but also for parents. The
one-day sessions for professionals working in social work, paedi-
atrics, psychology, teaching, nursing, early childhood, general
medical practice and community work brought home to us the
realisation that an understanding of the needs of children and
adolescents who present with ADHD, must inevitably relate to an
understanding of the needs of all children and young people. Indeed
our collaborative effort has led us to a position that emphasises that
an understanding of ADHD and a focus on prevention are inextri-
cable. Thus, as we explain in the following chapters, broadening the
paradigm has the potential to extend prevention into the important
realm of public health.

The workshops we have run on ADHD are an example of
broadening the paradigm. They have created opportunities for
professionals from different disciplines to talk to each other. This has
led to the workshop itself becoming a learning environment, which
widens the discourse about the origins of the problem and enables
professionals to think differently and creatively about potential
solutions. Two main conclusions have emerged from these multi-
disciplinary workshops: the first is that the segregation of
professionals and professional rivalry about supremacy of diagnosis
is unhelpful to the debate and outmoded since it takes the search for
the ‘one cause’ as its primary focus; the second is that understanding
the problem of ADHD is entirely dependent on a multidisciplinary
approach and on an active and continuing dialogue between
professionals who are prepared to share their respective bodies
of knowledge and understanding. Our workshops for parents,
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furthermore, have indicated that this group is often neglected as
partners in the debate when in fact their participation is essential.

Once we enter into a discussion about a broader view of the
behaviours associated with diagnosing ADHD, we lead towards a
recognition of the importance of prevention. A focus on prevention
and on understanding the physical, emotional, social and institutional
factors that make children vulnerable is the cornerstone of this book.

We would like to emphasise that this book is not intended as the
final and definitive word on the subject of ADHD. Instead we hope
that it will provide the beginning of an ever-increasing dialogue and
collaboration between professionals from different disciplines
and points of view—as well as with parents—that does justice to the
complexity of child development as well as child and family inter-
action. The book takes as its starting point the consideration of
different paradigms. This, we believe, is the fundamental prerequi-
site for promoting child and family mental health and preventing
childhood disorders in the twenty-first century.

How the book is organised

Chapter 2 introduces a neuropsychological approach to under-
standing ADHD. By focusing on what we actually mean by
attention, we help the reader to differentiate between what consti-
tutes an attentional problem and what does not. We also focus on the
difficulty of trying to achieve a differential diagnosis or to isolate a
specific syndrome as opposed to understanding the complex needs
of the child within a broader multidisciplinary context.

Chapter 3 presents a critique of the current conception of ADHD
as a condition that can be completely described and treated under
the medical model. Since medical diagnoses of ADHD represent the
predominant mode of assessment and almost exclusively feature
chemical treatment, we believe that it is timely to offer a critical
assessment of this approach to the problem. In this chapter we also
explore how the medicalisation of ADHD in many Western coun-
tries might primarily reflect the growing cutbacks in health funding
and other sociopolitical considerations.

Chapter 4 explores the risk factors for children within a social,
organisational and cultural context and describes how these
contribute to the expansion of ADHD as an illness for our time. It
introduces the psychodynamic approach to understanding child
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development and the behavioural problems of children, including
those commonly associated with ADHD.

Chapter 5 presents a framework based around the emotional
milestones of development to describe how key attachment and
relational processes are established between the parent and infant or
young child. This chapter explores the impact of depression, loss,
trauma and separation on these important developmental processes
and explains how these experiences might create a ‘rupture’ for the
child that has implications for the capacity for attention.

Chapter 6 explores the relevance of the concept of self-regulation
as a more appropriate way of understanding some of the complex
behaviours that are often diagnosed as ADHD—from a neuro-
psychological view as well as from a psychodynamic perspective.
Self-regulation is an important bridging concept, enabling us to
create links between the development of brain function, particularly
in infants and young children, and the way in which emotional
experience is taken in and organised by the child. We refer to
current research in this area, particularly on trauma and abuse,
which throws light on the interplay between brain development and
emotional experience.

Chapter 7 introduces a public health approach to understanding
ADHD with a particular focus on the use of the biopsychosocial
model. The primary advantage of such a model is that it is able to
accept the heterogeneous nature of ADHD. This model moves us
beyond the dichotomy of normal/pathological and acknowledges
the need for multidisciplinary intervention. It features a proactive,
preventive approach to problems of attention and impulse control
using a community framework.

Chapter 8 poses the challenge of creating a fundamental
paradigm shift in the delivery of services to children, parents and
families in a new century. It considers the need for a different
conceptual framework for understanding the nature of attentional
problems in a changing society. In particular it emphasises the
importance of including parents and children as stakeholders and
full participants in finding solutions to their problems.

Chapter 9 presents practical recommendations for professionals
working with children, parents and families, as well as for teachers
in schools. These recommendations emphasise the importance of
working in partnership with parents and the need for greater
training in and understanding of child development for profes-
sionals in the field.
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Neuropsychology and the
diagnostic dilemmas of ADHD

The fundamental dilemma for paediatric neuropsychologists, as
with nearly all of the medically oriented professionals who are
called in to assist with the diagnosis of ADHD, is that there are no
universally accepted biological markers for the condition. This
would not be such a problem if there were a definitive behavioural
test on which a diagnosis could be based, such as can be used, for
example, in cases of suspected colour-blindness or hearing deficit.
Unfortunately, despite the extensive training that neuropsycholo-
gists receive in psychometric test development and interpretation,
no such definitive criterion test for ADHD currently exists, although
there have been many attempts to isolate such a measure.

In the absence of a clearly defined biological marker, a gold
standard neuropsychological test would need to be completely
reliable (it would measure consistently on all occasions on which it
is used) and completely valid (it would be able to distinguish clearly
between those with the condition and those without). ADHD has
been particularly resistant to reliable and valid diagnosis using
neuropsychological tests, partly because of the fluctuating and
multidimensional nature of the disorder’s ‘symptoms’ (Barkley,
1998a) and partly because of continuing disagreement over the
specific classificatory criteria for the condition (British Psychological
Society, 1996).

First, the extent to which variable behaviour and performance is
almost one of the defining characteristics of ADHD means that
measures designed to produce a reliable score or rating are especially
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problematic with this group. While all human behaviour is variable
and changes from day to day and across the contexts in which it is
observed, it is usually still possible to draw conclusions about how
an individual typically behaves, providing enough observations are
taken. In fact the whole of the psychometric approach (that is, meas-
uring mental states and processes) to assessment is based on this
assumption. In the case of ADHD, behaviour and performance
appear to either change excessively when there has been no change
in the situation or stimuli, or else remain the same when circum-
stances or the demands of the task have changed (Barkley, 1998a).
Normal approaches to psychological measurement that assume
consistency of behaviour are unable to cope with this level of unre-
liability in the responses of the person being assessed.

Second, the extent to which disagreement continues over the
fundamental nature of ADHD means that the validity of a diagnostic
test can also be difficult to establish. No measure can be expected to
perform accurately when the performance criteria are ambiguous or
inconsistent. As will be demonstrated throughout this chapter, the
definitional criteria for ADHD are still fuzzy and changeable, despite
the passage of nearly one hundred years since the first scientific
description of a group of children who appeared to demonstrate an
‘abnormal incapacity for sustained attention, restlessness, fidgetiness,
violent outbursts, destructiveness, non-compliance, choreiform
movements, and minor congenital anomalies’ (Still, 1902).

Notwithstanding the long history of scientific investigation of
ADHD and its current position as the most commonly diagnosed
psychiatric disorder in children, it is entirely understandable that
significant debate still surrounds the diagnostic criteria for the
condition. In ADHD we have a disorder that is defined by a
number of heterogeneous, fluctuating and subjectively described
behavioural characteristics that are unusually resistant to objective
scientific measurement, yet apparently easily recognised and
unusually disruptive within the general community. Given the
ambiguous nature of the condition’s symptoms and their proximity
to deeply held notions of personal responsibility and self-control
that exist in our community, it is little wonder that diagnostic
decision making is encumbered with such a powerful political and
emotional overlay, an overlay that has persisted ever since these
children were first described by Still. In fact the validity of ADHD
as an authentic psychiatric disorder is still questioned by many
practitioners (see Armstrong, 1995; Kohn, 1989; Weinberg &
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Brumback, 1992) and there is an ongoing sociological debate on the
extent to which it represents a form of labelling designed to
suppress nonconformity (Armstrong, 1993; Breggin, 1998). Much of
this literature will be discussed in the following chapter, which
presents a critique of the medical model as a useful framework for
contemporary consideration of ADHD.

The diagnostic difficulties associated with the disorder are
compounded by the expectations we hold for the clinical sciences.
We live in an age when the same level of scientific measurement,
explanation and control that appears to be available for events
that occur in our physical world is demanded of troublesome
psychological phenomena, despite the inherently complex and
unpredictable nature of human behaviour. ADHD presents a unique
challenge to psychologists because, while complete understanding
of the disorder in a scientific sense demands a strict application of
the reductionism on which the scientific method is based, the condi-
tion is one that at the present time is almost completely socially
defined (Wakefield, 1992). While all science operates within a social
framework, the complexity of the links between young people’s
attentional difficulties and the family, school and employment
contexts in which they occur produces a tension that is not normally
as obvious in other areas of scientific endeavour.

This chapter outlines some of the reasons for the continuing
controversy surrounding the neuropsychological diagnosis of
ADHD, and attempts to clarify some of the measurement issues that
have dogged the field. We begin with a quick survey of the various
diagnostic and explanatory approaches to the condition found in the
contemporary literature.

The search for a biological marker

Although preoccupying the discipline since the condition was first
identified by Still, the search for a clear structural difference in the
brains of diagnosed children as a possible biological marker for
ADHD has mostly been disappointing. Despite extensive contem-
porary research in this area, the one significant structural finding
that has emerged so far has resulted from the use of magnetic reso-
nance imaging (MRI). In this procedure the brain is exposed to a
strong magnetic field that momentarily affects the spin of the
hydrogen atoms in the water molecules within the brain cells. When
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the atoms return to their normal spin they release detectable signals
that can be captured as computer-generated images. The result is a
detailed picture of the brain’s soft tissue.

These images have revealed that the normal 3 per cent advan-
tage in volume of the right frontal lobe compared with the left is not
present in many children who have been diagnosed with ADHD on
behavioural criteria (Castellanos et al., 1994, 1996; Hynd et al., 1993).
Occupying about one-third to one-fourth of the brain’s mass, the
frontal lobes are the largest of the brain structures in humans and
the last to develop fully. The particular area of the frontal lobes that
has been reported to be diminished in size in children with ADHD
is the prefrontal cortex.

The prefrontal cortex, as the name suggests, is at the extreme
anterior tip of the frontal lobes and is on the diagram on page 24.
This area of the brain is the most recently evolved and has intricate
and complex connections to all other areas of the brain and to all of
the major sensory systems. It appears to be responsible for many of
the higher cognitive functions such as language, planning, decision
making and, most significantly, the self-monitoring of performance.
Accumulating evidence suggests that the integrity of the prefrontal
cortex is essential for the development of the verbal strategies that
are used to guide and self-correct behaviour, direct and sustain
attention, make complex judgements and inhibit impulsive
responses to extraneous stimuli in the environment.

The finding by Castellanos and colleagues of reduced relative
size in the right prefrontal cortex of children diagnosed with ADHD
is significant because the functions associated with this structure are
almost the exact deficits identified by Still at the beginning of the
century. Unfortunately, in what will be seen as a consistent charac-
teristic of reports such as these, the diagnostic utility of Castellanos’
finding is limited by the fact that many children with ADHD do not
exhibit reduced relative size in the prefrontal cortex. By the same
token, there are many children who do not have the normal size
differential reported by Castellanos but yet do not have ADHD. An
additional reason to view these findings with some skepticism is
that volumetric MRI is still at a fairly rudimentary stage of devel-
opment and the reliability of the measurements that are produced
by these procedures has been questioned by many researchers
(Plante & Turkstra, 1991). Future research also needs to evaluate
whether this measure is able to discriminate between children with
ADHD and those with other common conditions such as conduct
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disorder and learning disability. None of the studies reported so far
has included control groups of this nature and so the practical
utility of the finding is limited.

With the increasing use of the newer radiological brain imaging
techniques able to measure brain functioning, some differences have
also been isolated among adults who were diagnosed with ADHD
in childhood. Functioning in this sense refers to the actual neuro-
logical processes occurring within the central nervous system rather
than to the neurological architecture of the brain itself. For example,
in one of the most frequently cited studies in this field, Zametkin et
al. (1990) used positron emission tomography (PET) to demonstrate
that specific areas in the frontal lobes appear less active in these
individuals than in ‘normal’ adults.

Although PET became available in the early 1980s, it remains
primarily a research technique for constructing images of brain
function by monitoring the movement and uptake of injected
radioactive isotopes during various cognitive activities. The isotopes
are attached to glucose molecules and their uptake in various parts
of the brain paints a multicoloured ‘picture’ of cerebral functioning
during various tasks. Two black and white images of PET scans are
presented below. 

Areas of white surrounded by dark fringes indicate high uptake
of the glucose molecules, and therefore high activity. The second
image is of the brain of an adult with ‘residual’ ADHD, observed
from above during a simple planning task. The first image is of a
normal control during the same task. Notice the higher levels of
frontal lobe activity in the normal control.
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Despite the publicity that Zametkin’s finding received, its practical
utility is limited because the dangers associated with radioactive
substances mean that the procedure cannot be routinely used with
children. A more serious difficulty is the strong likelihood that adults
with residual ADHD represent a subgroup who may well have had
a more severe or unusual variety of the paediatric condition. In fact
an attempt to replicate this research with adolescents has not been
successful (Zametkin et al., 1993) and other research has suggested
that the original findings might have been an artifact owing to gender
differences in the sample. The control group for this study consisted
mainly of females.

There are other measures of brain functioning sometimes
employed by clinicians to assist in diagnosis of ADHD, although
similar problems have been encountered with these procedures. Elec-
troencephalographs (EEGs), for example, are used to detect electrical
activity in different parts of the brain. One EEG technique involves
presenting the child with a visual or auditory stimulus and deter-
mining the appropriateness of the brain waves (commonly referred to
as evoked potentials) emitted through the scalp. Research suggests
that many children with ADHD demonstrate decreased amplitudes
in the micro-voltages of these evoked potentials, faster habituation to
the stimulus and increased slow wave activity (Klorman, 1991; Lahat
et al., 1995). In addition to this general ‘sluggishness’ in brain activity,
these children appear to demonstrate slower (and more variable)
reaction times to both visual and auditory stimuli.

While these results present a uniform picture of lower levels of
cerebral arousal in those affected by the condition, it is also the case
that many non-ADHD children exhibit similar abnormalities in EEG
activity and in reaction times when undergoing the same diagnostic
procedures. This lack of specificity in the available measures haunts
the entire field of ADHD research and is a major source of frustration
for clinicians as well as for investigators hoping to isolate a single,
clear biological marker for the condition that may be used in diag-
nosis. Specificity in a diagnostic sense refers to the capacity of a clinical
measure to discriminate between those who have the disorder and
those who don’t, while sensitivity merely refers to the measure’s
ability to identify those who have the disorder. Often these two char-
acteristics are in dynamic tension with each other because the more
sensitive measures are also more likely to mis-classify normal
children and vice versa. In fact many of the common procedures used
to diagnose ADHD lack both sensitivity and specificity, despite the
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claims many clinicians make for the diagnostic information they
provide.

The frequent observation that, as a group, children with ADHD
suffer higher incidences of disorders such as incontinence, somatic
complaints, allergies, colds, urinary tract infections and sleep distur-
bances is also useful knowledge for clinicians and perhaps hints at
the condition’s biological origins (Cantwell & Hanna, 1989). Once
again, however, the actual diagnostic utility of this information is
compromised for the same reasons that brain imaging, EEG, or
reaction time measures have been found to be problematic. That is,
while these problems frequently coexist with ADHD, they cannot be
used to pinpoint the presence of the condition in any one child and
they appear to be more common in nearly all groups of psychiatri-
cally ill children.

Most of the evidence suggesting a biological cause of ADHD is
derived from the common observation that over 75 per cent of diag-
nosed children appear to respond positively to stimulant therapy
with dexamphetamine or methylphenidate hydrochloride (Green,
Wong & Atkins, 1999). In fact it is this finding that has led many
medical practitioners to view stimulant therapy as a valid diagnostic
challenge with children. That is, the treatment itself has become the
diagnostic tool so that those who do respond are presumed to have
the condition and vice versa.

The supposed high rate of positive response to stimulants has
also prompted a number of theories suggesting that important
neurotransmitters are either depleted or dysfunctional in those with
ADHD. Neurotransmitters are the naturally produced chemical
substances that allow electrical impulses to travel across the synapse
from one nerve cell in the brain to another. Neurotransmitter distur-
bances could theoretically produce many of the cognitive difficulties
experienced by those with the condition and explain the positive
results produced by the stimulants.

Generally speaking, dopamine is the neurotransmitter targeted
by the most commonly used stimulants although the medications
differ in how they increase dopamine concentrations in the synapse.
Dexamphetamine appears to release newly synthesised dopamine
and to block its re-uptake, while methylphenidate releases stored
dopamine (Shenker, 1992). This differential effect may partly explain
why some children appear to respond to one of the drugs and not
to the other, although most studies report that both treatments
produce similar overall results (Shukla & Otten, 1999).
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The theories proposing that the dopamine neurotransmitters are
either depleted or dysfunctional in those with ADHD are vulnerable
on a number of counts. First, urine analyses conducted on those
diagnosed with ADHD have found no differences in the amount of
excreted metabolites (by-products) of these neurotransmitters in
these children compared with others (Baker et al., 1993). Second, the
evidence suggesting a high rate of positive response to stimulant
therapy tends to be derived from studies conducted with method-
ologies in which there has been no attempt to ‘blind’ patients,
parents or therapists to the treatment being offered. This allows the
possibility that an unknown component of the therapeutic benefit
from these pharmacological interventions is derived from a strong
placebo effect. Such placebo effects in the drug treatment of ADHD
are reported to average about 20 per cent (Ullman & Sleator, 1986)
although there are some reports of up to a 40 per cent rate of
positive response to dummy pills.

An additional point is that, while the calming effect of stimulant
therapy was once believed to be a unique and paradoxical response
of children with ADHD, it is now clear that nearly all children and
adults register increased attentional capacity after taking either of
the two commonly prescribed stimulants (Peloquin & Klorman,
1986; Rapoport et al., 1978; Yelich & Salamone, 1994). Therefore it
is doubtful whether responsiveness to stimulants in and of itself
provides enough evidence to assist diagnosis or to suggest that the
condition is unambiguously caused by a deficit in those substances.
Even the American National Institute of Health consensus statement
(NIH, 1998), which takes an unambiguously ‘medical’ view of the
condition, cautioned against the diagnostic use of stimulants with
the statement that ‘some practitioners invalidly use response to
medication as a diagnostic criterion’.

Qualitative observations, behavioural ratings and
psychometric tests

With the current absence of any reliable physical or biological
markers to indicate pathology, practitioners are reduced to a
dependence on qualitative observations, behavioural ratings and
psychometric tests. The benefits and disadvantages of each of these
diagnostic approaches to ADHD will be considered in the next
section.
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Qualitative observations

The observational criteria that comprise the most frequently utilised
diagnostic framework—the Diagnostic and Statistical Manual, 4th
Edition (DSM-IV) (American Psychiatric Association, 1994)—seem
to be clearly presented, and on the surface it is a very straight-
forward process to find the necessary behaviours that qualify a
child for the ADHD label. The criteria are reproduced in Appendix 1
of this book, and it can be seen that these behaviours typically fall
under the general categories of: a) inattention or inconsistent atten-
tion and b) hyperactivity–impulsivity.

Unfortunately, as was suggested in the introduction to this
chapter, these observational criteria as represented in DSM-IV
appear to be almost as unreliable as the biological markers for
which they are substitutes. This unreliability is indicated in practical
terms by the extreme variability that exists in the rates of diagnosis
produced by physicians within the same locality as well as across
state and national boundaries. Examples of this variability were
presented in Chapter 1 and, rather than reflecting a genuine vari-
ability in the incidence of the condition, they more likely represent
substantial differences in the way observational criteria are being
interpreted.

Some of the cross-national variance in rates of diagnosis can be
accounted for by the use of different criteria for the condition. Most
workers in European settings use the diagnostic systems of the
World Health Organization International Classification of Diseases,
10th Edition (ICD-10) (WHO, 1993). Under this taxonomy the equiv-
alent category to ADHD is hyperkinetic disorder, a term that relates
directly back to the original focus on disordered control of
movement described by Still (1902). The ICD criteria for hyper-
kinetic disorder are presented in Appendix 2 of this book and it
can be seen that one reason for the lower percentage of ‘cases’ in
European settings might be the exclusion from the diagnostic net of
those exhibiting comorbidity. That is, the ICD criteria specifically
exclude children whose attentional problems are associated with
conduct, mood, anxiety or pervasive developmental disorder. It is
important to recognise, however, that trans-Atlantic inconsistencies
in rates of ADHD diagnosis remain even when the same criteria are
used by clinicians from European and American settings. For
example, Prendergast et al. (1988) compared rates of ADHD diag-
nosis in British and American practitioners using the same criteria
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and found that a similar differential prevailed, with American clini-
cians apparently more willing to recognise the symptoms in their
patients.

Inconsistencies in rates of ADHD diagnosis deserve considerable
attention because they go to the heart of the controversies that have
surrounded the condition over the past two decades. Some expla-
nations have focused on the extent to which strict diagnostic criteria
are actually followed by clinicians. For example, Wolraich et al.
(1990) argue that less than half of all physicians in the USA actually
use the DSM criteria as the basis for their ADHD decision making
so that diagnostic consistency is not even to be expected. Similar
inconsistency in the employment of diagnostic procedures can be
expected in other countries and so idiosyncratic use of measures
might be a major factor in producing some of the apparent
geographical variability of the condition.

The diversity in the actual DSM observational criteria for
diagnosis of ADHD provides another possible reason for the
inconsistency. While these criteria have undergone continuous refine-
ment since they were first published in 1980, with the current
requirement that any six of the nine inattention and any six of the
nine hyperactivity–impulsivity criteria be met, a very large number of
behavioural permutations in the condition are possible, so that consis-
tency would be hard to recognise, even if it was present. A dozen
children could present with a wide diversity of ‘symptoms’ and yet
receive the same diagnosis so that the existence of a reliable under-
lying ADHD syndrome might often not appear immediately obvious
to those who observe the results of diagnostic decision making.

Lack of precision in the language used to describe the diag-
nostic requirements for ADHD in each of the taxonomies is also a
possible source of inconsistency. Both the ICD and DSM diagnostic
systems rely on practitioners to interpret the term ‘often’ in relation
to the target behaviours for ADHD. For example, the requirement
that the child ‘often appears not to listen to what is being said’ is an
item appearing in both sets of criteria. Yet there are no guidelines
presented as to the actual number that ‘often’ in this context repre-
sents. It is left up to the clinical judgement of the practitioner to
determine what ‘often’ refers to in the context of the child’s level of
development, yet we know from many years of research that indi-
vidual perceptions can vary dramatically, even among highly
trained and experienced professionals. While one paediatrician
might believe that three instances of not listening in a day consti-
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tutes ‘often’ for a seven-year-old, another might believe that six such
occurrences are not unusual. Equally as important is the issue of
how ‘not listening’ is to be objectively defined. No specifications for
this behaviour are provided and the other symptoms described in
the ADHD criteria such as fidgeting, distractibility and forgetfulness
are equally open to extreme variability in interpretation.

The way in which the diagnostician gathers information about the
ADHD criterion behaviours from parents and teachers is another
obvious source of inconsistency. Unstructured clinical interviews
with parents and children are notoriously unreliable with respect to
diagnostic decision making (Hinshaw, 1994). Individual differences in
interviewer orientation and style combine with the inevitable fluctu-
ations that occur in respondent mood and perspective to ensure
unacceptable variability in the characteristics of children receiving the
ADHD label after the application of this diagnostic process.

Even structured interviews in which the diagnostician system-
atically presents the respondent with questions stemming directly
from the specified DSM criteria arranged in a consistent order have
their limitations in terms of reliability and validity. They often focus
exclusively on parental concerns and behavioural reports to the
neglect of information from other settings and sometimes the subjec-
tivity of these parental accounts is difficult to reference to a ‘normal’
baseline. Specific problems with the reliability and validity of infor-
mation collected from a single source are outlined below.

Rating scales

Standardised rating scales attempt to remedy many of these defi-
ciencies in the collection of behavioural data and they have become
the fastest growing assessment tool in developmental psychology
(Kamphaus, Petoskey & Rowe, 2000). While both the ICD and the
DSM diagnostic systems are by definition categorical in their
approach to ADHD (that is, the child either has the condition or
doesn’t, depending on whether the criteria are met), many neuro-
psychologists prefer to conceptualise the disorder as existing on a
continuum. With this approach, each of the diagnostically signifi-
cant behaviours are quantified by raters using some meaningful
scale (such as never–0, sometimes 1–2, often 3–5) and the ratings
are totalled for each dimension being measured. These totals are
referenced to a normal distribution within each age-level so that 
cut-off points can be applied and the decision about the unusualness
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of the behaviour made on a statistical basis. Unfortunately, while
such approaches are meant to improve the consistency and relia-
bility of ADHD diagnosis, it appears that rating scales are
susceptible to many of the same problems that have been docu-
mented for the diagnostic systems discussed above.

Data collected on rating scales can be judged on two criteria,
interobserver reliability and interobserver agreement. While these
attributes are similar, they actually refer to two different indices of
consistency and each needs to be discussed separately in relation to
the ADHD scales often used with children. Interobserver reliability
simply refers to the degree to which raters vary together in their
estimate of a particular behaviour. If two observers are rating the
frequency of ADHD symptoms on a scale and one always under-
estimates while the other consistently overestimates, the scale would
still appear to be reliable because the ratings would move in the same
direction for each item. While it might seem misleading and overly
generous to use this as an index of a measure’s consistency, reviews
of commonly used children’s rating scales suggest that even on this
relatively lenient criterion, the correlation between raters is typically
only about .4. This coefficient can be interpreted to mean that a
maximum of 16 per cent of the judgements made by one person
about a child covary with the judgements of another about the same
child. The percentage of shared variability declines even further if the
respondents come from different settings, for example family and
school (Achenbach, McConaughy & Howell, 1987).

In contrast to interobserver reliability, interobserver agreement
refers to the extent to which each observer nominates the same score
for each behaviour. So, in the case of the item ‘How often does this
child appear not to listen to what is being said?’ interobserver agree-
ment would only occur if both raters chose the same frequency
category in their response to the scale. Not surprisingly this much
stricter definition of consistency is often neglected in reports of the
reliability of ADHD rating scales and indices of interobserver agree-
ment on target behaviours are notoriously low (Barkley, 1990).

An index of interobserver agreement has the advantage of taking
into account the bias as well as the inconsistency in the way the
observers use the scale. While inconsistency is often referred to as
random measurement error, bias is a more systematic source of error
and, in the context of psychopathology, such systematic error occurs
at the intersection between the condition and its social context. Many
examples of bias in the assessment of ADHD have been documented.
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For example, Stevens (1981) found systematic variability in the
‘hyperactivity’ ratings collected from trained psychologists who had
all viewed the same film depicting a boy’s behaviour within a school
setting but had read different biographical histories of the child. In
each of these fictitious biographies his socioeconomic status had
been systematically manipulated. The psychologists consistently
rated the behaviour of the boy when he was labelled lower-class as
more hyperactive than when he was described as a middle- and
upper-class boy.

The bias described above is an example of the ‘halo/horns’ effect,
a common source of psychometric error where characteristics other
than those specifically being measured influence the ratings provided
by practitioners, parents and teachers. The ‘horns effect’ appears to be
a particular problem with scales designed to assist in ADHD diag-
nosis because children presenting with almost any disruptive
behaviour tend to be rated higher on ‘attentional problems’ by
teachers, even when the problematic behaviours are unrelated to
inattentiveness or overactivity (Abikoff, Courtney, Pelham &
Koplewicz, 1994; Schachar, Sandberg & Rutter, 1986). As a general
rule, rating scales tend to overestimate the prevalence of attentional
dysfunction in the community because the existence of almost any
behavioural problem in a child results in exaggerated ratings of inat-
tention or hyperactivity.

The variability in rating scale scores commonly found with
ADHD might also reflect systematic variability in the tolerance
levels of the observers making the ratings, even when the suppos-
edly ‘objective’ DSM criteria are met. For example, a child
demonstrating ‘forgetfulness’ or ‘disorganisation’ is less likely to be
noticed within the family than in a school setting where learning
and the development of self-responsibility often carries a higher
priority. There have been extensive reports of such inconsistency
between ADHD ratings collected from educational and family
settings (Lahey, McBurnett & Piacentini, 1987) and even within
schools there is variability across teachers and across departments.
It is known, for example, that special education teachers are more
tolerant of disruptive behaviours in children than are generalist
teachers and so they are likely to rate the severity of such behav-
iours lower on rating scales (Safran & Safran, 1987).

Similar variability in levels of tolerance for disruption operate
within and across families. Evidence suggests that mothers are more
likely to report symptoms of ADHD in their children than are fathers;
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that identical behaviours are less likely to be reported as symptoms
in the morning than in the afternoon; and that older parents have
a lower threshold for reporting behavioural deviance than their
younger peers (Barkley, 1997a). Even the children themselves are
biased in their self ratings, possibly because difficulty in self-
monitoring one’s own behaviour is one of the commonly reported
characteristics of the condition. For example, Loeber, Green, Lahey
and Strouthamer-Loeber (1991) report that children with difficulties
related to attention and hyperactivity consistently understate the
frequency of their ADHD symptoms relative to mainstream children.

There are also dramatic cross-cultural differences in perceptions of
inappropriate behaviour. When standardised videotape vignettes of
children participating in individual and group activities were rated by
clinicians from a variety of cultural backgrounds, Mann et al. (1992)
reported that Chinese and Indonesian clinicians gave consistently
higher hyperactivity ratings than did their Japanese and American
colleagues. These findings suggest that the thresholds for deviance,
among both clinicians and informants responding to well standard-
ised ADHD scales, have strong cultural determinants that could have
a bearing on the international differences in rates of diagnosis.

An additional source of diagnostic unreliability, touched on
earlier, stems from the nature of the condition itself because children
with ADHD tend to demonstrate unusual levels of fluctuation in their
behaviour and performance (Douglas, 1972; 1983). This increased
variability has been noted across settings as well as across time
periods within the same setting, and fluctuating performance has
even been suggested as a primary marker for the condition (Barkley,
1990). In addition to creating a further source of frustration for
parents and teachers (‘He was able to do this yesterday!’), the ‘reliable
unreliability’ that characterises the behaviour of these children acts to
confound conventional diagnostic procedures based on observational
criteria. Even those test and observational techniques with well
established high standards of psychometric reliability have trouble
measuring the behaviour of ‘unreliable’ examinees.

In spite of these problems, rating scales filled out by parents or
teachers are probably the most common source of information used
by practitioners making diagnostic decisions. Many clinicians
simply use an informal scale abbreviated from the DSM-IV criteria
while others adopt more formal instruments. Examples of the more
commonly used behaviour rating scales include the Child Behaviour
Checklist (Achenbach, 1991), the Conners’ Rating Scales—Revised
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(Conners, 1997) and the Behavioural Rating Inventory (Rowe & Rowe,
1995). The reliability of many of these measures has been questioned
in the literature, although it must be remembered that whatever
scale is used, the nature of the condition means that ratings of
children’s behaviour should be obtained from as many different
informants as possible. The reliability of all measures increases in
direct proportion to the number and variety of observations that are
taken and often the contrast between the parent and teacher ratings
of the same child can be valuable diagnostic information in itself.
For example, higher teacher reports of disturbance compared with
parent ratings might indicate that the child behaves adequately in
the more individualised one-to-one home environment while
becoming disorganised and hyperactive in the more ambiguous
and non-responsive school setting.

The international, interstate, inter-clinician and inter-informant
differences in diagnostic tendencies when the decision is based on
rating scale scores might partly reflect the fact that the behavioural
manifestations of ADHD cannot be simply dichotomised into what is
normal and what is pathological—especially when considered within
a developmental and social context. Psychologists, perhaps more so
than medically oriented clinicians, tend to favour the view that the
behaviours that are supposed to characterise the condition, along
with most aspects of human functioning, can only be placed along a
continuum where opinion regarding their pathology fluctuates over
situations, the age of the child and time at which the behaviour is
observed. Behaviour that at one time or place would be considered
maladaptive might, in the case of another child or in different circum-
stances or culture, be considered perfectly normal. For example, it has
been claimed that, ‘at some ages, 50% or more of normal children are
perceived by adults as showing various signs of hyperactivity’
(Whalen & Henker, 1996).

These findings have prompted many workers in the field to move
away from any attempt to isolate ADHD in a particular child using
a simple rating scale. Instead they adopt an approach to diagnosing
the condition that relies upon the observance of ‘misfit’ between the
temperament of the child and that of the parent or teacher. These
‘ecological’ or ‘transactional’ assessment models rely heavily on the
investigations of Chess and Thomas (1989) regarding the early
appearance of temperament in children. According to this research all
humans exhibit a set of temperament traits that are largely present
from birth in attributes such as activity level, adaptability and regu-
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larity; tendency to approach or withdraw in novel situations; intensity
of reactions and mood; persistence and attention span, distractibility
and sensory threshold. All traits vary normally in the general popu-
lation; however, certain temperaments are particularly likely to
induce a ‘poor fit’ with the values and expectations of caretakers.
Children with this ‘difficult’ temperament cluster (low adaptability
and regularity, negative mood, high intensity, etc.) are more likely to
develop social problems and transactional stress, but this might only
happen in situations of extreme misfit. It is these ‘misfitting’ children
who tend to receive the diagnosis of ADHD. 

Psychometric tests

In a different approach to dealing with the unreliability that char-
acterises the condition and its measurement, attempts have been
made to standardise the situational variables that appear to
influence the occurrence of ADHD symptoms by using formal 
one-to-one psychometric testing. The advantage of this testing is
that it takes a sample of a child’s behaviour in a rigidly controlled
environment so that performance can be ‘objectively’ measured and
related directly to the attentional disturbances that are presumed to
lie at the heart of the condition. With the use of standardised tests,
a decision about abnormality can then be made on a statistical basis,
recognising that cognitive attributes, along with the behaviours that
are measured with rating scales, tend to exhibit a characteristic bell-
shaped normal distribution rather than clustering in those who
have been diagnosed. Aberrance is simply the lowest tip of the
distributional performance curve.

Of course the disadvantage of a psychometric testing approach is
that gains in reliability are often achieved at a cost to validity. Just as
the standardised observations made of a child’s behaviour in the
clinician’s rooms are unlikely to reflect the ‘real-world’ behaviour of
the child, so too the results of one-to-one psychometric testing
provide only an approximation of the child’s level of performance on
‘real-world’ tasks. Neuropsychological testing is therefore often crit-
icised for its lack of ‘ecological validity’ (Barkley, 1992) in the sense
that the generalisability of the ‘score’ is often heavily compromised.

In spite of these problems with generalisability, neuropsycholog-
ical testing of the child’s capacity to utilise their attentional resources
can be a valuable component of the diagnostic process, provided the
test results are structured in some way that accords with our knowl-

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 30



Neuropsychology and ADHD

31

edge of how the brain processes information. This is especially so
because empirical research, using both animal and human models,
has increasingly supported the view that attention is not a single
construct but an ability that can be divided into a number of linked
components. While there are many models that integrate the compo-
nents of attention in different ways (Barkley, 1996; Cooley & Morris,
1990; Douglas, 1983; Halperin, 1996; Posner, 1988; Sergeant, 1996;
Shiffrin & Schneider, 1977; van Zomeren & Brouwer, 1994), the 
so-called ‘Mirsky model’ is gaining increasing recognition as an
especially useful perspective from which to examine attention in
both adults and children. The utility of such a model derives from its
capacity to provide a way of thinking about ADHD that encourages
a systematic analysis of the diverse clinical symptoms that comprise
the syndrome, instead of viewing the condition as the result of a
single biological deficit. Such an approach means that there is less
chance of the clinician relying solely on biomedical treatment and
a greater likelihood that the specific deficits will be addressed in a
manner that is more appropriate to the nature of the presenting
problems and their likely diverse aetiology.

The Mirsky model of attention

The ‘Mirsky model’ has been extensively studied (Mirsky, 1996;
Mirsky, Anthony, Duncan, Ahearn & Kellam, 1991) and is based
upon the factor analytic results of research carried out with a standard
battery of multiple, well normed neuropsychological measures.
Factor analysis is a statistical procedure that determines the degree of
correlation between performances on various tasks to determine the
extent to which they reflect particular underlying characteristics,
known as ‘factors’. The results of these investigations are summarised
below, together with references to the measures used to identify each
component and tentative suggestions of where these functions might
be localised in the brain. The four elements extracted by the Mirsky
model were (a) sustain (b) focus execute (c) shift (d) encode.

Sustained attention

The capacity to maintain focus and alertness over time is referred to
as sustained attention, an ability that normally matures relatively
early in children. This aspect of attention is often conceptualised as
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‘vigilance’ and there is much evidence to suggest that children with
attention disorders experience particular difficulty with this skill,
resulting in what is often called a ‘short attention span’ (Barkley
1992).

Sustained attention is most commonly measured on comput-
erised tasks in which the child is asked to monitor a video screen for
prolonged periods and to respond to the appearance of randomly
presented visual or auditory stimuli by pressing appropriate
switches. This sort of task is often referred to as a Continuous Perfor-
mance Test or CPT, and children with ADHD tend, as the test
progresses, to make more omission and commission errors than
other children. In other words the rate at which their scores deteri-
orate with time spent on the task declines faster than appears to be
the case with normal children at a similar level of development.

There are a number of continuous performance tests commer-
cially available, including the Conners’ Continuous Performance Test
(Conners, 1995), the TOVA (Test of Variables of Attention—Green-
berg & Waldman, 1993), and the Vigil Continuous Performance Test
(Psychological Corporation, 1996). In fact the main difficulty with
these tests from a diagnostic point of view is the variety of versions
adopted among practitioners and researchers, which leads to a
confusing range of numbers used to describe a child’s performance.
On some of the measures there is also a problem with the inade-
quate standardisation employed in the test development process
(Riccio, Reynolds & Lowe, 2001).

It is believed that the capacity for sustained attention is associ-
ated with an optimal level of cortical arousal. This capacity is the
major responsibility of the reticular activating system (RAS), which
is composed of nuclei and fibres that pass through the brainstem,
diencephalon and the frontal cortex. While certainly not a significant
source of candidates for the diagnostic label of ADHD, damage to
the RAS, particularly during the prenatal period, has been associ-
ated with later attentional problems (Douglas, 1983; Zentall, 1975).
Other midbrain structures involved in maintaining attention are the
thalamus and the limbic system, particularly the hippocampus
(Thompson & Bettinger, 1970).

Selective or focused attention

The ability to focus on a specific target for enhanced processing so
that the resulting information can be responded to appropriately
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is referred to as ‘selective’ or ‘focused’ attention. Often children
suffering from attentional difficulties might be able to demonstrate
this capacity until competing information becomes present. It is in this
situation that the ‘filtering’ element might begin to break down and
the child feels bombarded by environmental stimulation with no
capacity to find structure or meaning. This function is commonly
tested by neuropsychologists using tasks in which the target stimuli
are embedded in an array of conflicting and inappropriate response
stimuli. The Letter Cancellation Test (LCT) is one such task. This is
a simple paper and pencil test that requires the child to mark a specific
pair of letters that are repeatedly presented within a random array of
other letters. The capacity to perform adequately on these sorts of tasks
appears to be partly determined by the integrity of the temporal and
parietal areas of the brain (shown in the diagram on page 22).

Shifting attention

The ability to change attentive focus in a flexible and adaptive
manner is commonly referred to as shifting attention, although
some of the neuropsychological literature describes the inability to
effectively supervise attentional control as a deficit in the executive
functions or the central executive. There is considerable debate
about whether this aspect of attention is deficient in children with
ADHD, possibly because it is considered to be a comparatively late
developing ability and the DSM criteria specify that the condition
needs to be apparent early in the child’s life (before age seven). The
view that ADHD primarily represents an executive function deficit
has been taken up recently by a number of high profile researchers
in the field and so some of this evidence will be reviewed in more
depth in Chapter 6, especially as the executive functions are gener-
ally considered to involve other skills beyond the capacity to shift
attention. It is interesting to note that these same researchers have
recommended that the maximum age hurdle necessary for consid-
eration of an ADHD diagnosis be raised from seven to thirteen in
the next revision of the DSM criteria (Barkley, 1997a).

Shifting attention is mostly measured on tasks that require the
child to move frequently from one category of response to another.
These tasks usually involve some element of sorting, where responses
have to vary according to criteria that are constantly changing.
Commonly used instruments include the Wisconsin Card Sorting Test
(WCST: Heaton, 1981), where the rule for sorting cards changes
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without warning from being based on colours, to shapes and finally
to numbers, the Go, No-Go test where criteria for action shift on a
moment-by-moment basis, and the Contingency Naming Test (CNT:
Taylor, 1988), a relatively new test that involves holding two
opposing rules in mind and acting on one rule in some circumstances
and the opposite way in others. On each of these tests either the
number of errors or the length of time taken to complete the full test
is frequently accepted as a measure of the ability to shift attention, an
ability that is usually localised in the prefrontal areas of the brain.

Speed of encoding and information processing

The rate at which information from the environment is registered
and then outputted via motor activities is referred to as the speed of
information processing. As indicated earlier in this chapter, some
children diagnosed with ADHD are found to be sluggish in their
response times to auditory and visual stimuli, while others are
merely erratic. Many are both slow and irregular. Response times
are typically measured on the same computerised CPT tasks used to
gauge the capacity of the child to sustain attention but a different
measure is used to index the stability or reliability of the attentional
system. This capacity has been tentatively located by Mirsky et al.
in the midline thalamic structures and in the brainstem.

With the increasing recognition of the importance of these
components of attention, a number of omnibus tests that provide
standardised scores for children on these attributes are in the
process of development. One such measure is the Test of Everyday
Attention in Children (TEACh), a well normed instrument that
examines all of the elements of attention described above. This test
is a downward extension of a similar test used with adults and
represents a significant attempt to tease out some of the complexity
from the attention construct. Research has indicated that this
measure is capable of identifying children who have been pre-
viously diagnosed with ADHD by clinicians (Manly et al., 1999).

General tests of cognitive ability

In addition to these specialised instruments, neuropsychologists typi-
cally utilise standardised tests of general ability such as the Wechsler
Intelligence Scale for Children (WISC). As well as providing an indica-
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tion of the extent to which a child’s attentional problems are related
to overall cognitive capacity, these measures have two subtests on
which adequate performance is presumed to be at least partly deter-
mined by the ability of the child to resist distraction. The latest
revision of the scale (the WISC III) combines the scores on these two
subtests into what has become known as the Freedom from Distraction
Index (Wechsler, 1991), an index that is frequently used to assist in
ADHD diagnosis. While this index has been shown to be sensitive to
ADHD (Prifitera & Dersh, 1993), an unfortunate problem is that it
appears to be just as sensitive to learning disability. This means that
it is not useful for discriminating children with learning disorders
from children with attentional disorders (Wielkiewicz, 1990) and so
cannot be used in any definitive sense for diagnosing the condition.

The difficulties associated with the use of formal psychometric
tests to diagnose a condition in which a primary characteristic is
the tendency for performance levels to fluctuate excessively have
already been mentioned. As this intraindividual performance vari-
ability occurs across both time and setting, a child’s test score might
appear normal or abnormal, depending on when and where he or
she was tested. These difficulties are further compounded by the
tendency for a formal test to artificially curb the expression of this
performance variability through the moderating presence of the
test administrator. Most of the problems experienced by children
with ADHD occur in ambiguous and unstructured situations
whereas a psychometric test by its very nature is a structured situ-
ation in which the child is directed to perform a series of tasks in a
set sequence by an adult. Thus the formality of the test situation and
the presence of the clinician can compensate for the attentional
problems of the child, attenuating an important piece of diagnostic
information. On the previously described Continuous Performance
Test, for example, scores are known to differ dramatically according
to whether or not the examiner is present during assessment
(Draeger, Prior & Sanson, 1986; Power, 1992) and so during formal
psychometric testing the clinician is said to be acting as a de facto set
of frontal lobes for the child in helping them keep on task.

Specific measures of impulsivity/hyperactivity

While predominantly employed for research purposes, activity and
seat movement recorders are sometimes used to assess levels of
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overall activity in children and these devices have been found to
be useful in distinguishing ADHD from other child psychiatric 
disorders (Halperin et al., 1992). They are electronic devices that
are worn by the child for set periods of time so that objective
information about activity levels can be compared with normative
data. More sophisticated devices that operate on the same principle
monitor head movements while the child is performing the Contin-
uous Performance Test. These instruments are also sometimes used
to evaluate the impact of interventions and they are capable of
recording fairly subtle changes in a child’s behaviour after the
administration of psychostimulants.

Although pedometers and head movement monitors represent
an attempt to measure the hyperactivity component of ADHD elec-
tronically, the most commonly used ‘paper and pencil’ measure of
impulsivity is the Matching Familiar Figures Test (MFFT: Kagan,
1966). The MFFT is a twelve-item measure of impulse control, visual
discrimination and attention to detail. The child is shown a picture
of an object and must choose from a group of nearly identical
pictures the one that exactly matches the target picture. Scoring is
based on the speed of response in relation to accuracy. Children
with ADHD are reported to respond quickly to each item while at
the same time making many errors, which results in an overall low
score (Sonuga-Barke, Houlberg & Hall, 1994). Impulsivity is also
sometimes measured on the Continuous Performance Test where
premature responses to stimuli (children responding before the
signals actually appear on the screen) are monitored.

Attempts to measure impulsivity most clearly demonstrate the
ambiguous nature of ADHD symptomatology because impulsivity
is a notoriously difficult concept to pin down in a measurement
sense. While it is clear that there is a developmental aspect to the
capacity of individuals to inhibit initial impulses and to cognitively
reflect before committing to action, impulsivity can also be seen as
a positive capacity to respond quickly to environmental demands
and feedback. In many cases, too much reflection before initiating
adaptive action might be seen as dysfunctional ‘rigidity’ or as a
pathological symptom of emotional disorders. These problematic
aspects find expression in the difficulties that have been encoun-
tered using the MFFT. Despite being used in over 800 studies of
impulsivity, this test has received extensive psychometric criticism
for its inability to reliably identify pathology, for its high correlation
with intelligence and for its poor reliability. Other scales that have
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been devised to measure impulsivity have been forced to discrim-
inate between functional and dysfunctional impulsivity, in an
acknowledgement that acting before thinking can be advantageous
in some circumstances (Dickman, 1993).

Other diagnostic issues

Perhaps the greatest dilemma facing developmental neuropsychol-
ogists working in the field of ADHD is the fact that individuals
receiving the same diagnosis do not appear to represent a homoge-
neous group. Even after allowing for variable interpretations of the
diagnostic criteria across settings and observers, the condition
appears to be typically confounded with a variety of other devel-
opmental disorders. Over a quarter of all children diagnosed with
ADHD have a concurrent diagnosis of learning disability, and
‘attentional difficulties’ are frequently experienced by children with
other conditions such as autism, Tourette’s syndrome and mental
retardation (Shaywitz & Shaywitz, 1991; Weinberg & Emslie, 1991).
In fact it is the extent of this association of ADHD with other devel-
opmental disorders that accounts for much of the variability in
incidence rates across settings and cultures commented upon earlier
in this chapter.

We also know that children with a variety of physical disorders
tend also to experience attention problems. Head injury, encepha-
litis, meningitis, epilepsy, phenylketonuria (PKU—a congenital
metabolic disease) and diabetes have all been associated with
deficits in this aspect of information processing. In addition, there
are a number of treatments for relatively common medical condi-
tions that result in attentional problems for many children.
Examples of such treatments are the irradiation of the brain that
some children receive for acute lymphoblastic leukaemia, surgery in
which parts of the brain are excised and several drug regimens.

Emotional disorders are also frequently confounded with atten-
tional difficulties. Some studies have reported that up to 60 per cent
of children with ADHD present with diagnosable oppositional/
defiant behaviour, a fact reflected in the greater tendency of European
clinicians, relative to their American counterparts, to diagnose
conduct disorder in preference to ADHD. American reviews of the
literature have concluded that oppositional/defiant or conduct disor-
ders coexist with ADHD in approximately 35 per cent of children
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(Green, Wong & Atkins, 1999), while a study conducted by Anderson
et al. (1987) in New Zealand found that 47 per cent of children with
ADHD had these difficulties as co-occurring diagnoses.

Anxiety and depression are also prevalent disorders comorbid
with the condition. The same American review cited above esti-
mated that approximately 25 per cent of children diagnosed with
ADHD had a coexisting anxiety disorder and that 18 per cent were
depressed (Green, Wong & Atkins, 1999). The New Zealand study
conducted by Anderson et al. found 26 per cent of ADHD children
with these disorders.

The extent of the comorbidity of other conditions with ADHD,
together with the degree to which attention is affected by the myriad
of medical and psychiatric disturbances to which children are prone,
underlines the difficulties associated with attempts to reliably
diagnose the disorder. Attention is an incredibly complex cognitive
function that has been the focus of literally thousands of articles and
books since the birth of psychology as a formal science in the latter
half of the nineteenth century. One of the reasons that attention has
been so intensively studied for such a long period of time is that
problems with focusing, maintaining or shifting attention have so
great an impact on our everyday lives. It is only to be expected that
a deficit in a cognitive function, upon which we rely so much,
should attract the interest of those looking to explain the wide
diversity of cognitive, emotional and behavioural disturbances to
which children are susceptible.

While the construct of attention has acted as a lightning rod for
reports of childhood disability in a multitude of different forms, we
have tried to demonstrate that the measurement issues associated
with this aspect of performance have cast doubt on its specific
utility in ADHD diagnostic decision making. To state that these
children suffer from a deficit in attention does not really clarify the
exact nature of their disability and a sophisticated approach to
assessment is demanded for the term to have any meaning at all. 

The extent of the influence that physical and social surroundings
have on levels of attention also means that problems in this area of
functioning cannot be looked at in isolation. Approaches to the
assessment and diagnosis of attentional problems that do not take
into account their wider social and family context are bound to
reveal only half of the ADHD story. In the next chapter we present
a critique of the medical model, an exceptionally limited approach
to ADHD that attempts to do just this.
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A critique of the medical model

The medical model is a particular way of thinking about distur-
bances in physical and mental functioning that accepts the utility of
the disease analogy. Approaches originating from this perspective
concentrate exclusively on the diagnosis and treatment of the under-
lying biological processes that are believed to result in the appearance
of the pathological ‘symptoms’, which become the focus of the clini-
cian’s attention. The medical model takes an exclusively individual
perspective and emphasises the application of technology and phar-
macology to disease.

While the medical model has been undeniably successful in a
scientific sense over the two hundred or so years in which it has
prevailed in Western culture, the continuing utility of this reduc-
tionistic approach is beginning to be questioned. In the case of
physical illness, rapidly expanding knowledge of the behavioural
and social factors that are associated with the occurrence of many
bodily disturbances has prompted a reappraisal of the dominance of
the medical perspective.

One aspect of this reappraisal concerns the false credit the
medical model has taken for the dramatic improvement that has
occurred in the physical health of populations. In fact the longer life
spans we now enjoy are not generally the result of improvements in
medical treatment but of reduced rates of infection owing to changes
in nutrition, incomes, education, public utilities and personal
hygiene (McKeown, 1976). Another example where such a reap-
praisal has taken place is in the changing views of killer diseases
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such as cancer and heart disease. Once seen exclusively as biological
aberrations within the victims that could only be tackled with
medically oriented treatments such as drugs, surgery or radiation
treatment, it is now recognised that there are large behavioural and
social components to both conditions and that a broader perspective
is required to stem their rising incidence in Western countries. 

Economic imperatives within the health systems of developed
countries and an increasing recognition of the cost inefficiencies of
the ‘treatment driven’ medical model have also prompted the
search for an alternative approach. The ballooning costs of surgical
and pharmaceutical treatments, together with the increasing extent
to which large sections of the population are resorting to these
medical technologies and drugs while continuing self-destructive
lifestyles, are seen as non-sustainable, even in Western industri-
alised economies. 

Many of these considerations have become prominent in the
philosophies and assumptions of the movement promoting what
has become known as ‘the new public health’ (Baum, 1998; Tulchin
& Varavikova, 2000). The new public health represents a

philosophy which endeavours to broaden the older understanding of
public health so that, for example, it includes the health of the
individual in addition to the health of populations . . . It is concerned
with finding a blueprint to address many of the burning issues of our
time, but also with identifying implementable strategies in the
endeavour to solve these problems. (Ncayiyana et al., 1995)

Public health opposition to the dominance of the medical model
in the case of psychiatric disturbance has a much longer history than
that mounted in response to the medicalisation of physical illness.
It grew partly out of the wider anti-establishment feelings of the
1960s and 1970s in North America and partly out of the European
tradition surrounding the philosophical and political analysis of
labelling by writers such as Foucault (1965). As well as emphasising
the long recognised potential of diagnostic labels to enforce social
norms and to create unfortunate self-fulfilling prophecies, these
critics of the medical model have expressed reservations about the
tendency of this approach to convert ‘problems in living’ into
medical syndromes (Szaz, 1991). Other arguments arising out of this
philosophical tradition to be presented in relation to ADHD are that
the medical model encourages mental health practitioners to hunt
for biological pathology at the expense of social considerations; to
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make arbitrary, inconsistent and often unwarranted distinctions
between ‘normal’ and ‘pathological’ behaviour; to rely on diag-
nostic labels that are unrealistically assumed to exist as
unidimensional categories; and to emphasise biomedical approaches
to treatment, even in situations where psychosocial interventions
may be more appropriate.

The dominance of the medical perspective on ADHD can be seen
in the various diagnostic labels that have been attached to the
syndrome since its first description by Still at the beginning of
the twentieth century. In the 1920s it was known as ‘post-
encephalitic behaviour disorder’ because overactivity and impulse
control problems were noticed in children who survived the great
encephalitis epidemics of the period. In the 1950s the growth in
knowledge of the subtle effects of head injury led to the adoption of
the term ‘minimal brain damage’ to describe its supposed aeti-
ology. With the recognition in the early 1960s that the disruptive
behaviours characteristic of the disorder were most often not asso-
ciated with any insult to the brain, the less aetiologically derived
label of ‘minimal brain dysfunction’ received increasing promi-
nence. The strong behavioural emphasis in this period soon began
to be reflected in a later preference for the descriptive term ‘hyper-
kinetic child syndrome’, although the beginning of the so-called
‘cognitive revolution’ in psychology in the 1970s produced a
growing belief that the deficits experienced by these children mainly
related to the difficulties they experienced in appropriately
attending to and processing information (Douglas, 1972; Douglas &
Peters, 1979). This led to the increasing use of the diagnostic label
Attention Deficit Disorder, later revised to Attention Deficit Hyper-
activity Disorder in recognition of the primacy of the disruptive
behavioural symptoms, which had initiated earlier interest in the
syndrome.

The various treatments that have been offered for the condition
also reflect the influence of the medical model in determining the
way that ADHD is conceptualised. From the early attempts to alter
the behavioural functioning of these children using dietary restric-
tions to the current emphasis on pharmacological treatment with
stimulants, the focus has consistently returned to biological modifi-
cation. As indicated earlier, the use of methylphenidate
hydrochloride and dexamphetamine began in the 1930s and
prescriptions for these drugs have risen dramatically in recent years,
particularly in America and Australia. In Australia, for example,
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some states experienced a 25-fold increase between 1988 and 1993
(Valentine, Zubric & Sly, 1996) and nationally the same increase in
dexamphetamine use was recorded between 1991 and 1998 (Mackey
& Kopras, 2001). There has been experimentation with the use of
antidepressants as potential treatments for ‘hyperkinetic’ children
since the early 1970s (Spencer, Biederman & Wilens, 1998) and more
recently there has been increasing use of antihypertensive medica-
tions such as Clonidine, Guanfacine and Beta-Adrenergic blockers
(Conner, 1998). While not part of mainstream practice, both devel-
opments reflect the same medicalised view of the condition and its
aetiology.

ADHD may well be the ‘disease for our time’ because it reflects
our contradictory feelings about science and the role of scien-
tific professionals in our lives. Our unease about the results of
scientific intervention and ‘unnatural’ treatments has never been
greater and yet we increasingly opt for instant technological or
medical solutions to problems as wide-ranging as infertility, obesity,
erectile dysfunction and heart disease. Popular media frequently
advertise these services alongside sensationalist stories denouncing
the rising recreational use of heroin or amphetamine-based ‘social
drugs’.

The paradox is also epitomised by the growing incapacity of
the public health system to cope with the ballooning costs of con-
ventional medical procedures and pharmacological treatments,
concurrent with the rapid expansion of alternative and ‘comple-
mentary’ approaches within the health economy. It seems as if we
embrace the advances and improved treatments that science and
the medical model have offered for so long, while hankering for the
non-medical approaches that seem to promise something that a
deficit-based approach can’t deliver.

Why is the medical model an inappropriate framework for
considering ADHD?

Many of the reasons for the inappropriateness of the medical model
in relation to ADHD were introduced in the previous chapter and at
the beginning of this one. These points will be expanded here in
order to systematically examine in more detail the failure of ADHD
to meet the criteria for inclusion in such a narrow explanatory
framework.
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Absence of reliable biological markers

Medical conditions are assumed to be identifiable physical entities.
In Chapter 2, it was shown that the medical model’s requirement for
a measurable biological abnormality to be present was not appli-
cable in the case of ADHD. Even the most sophisticated of the
imaging devices currently available has not been demonstrated to
be diagnostically reliable and there is no existing blood test or
physiological parameter that clearly defines the condition or its
chemical treatment.

Ambiguity among the symptoms and difficulties in making
normal/abnormal distinctions

The assumption, implicit in the medical model, that clear distinc-
tions are able to be made between the ‘pathological’ behaviours
associated with ADHD and the ‘normal’ behaviours of unafflicted
children was also shown to be unfounded by our current measure-
ment practices. Even trained and experienced observers appear to
be inconsistent in identifying the ‘aberrant’ behaviour of children
with the condition and the wide variability in rates of diagnosis
reflect this inconsistency.

The child’s cultural milieus and other situational factors in the
immediate environment appear to be as important as any intrinsic
pathology in determining diagnosis. The behaviours that are
supposed to mark the condition do not represent unique and
unusual examples of pathology but merely responses that are within
the repertoire of all children, but that are either presented in inap-
propriate situations or for unusual lengths of time in those who are
diagnosed.

Multidimensionality of the disorder

The medical model also requires the existence of discrete diagnostic
‘categories’ with clear treatment implications attached. However, it
is clear from the research that ADHD does not meet this basic
assumption. Evidence was presented in the previous chapter of the
confounding of the condition with other common paediatric
problems and of the blurred divisions between ADHD, conduct
disorder, learning disability and even anxiety conditions.
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Importance of psychosocial variables in predicting outcome

Much of the concern with the application of the medical model to
ADHD relates to the narrowed treatment options offered by this
approach. It is a well established finding that stimulant therapy
appears to have very little impact on actual school achievement
(Weiss & Hechtman, 1993) and that significantly better long-term
outcome is achieved when pharmacological treatments are
combined with psychosocial interventions that simultaneously
operate at the individual, family and school level. The effect of
combining treatment approaches does not appear to be merely
additive. Individual components act to maximise the action of the
others to produce sustainable change, even though each approach
on its own might have been demonstrated to be relatively ineffec-
tual in the long term. It is significant that the relative potency of this
combination of medical and psychosocial interventions increases in
proportion to the severity of the presenting ADHD symptoms.
(Cunningham, 1999).

Other problems with the medicalisation of ADHD

The rush to a medical diagnosis may also compromise the capacity
for positive change using psychosocial interventions. As Szaz (1961)
originally noted, a medical label implies that, because the person is
suffering from a sickness or disease, they are no longer responsible
for their behaviour. In the language of medical sociology, once
access to the ‘sick role’ is granted, the ‘patient’ is considered the
unfortunate victim of his or her condition. While older children and
adults diagnosed with ADHD derive some comfort from being
absolved from unjustified blame, it might well be that any signifi-
cant improvement requires the child to assume greater personal
responsibility for their behaviour as they grow older. The passivity
engendered by a medical label might be counterproductive for the
resumption of appropriate levels of self-management in the indi-
vidual and any improvements are assumed to result from the
‘treatment’ that is offered rather than from individual effort. 

It is interesting to note that the traditional arguments against the
‘labelling’ of behavioural disorders have tended to focus on the use
of medically imposed diagnoses as a form of social control. Some
writers continue to talk about the ‘myth’ of ADHD and the invention
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of the label and its stigma ‘to help preserve social order’ (Armstrong,
1995 p. 26). In many cases, however, it is actually the child’s parents
who request the diagnosis. The stigma of ADHD as a psychiatric
diagnosis has become less aversive, in relative terms, than the stigma
of perceived parenting, educational or personal failure. Such a situ-
ation has also occurred in the case of adults with mental disorders
where there is evidence that increasing numbers are ‘choosing’ the
diagnosis of ADHD in preference to other psychiatric labels because
it is considered less stigmatising (Shaffer, 1994). This phenomenon
obviously makes accurate diagnosis of the ‘real’ underlying condi-
tion more difficult and distorts the whole therapeutic process.
The same distorting effect occurs with children where clinicians
sometimes have to battle to accurately diagnose less ‘appealing’
conditions such as autism when parents express a strong preference
for the more ‘normal-sounding’ ADHD label (Barkley, 1998a).

Many parents do not realise that the ADHD label might be stig-
matising and harmful over the long term in ways that are hardly
appreciated today. As Breggin (1994) has noted, the diagnosis of
brain malfunction, while seeming so common, useful and consoling
today, might at a later time come back to haunt the recipient of the
label. As yet there has been insufficient time to observe the full effect
of an ADHD diagnosis on children’s future educational and
employment opportunities; however, there is every possibility that
security clearances, life insurance policies and licences to operate
machinery, motor vehicles and aircraft might be affected. We have
known for many years that psychiatric labels suggesting neurolog-
ical disability tend to be surprisingly resilient—even in the face of an
apparent complete ‘recovery’ (Rosenhan, 1973).

Unfortunately the short-term dividends of the psychiatric label
continue to hold sway for many parents and the disease mentality is
beginning to impact on many of the traditional social and organisa-
tional arrangements we make for the assessment and evaluation of
adolescents. It is becoming relatively common for senior students
sitting external examinations to apply for special consideration on the
basis of an ADHD diagnosis and many education authorities are
experiencing difficulties in adjudicating these requests. Boards of
education across the Western world have set up working parties to
develop policy in this area and there are already many cases in which
applications for special consideration on the basis of an ADHD
diagnosis have been rejected by education authorities and then
subsequently challenged in the courts by the student (Prosser, 1999). 
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Increasing numbers of young people who have been caught up
in the criminal justice system are also relying on a diagnosis of ADHD
as a primary mitigating factor in their defence. While ADHD has long
been recognised by researchers as a risk factor for traffic infringements
and car accidents (Weiss & Hechtman, 1993), as well as for prison
incarceration (Eyestone & Howell, 1994; Forehand et al., 1991), it is
only recently that the diagnosis has become recognised in the legal
community. As awareness of the characteristic behavioural patterns
that describe this condition grows among the professionals interacting
with these children, an ever-expanding pool of potential ‘cases’ is
likely to come into consideration for assessment and treatment.

In epidemiological terms the current situation may be likened to
the explosion in the incidence of repetitive strain injury (RSI) in the
1970s and 1980s. While current knowledge now recognises RSI as
primarily a stress-related condition, the first response of the profes-
sionals involved in treating the ‘disorder’ was to focus on a purely
physiological cause. A diverse group of medically oriented practi-
tioners became experts in the disease and ‘treatments’ ranged from
wrist splints to surgical procedures and chemical medication. The
eventual acceptance of the finding that a complex mix of social,
psychological and biological risk factors interacts to produce the
disabling symptoms has resulted in the virtual elimination of this
condition from the workforce.

A similar and perhaps more relevant example is provided by the
history of ‘dyslexia’ as a diagnostic category in paediatric practice.
Physicians first tackled the problem of early and unexpected reading
failure in the early 1900s and the diagnosis began appearing in a
number of case reports in medical journals. The label was soon
generalised from a small group of highly unusual cases to cover all
children who were delayed in learning to read. As a prescient indi-
cator of things to come in the ADHD literature, it was proposed in
the 1920s that children with the condition were delayed in devel-
oping the brain asymmetry characteristic of adults. This lack of
asymmetry was supposed to result in ‘strephosymbolia’, a term
used to describe the tendency toward making letter and word rever-
sals when reading. A whole industry in eye testing and visual–
perceptual training grew up around this unsubstantiated speculation
and lasted until the 1970s. Needless to say it has since been found
that reversals in children who experience reading difficulty are no
more common than other reading errors in this group and that these
children do not appear to present with unusual hemispheric
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symmetry. The lesson we can take from this early example is that
long and unnecessary delays in offering real help with a problem can
result when medicine ‘discovers’ a condition first.

In the case of learning disability, most of the progress in treating
the condition has resulted from being more specific in the decision
making during assessment. Similar specificity seems warranted in
the case of ADHD. The previously discussed lack of homogeneity
within the diagnostic category of ADHD has to some extent been
recognised with the division of the condition into subtypes, each
possibly reflecting a distinct aetiology. It can be seen in Appendix 1
that DSM-IV, as the most recent description of ADHD offered by the
APA, distinguishes between children who:

1 are predominantly inattentive
2 are predominantly hyperactive–impulsive
3 exhibit a combination of behaviours from the general categories

of disturbed functioning described above.

It is increasingly being suggested that the presenting characteristics
of children within each of these subtypes vary significantly.
Children with attention deficits without hyperactivity tend to be
more anxious and shy, more prone to academic difficulties and
more likely to exhibit slow and variable processing speeds. Those
who exhibit hyperactivity are more likely to have concurrent
conduct disorder, to be distractible and to lack many social skills. A
greater proportion of boys also tend to fall within this category.
A recent community survey in Australia reported that, of the 11.2
per cent of children between four and seventeen years old who were
found to have ADHD, 5.8 per cent were primarily inattentive, 2 per
cent were hyperactive–impulsive and 3.8 per cent met the criteria
for the combined type (Sawyer, 2000).

Such differentiation of the condition into subtypes is likely to be
a continuing trend and currently under consideration are subtypes
that identify children who have attention deficit with learning
disability, attention deficit with conduct disorder and attention
deficit with learning disability and conduct disorder.

This fragmentation of ADHD into subtypes might lead to a greater
understanding of the interactions that take place among the be-
haviours that comprise the syndrome, and ultimately to the
identification of a subgroup of children for whom a specific biological
aetiology is justified. The continuation of a broad-brush medical
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approach to a condition with fuzzy diagnostic boundaries and an
apparently heterogeneous aetiology cannot be clinically justified.

ADHD in the USA

According to the British Psychological Society report on ADHD
(1996), the proportion of children meeting the DSM criteria in the
USA and Canada has ranged from slightly over 2 per cent to almost
10 per cent of the population. However, as the report states, one
cannot justify placing a child’s behaviour within the category of a
mental disorder simply because it may deviate from the norm. The
report goes on to comment on the likelihood that the introduction of
the less inclusive and more stringent criteria for the DSM–IV might
have an impact on decreasing diagnostic rates.

With regard to the role of stimulant medication, the BPS review
points out that since the 1970s there has been extensive research
reporting on the effects of stimulant medication (Hinshaw, 1994;
Swanson et al., 1993). It is significant that most of these studies are
concerned with short-term results and not with long-term conse-
quences. The short-term results are generally viewed as beneficial
by parents, teachers and others involved with the child since the
medication is seen as temporarily calming the child down. In some
cases medication enables the child to be more open to help and
improves their social and educational adjustment. However, a
substantial subgroup appear not to benefit and a minority show
adverse responses (Rapport et al., 1994). The documented side
effects (Breggin, 1999; Klein & Bessler, 1992) should not be under-
estimated. These include sleep disturbance, reduced appetite,
cardiovascular changes, stomach-aches and headaches, irritability,
tics and other nervous mannerisms, unhappiness and withdrawal.
Another documented long-term side effect of stimulant medication
is the suppression of height and weight gain.

While most researchers and practitioners agree that medication
must be combined with other forms of intervention to promote
positive individual and social interaction and academic achieve-
ment, the reality is often starkly different. As Taylor and Hemsley
(1995) point out, in the USA drugs have in some cases become the
only therapeutic resource. Inappropriate doses and poor long-term
monitoring expose children to potentially dangerous situations
under the guise of ‘treatment’.
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In a culture that is concerned about drug abuse but is also
dependent on drug-focused solutions it might not be surprising that
the link between the individual and society has come full circle.
Thus there is increasing concern about the fact that a large propor-
tion of children and adolescents in the United States have turned
their prescription drugs into a commodity for sale on the street
(United States Drug Enforcement Administration, 1995).

The psychiatrist Peter Breggin (1994, 1999) has been a long-
standing critic of the biomedical psychiatric view of children’s
problems, particularly the overdiagnosing and medicalising of
ADHD, which he views as driven by the joint commercial interests
of government-organised psychiatry and the pharmaceutical
industry. He is equally scathing of some of the claims made by the
research on genetics and the human genome project in which
millions of dollars is spent by federal agencies, private foundations
and industry to locate genes that apparently predispose people to
everything from poverty and unemployment to alcoholism and
crime. Breggin believes that this ‘new’ research lets in the ‘old’
discredited thinking of eugenics, which suggests that genetic
inheritance and race account for particular behaviours. As Breggin
states, one of the core reasons for overdiagnosing ADHD is that
it appears to offer an individual solution couched in the language
of ‘disease and healing’ for what are in reality complex social
problems.

Furman (1996), a child psychiatrist, warns of ‘the American
epidemic called ADHD’ and refers to a conservative estimate of two
million children in the US who receive medication for the condition.
He is critical of the DSM-IV classification for the diagnosis of
ADHD, which he regards as totally subjective since, as he says, each
of the eighteen symptoms listed could be said to indicate other
psychiatric conditions as well as the characteristics of normal child
behaviour. Furman compares the ADHD classification with the
‘situational hyperkinetic syndrome’, which he states Rutter (1982)
found to be of no diagnostic relevance.

Furman cites the need to control health care costs as the main
driving force behind the ubiquity of the ADHD diagnosis. Both
Furman and Breggin express concern at the extent to which the
National Institute of Mental Health in the United States directs
extensive funding towards research in biological child psychiatry,
the findings of which might be used to give respectability to the
medical suppression of difficult behaviours.
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The huge financial gain for the drug companies is a factor not to
be overlooked. Furman notes that the ADHD parent support group
in the United States (known as CHADD—Children and Adults with
ADD) has received significant financial and other payments in kind
from drug manufacturers. Furman also points out that the journals
of the American Psychiatric Association (including the DSM
publications) are extensively supported by advertising from the
pharmaceutical industry.

Widener (1998) has pointed out that by the late 1990s, the number
of children prescribed psychostimulants in the United States had
increased to approximately 5 million. She too expresses concern
about the dearth of studies on the adverse effects of the long-term
use of these drugs and recommends the need for greater public
awareness and vigilance. Widener draws attention to the need to
consider the ethical, moral and social questions in the light of such
excessive diagnostic zeal on the part of medical practitioners.

Diller (1990), a paediatrician, reflects on some of the broader
socioeconomic and cultural changes in the United States, which he
sees as potential triggers for the rising diagnostic rates of ADHD. He
cites the changing nature of the family, an underresourced educa-
tional system, the problems of managed care (private health
insurance) and what he calls ‘the culture of disability’ as some of
these triggers. As he puts it, a prescriptive approach to diagnosis
and treatment serves to alleviate parents’ guilt. This is a sentiment
echoed by Furman, who sees the epidemic of ADHD diagnoses as
an abnegation of responsibility on the part of parents and the wider
community.

Diller refers to the difficulties associated with managed care
that defines behaviour within a rigid system of classification in
order to receive medical funding. Thus behaviour with a complex
aetiology is forced into the mould of being ‘targeted, billed and cost
controlled’. Diller argues that the justification for this approach is
the belief that a pharmacological solution will be more cost effective
than therapy or other treatments.

Diller is also critical of the so-called pragmatic approach of his
medical colleagues to prescribing psychostimulants, which is to
say, ‘it works’. Diller makes the point that while psychostimulant
drugs may appear to alter behaviour in the short term, their long-
term effect is poor in creating any lasting change (Rie et al., 1976).
As Furman (1996) puts it, psychostimulants will have an effect on
almost anyone because they suppress motor activity. Ultimately
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Diller confirms the view of ADHD as ‘an illness for our time’. He
cites the analogy of the canary in the coalmine when he states that
‘the surge in ADHD diagnoses and Ritalin treatment is a warning to
society that we are not meeting the needs of our children and that
adults are struggling as well’ (Diller, 1990, p. 9).

The high rates of ADHD diagnosis in the United States may
reflect a lack of consistency in the diagnosis, treatment and follow up
of the problem. A panel convened by the National Institute of Health
in 1998 to develop a ‘consensus statement’ on the diagnosis and
treatment of ADHD found many inconsistencies (Young Minds,
1999a). The panel found that general medical and family practitioners
make the most frequent diagnoses and prescribe medication more
often than either psychiatrists or paediatricians. The panel concluded
that an accurate diagnosis of ADHD remains ‘elusive and controver-
sial’ and that there is no evidence that medication improves
either academic performance or long-term outcomes. Instead they
emphasise the need for a broader social and educational perspective
to assist children with behavioural problems, and improved commu-
nication between medical practitioners and educators.

ADHD in the United Kingdom

A recent analysis (Young Minds, 1999) showed that National Health
prescriptions for psychostimulants in the UK had increased substan-
tially to 158 000 in 1999, a 25 per cent increase over the numbers
dispensed in 1998. A total of 92 000 prescriptions were dispensed
in 1997, compared with 47 000 in 1996. In 1995, fewer than 15 000
prescriptions were dispensed.

Despite this increase in prescriptions the numbers of children
diagnosed with ADHD are lower than in the United States owing to
the use of an alternative classification system to the American Diag-
nostic and Statistical Manual. Britain and Europe have used the
diagnostic systems of the International Classification of Diseases
published by the World Health Organization (see Appendix 2),
which takes a more exclusive rather than inclusive view of the
criteria for diagnosis. For example, behaviours that manifest
predominantly in only one situation do not constitute grounds for
a diagnosis.

In the view of the British Psychological Society report (1996),
medication must facilitate long-term intervention of other modes of
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help, rather than playing a primary role. The report emphasises the
need to address both the ‘within child and within context’ factors,
which expand our understanding of ADHD. In this regard, the BPS
report makes the important point that the behaviour inventories that
are often used as part of these classifications provide ‘normative and
comparative data for large numbers of subjects’; however, they are
less effective as accurate descriptions of the behaviour of different
subgroups of the population (Reid, 1995). This point comes to the
fore particularly in the consideration of the multicultural factors
described below.

According to the BPS report, an increasing number of black
children are being excluded from schools in the UK and the number
appears to be out of proportion with the number of children on the
roll (Sivanandan, 1994). The report refers to two small-scale studies
of hyperactivity (Sonuga-Barke, Minocha, Taylor & Sandberg, 1993)
that provide evidence that the subjective judgements of those rating
the children may have an effect on the outcome. The researchers
compared teachers’ ratings of Asian and English children with
regard to hyperactivity with more objective measures of activity and
inattention in groups.

In both studies, the teachers’ ratings of the Asian children’s
hyperactivity exceeded more objective measures of their behav-
iours. The Asian children who were rated as equally hyperactive as
their English classmates were in fact observed in the classroom to be
less hyperactive. As the BPS report states, these studies raise critical
questions about the use of behavioural rating scales in a multi-
cultural setting.

As has been mentioned earlier, there has been a shift over the past
ten years from a concern with aetiology towards making the behav-
ioural expression the defining feature of ADHD. The danger of
defining children’s behavioural problems in this way is that such
descriptions become bound by a fragmented and symptom-laden
language that does not take into account individual differences and
the understanding of behaviour within the context of family and
social systems. Once the context for behaviour is eliminated, it
becomes easier to refer to ‘populations’ of children and adolescents
who can all be described via a common standardised global symptom,
that is, ‘they are all ADHD’.

A sobering example of this development in the UK was the
decision by the current Labour government to commission the
National Institute for Clinical Excellence to explore the possibility of
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prescribing trial prescriptions of psychostimulants to large popu-
lations of children diagnosed with the ‘combined type’ ADHD,
inattention, hyperactivity and impulsiveness. It appears that the
assessment of the cost of this mass prescription at approximately 44
million pounds constituted the main deterrent to the government to
proceed with the project (Young Minds, Nov/Dec 2000).

The rationale for such an enquiry resonates with the view of
British psychologist Billington (1996) who identifies what he calls ‘the
shift in the twentieth century from physical hygiene to the complex-
ities of mental hygiene’ (Billington, p. 40). Thus the thinking behind
the UK government initiative described above suggests a conviction
that we can ‘inoculate’ large populations of children and adolescents
against the expression of particular behaviours in the same way that
we can inoculate them against rubella or whooping cough.

Hill (1996), while advocating a selective use of psychostimulants
in certain cases, cautions nevertheless that such treatment should
always take into account the developmental needs of the child. He
says ‘there is a risk that if Attention Deficit Disorder and Hyper-
activity is understood simply as a brain disorder, other factors such
as the child’s insecurities or parent’s lack of support may not be
addressed’.

Child psychiatrist Davies (1996) cautions against viewing ADHD
as a single disorder. She states that its varied presentation reflects a
range of different causes. Davies echoes the American concern about
the role of government in supporting pharmacological solutions for
complex behavioural problems because parental counselling and
psychotherapy are seen as more labour and cost intensive.

Finally, McFadyen (1997) makes the point that the concept of
ADHD does not in itself suggest either aetiology or treatment. Many
of the children who come to be diagnosed with ADHD have
different personal and behavioural journeys towards this eventual
diagnosis. By medicalising the problem, it is removed from its
developmental and social context. This in turn influences the way in
which professional support and help is organised. Once the problem
is located in the child, the field of intervention narrows, since the
aim is to dispose of the problem rather than to understand it.

McFadyen states that the evidence suggests that ADHD is in fact
not just one disorder but what she calls ‘the final common path’ for
a wide range of behavioural difficulties that have their origins in a
multitude of factors. These may be genetic predisposition or peri-
natal factors (close to the time of birth) such as infant prematurity,
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poor quality of early attachments and major stressors in the environ-
ment. If this view is correct, then it follows that an exclusively medical
focus is too limiting and that professionals need to provide multi-
disciplinary services that reflect the complex nature of the problem.

ADHD in Australia

The first national survey of ADHD in Australia was reported in the
National Health and Medical Research Council report (1997). The
report provided guidelines for the diagnosis of ADHD, which
included recommendations for a multi-modal approach to treat-
ment. The report also noted some of the longer term implications
from the point of view of long-term health, education, welfare and
justice issues. The report’s specific emphasis on greater coordination
between agencies and disciplines has been most difficult to imple-
ment and little in this area appears to have been achieved. This
might be due at least in part to the tendency among practitioners to
give primacy to an individually based biologically driven model. As
Prosser (1999) states, this trend leads to a position ‘which blames
individuals and their families, leaving environmental, economic,
social and political influences unexplored’ (p. 4). Prosser is also
critical of the growing pressure in Australia to categorise ADHD as
a disorder or disability, labels which he argues are inherently
‘simultaneously biological and social’. The identification of ADHD
as a category of disability or disorder could further reinforce a
solely biological and medical response.

Since the late 1990s when the National Health and Medical
Research Council report was published, there has been increasing
disquiet about the high numbers of very young children, under
five years of age, who are prescribed psychostimulants. An article
in the Sunday Age (Shine, 2001) describes a survey conducted by
the Murdoch Children’s Research Centre in Melbourne that
confirmed anecdotal evidence that more psychotropic medications
were being prescribed for very young children. This despite the fact
that there is no clear evidence that these drugs are at all effective for
young children. A particularly disconcerting finding of the survey
was that many psychiatrists and paediatricians felt under enormous
pressure from parents to prescribe behaviour altering drugs. In
some cases drugs were prescribed for young children that were
entirely contraindicated for their particular problem.
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In response to these concerns, Hazell (2000), writing for the
Australian Early Intervention Network for Mental Health in Young
People (AusEinet), discusses appropriate guidelines for profes-
sionals who are concerned with ADHD in pre-school children. The
report concurs with the views expressed by the National Health and
Medical Research Council of Australia (1997) and the Australian
Psychological Society (Garton et al., 1997) that the child’s behaviour
must be understood within an age-appropriate and developmental
context and that close cooperation with parents is an essential part
of the assessment process.

Broadening the assessment process

One of the particular concerns about a purely medical approach to
children with attentional problems centres on the limitations of the
medical assessment process itself that in the main utilises a one-
dimensional model related to identifying ‘illness’. Such a model, by
its very nature, ignores the complexity of interpersonal and family
relationships, and also the need to understand the developmental
status of the child.

The British Psychological Society report emphasises the need to
obtain as comprehensive a picture as possible of the child across
different contexts. These contexts include the neuro-biological as
well as environmental factors such as life events, parental care,
school experience, cultural background and individual psycholog-
ical differences. As Whalen and Henker (1996) state, ADHD can be
viewed as both a heterogeneous and a pervasive category. This
means that each child has a constellation of problems that is unique
to themselves and thus ‘multiple domains’ of functioning come to be
affected and must be taken into account.

The BPS report further emphasises that what matters is the
quality of information obtained in order to plan intervention. This
concurs with Barkley’s view (1987) that behavioural ratings, despite
their apparent objectivity, are ‘simply quantifications of adult
opinion’. For the purposes of educational or clinical practice, they
can only provide a starting point for more thorough assessments.
Meaningful assessments must reflect the complexity of multiple
causations of behaviour and how these interact with factors in the
environment. Significantly, the BPS report concludes that assess-
ment and planning is most successful when it involves the children
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themselves as active participants in the process. We take this issue
of the need for children’s involvement further in our later chapter on
recommendations.

The need to acknowledge a multiplicity of factors as part of the
assessment process is acknowledged by Hazell (AusEinet 2000),
who refers to the generic guidelines put forward by the American
Academy of Child and Adolescent Psychiatry for the assessment of
ADHD in pre-school children. We believe that these guidelines
should be part of good practice for the assessment of all children
who may be considered to have this disorder. The guidelines recom-
mend that multiple sources of information be used and that both
parents be actively engaged in a partnership with the assessment
team, even in circumstances where parents are divorced or sepa-
rated. The assessment process should also throw light on the quality
of interaction between the child and other family members through
the process of observation. Useful data might also be obtained by
observing the child’s behaviour and interactions in the home or
school environment. Hazell places particular emphasis on the need
to maintain a developmental perspective in assessing the child.
This includes taking a thorough developmental history with details
of the child’s physical, cognitive, social and emotional develop-
ment. The family’s social environment, family, medical and
psychiatric history should also be taken into account.

This is an approach supported by Jureidini, head of the Depart-
ment of Psychological Medicine at the Women’s and Children’s
Hospital in Adelaide (2001), who points out that when children
express difficult behaviour this often communicates that all is not
well in the child’s life. He is concerned that a rapid rush to an
ADHD diagnosis because of parental pressure, limited mental
health and welfare resources and lack of time can result in many
deeper problems being overlooked.

One clear theme that emerges from all the discussion about the
need for assessments of higher quality and depth is that all profes-
sionals involved with children, adolescents and their families,
including general medical practitioners and paediatricians, require
more intensive and systematic training in, and understanding of,
child development.

The need for a wide range of professionals to work collabora-
tively, both in the assessment phase and in preparing a treatment
plan for the child and the family, represents the cornerstone of
a multidisciplinary approach. However, the success of such 
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multidisciplinary work depends on an acknowledgement of child
development as the centrepiece of this collaborative approach. How
we can understand the nature of developmental challenges for
children is the subject of the subsequent chapters.
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4

Risk factors for the developing
child: A psychodynamic approach

Earlier we stated that a major dilemma for clinicians and others
working in the field of ADHD is the fact that individuals who
receive the same diagnosis do not appear to represent a homo-
geneous group. However, this does not detract from the reality of
everyday observations of children in schools and in early learning
facilities, an increasing number of whom appear to have difficulties
in concentrating, settling and following instruction. These concerns
are echoed by parents within the home environment, who are
disturbed by their children’s antisocial behaviour, disruptiveness
and, at times, escalating aggression.

The underlying premise of this chapter is that for the vast
majority of children the cluster of symptoms generally associated
with an ADHD presentation represents a breakdown in a complex
chain of events and experiences that operate on a number of
different levels. These are:

• intra-psychic—the inner world of the child, including the child’s
fantasy;

• interpersonal—the relationship between the child and his or her
parents and family;

• psychosomatic—the link between the child’s biological consti-
tution and vulnerability to outside stress;

• social—the child’s capacity to develop relationships and a life
outside the family;

• educational—the child’s potential for and curiosity about learning;
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• environmental—the capacity of the family and the community to
meet these needs.

As McFadyen (1997) has stated, the diagnosis of ADHD for many
children represents a generic arrival point or final common pathway
that belies the complexity and eventfulness of their journey. As
described above, this journey is by its very nature a developmental
one and it makes demands on the child, the family and the com-
munity. This chapter will outline how disruptions to these various
developmental processes, as well as to the links that need to be
made between these different levels of experience, can lead to the
constellation of symptoms that we have come to associate with an
ADHD presentation.

Attention as part of relational experience

This chapter introduces a psychodynamic perspective to contribute
to the understanding of ADHD as an illness for our time. The
psychodynamic perspective offers a conceptual framework that
positions intra-psychic development, interpersonal development
and the psychosomatic experience of the child as integrated
processes. The successful negotiation and integration of these
processes is in turn dependent on what Winnicott (1965b) has
described as ‘the facilitating environment’.

We will outline what we mean by a psychodynamic approach
to behaviour and go on to examine the psychosocial issues that
make ADHD specifically an illness for our time. The corresponding
impact of these changes on children will be described.

The account in Chapter 2 of a neuropsychological approach to
ADHD has given a detailed description of attention as a product of
brain function and brain structure. In presenting the psychodynamic
approach, our focus shifts to understanding attention as part of a rela-
tional experience, which has its origins in the earliest infant–parent
interaction. We will explore potential ruptures and deficits experi-
enced by the infant and young child, and what impact these may
have on the child’s capacity to later develop and maintain attention.

All behaviour has meaning and is a communication

This is a central tenet of the psychodynamic approach. It suggests
that all behaviour has a goal, and that there is no such thing as

Risk factors: A psychodynamic approach

59

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 59



aimless or meaningless behaviour. For children this is primarily the
goal of creating a relationship with their parents. Professionals
working in family therapy who use a family systems approach,
which suggests that changes in one member of the family can affect
other family members, would suggest that all behaviour has to be
seen within a context. The psychodynamic approach emphasises
that behaviour always has a context, both in terms of the child’s
inner world fantasies, hopes and fears and their response to
everyday outside pressures. For example, parents may be angry and
irritated by what they perceive to be the destructive behaviour of
their child—but this behaviour is nevertheless a communication.
Understanding that all behaviour has meaning allows us to view atten-
tion in a different light, so that we see it not simply as a cognitive
activity but primarily as a relational response that emerges out of
the earliest attachment and bonding experiences between the child
and their parents.

The events surrounding our infancy and childhood shape our future

A psychodynamic approach suggests that our earliest experiences in
life affect our future development. It takes seriously the importance
of our early experiences and the major impact that these have on
later life. A simple example of this would be to ask oneself whether
as a child one vowed never to repeat a particular word or phrase
that one’s parents had used. However, now as a parent we may find
ourselves not only using the same word or phrase but using exactly
the same intonation! It is particularly important to keep this in
mind when we think about describing the child with ADHD as
parents may identify similar problems in themselves as children.
While there may be some organic or biological connection in these
cases, we should not overlook the fact that the patterning of
emotional and social relationships can have a profound effect. The
capacity and indeed the tendency for people to repeat particular
patterns of behaviour are very powerful. For example, a woman
who was very concerned about her three-year-old boy’s hyperac-
tivity seemed to find it difficult to attune herself to what her little
boy was trying to communicate. Interviews with the family revealed
that he was a very anxious child struggling to make emotional
contact with his mother. His mother in turn had had a very
restricted, rigid upbringing in which expression of emotion was
barred or often misinterpreted. We can suggest that she actually
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lacked a repertoire or any preparation to know how to receive the
communications that her child was making. Her husband, in
contrast, was more emotionally in tune with his son and did not
agree with his wife’s ‘diagnosis’ of their son as hyperactive. The way
he put it was ‘she wants you to give her the manual that will help
her to work the child’.

Ultimately a psychodynamic approach allows us to explore the
fact that the child is always more than the presenting syndrome and
is a timely caution against the tendency to describe children through
a diagnostic category. Instead it can help us to understand how
problems such as ADHD might reflect a variety of complex inter-
relationships within the family and in the family history.

Behaviour is dynamic and not static

Another facet of the psychodynamic approach is the emphasis on
behaviour itself as dynamic and not static. In fact, behaviour is
seen as changing all the time. By seeing the child as more than a
syndrome we open up an opportunity for communication rather
than closing it down. In this approach, timing can be critical. We can
thus question why a child behaves in a particularly aggressive
or attention-seeking or demanding way, or why his behaviour
suddenly becomes overactive. This does not deny that the behaviour
is genuine and can be distressing to the family and people who are
trying to deal with it. However, a tendency to dispose of the behav-
iour or to immediately search for a strategy might paradoxically be
misleading and will foreclose on our need to gather more informa-
tion about the meaning of the behaviour for the child and the context
within which it occurs.

The timing of the presentation of a problem can give us an
important clue as to what a child may be feeling. For example, the
presentation of overactive behaviour and a persistent lack of concen-
tration might mask a more deep-seated depression or intense
anxiety brought on by particular events in the life of the child or
young person.

Adrian, a six-year-old boy, was referred for an assessment following
concern in his primary school about his poor levels of concentra-
tion, inability to sit still and disruptive behaviour. His teacher was
convinced he had ADHD and various strategies were put in place
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that focused entirely on managing his behaviour in the classroom.
However, at the assessment it was clear that much more lay behind
Adrian’s behaviour since he had been brought up in difficult and
at times traumatic circumstances before being fostered by his
parents at the age of four. By taking a developmental history it was
possible to understand the meaning of Adrian’s behaviour within
the context of his life experience. This indicated that his intensive
activity was a way of covering up his high level of anxiety about
separation and loss and about being abandoned.

The overt and the covert in behaviour

The psychodynamic approach recognises that unconscious
processes have a role to play in how we both construct and sustain
attention. This extends the field of enquiry beyond the immediate
behaviour or symptom that is presented. We are able to consider
that the child’s inner fantasies, their dreams, their capacity for play
and the content of the play are all data that can throw light on the
child’s behaviour and place it within a context that is unique to their
emotional environment.

For example, a child may be very disruptive in the classroom,
have a poor attention span and be unable to complete a task. Our
contact with the family may reveal that there has been some serious
disruption in the family such as an acrimonious separation or a
problem of a more chronic nature. In situations such as this, the
child literally might not be ‘free to use their own mind’ on school-
related activities, because their main preoccupation is with the
family problem, which they are unable to solve. Broadening the
field to include unconscious processes also enables us to recognise
that in some cases the symptoms of ADHD actually have a specific
defensive function. For example, continual overactivity might serve
as a protection for the child against the terror of being overwhelmed
by feelings of panic, fear and depression. A constant state of activity
and disruption can be useful if it prevents one from having to be
alone with disturbing thoughts. This was clear in the case of Adrian,
who had lived with a psychiatrically ill and alcoholic mother before
being moved to multiple foster parents before the age of four.

When Adrian commenced therapy he was almost entirely verbally
silent, but engaged very actively and imaginatively with all the toys
in the room, which represented a different dimension of commu-
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nication. Adrian in fact went to ‘the heart of the matter’ in his play
with the doll’s house. Here he would repeatedly seek out the
mother doll and push her head viciously down the toilet bowl. On
some occasions she would be stuffed into a cupboard. From time
to time cars and trucks would find their way into the doll’s house,
riding over the occupants and smashing all the furniture. Through
his play we could begin to understand his rage and confusion about
the mother who had mistreated him and then dropped him as well
as his fear that he could lose the safety of his current home at any
time.

We can thus see that what might be described as disruptive or
difficult behaviour might actually have a protective function for the
child and be used to enable them to process overwhelming events
in their lives.

Is ADHD an illness for our time? Risk factors for the
developing child

The following account of some risk factors for the developing child
and adolescent attempts to provide a social context for an under-
standing of the emergence of the behaviours that have come to be
associated with ADHD. These risk factors are primarily associated
with the increasing numbers of children who are ‘diagnosed’ with
ADHD for whom this presentation might be indicative of a variety
of other problems and causations. We do not include in this group
those children who present with ‘pure’ ADHD, for whom ‘brain
insult’ or dysfunction clearly leads to recognised attentional deficits.
Our primary concern is with the uncritical expansion of this diag-
nostic category to describe children whose problems need to be
understood as part of a complex and interactive experience.

In presenting the risk factors below we attempt to expand on
what has been described as ‘the social landscape of childhood’
(Polakow, 1992). This inevitably includes the daily lived experience
of children, for example in the institutions of childcare, school and
in their experiences with their parents.

We are not suggesting that there is a direct causality between
any one of these factors and ADHD. Rather, we hope to change the
emphasis of much of the current thinking about ADHD, which
searches—mistakenly in our opinion—for a direct cause and effect.
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As Jureidini (2001) puts it, the problem with the search for an appar-
ently and deceptively simple solution is that it is usually wrong. We
hope to show how the child’s behaviour emerges instead out of a
complex chain of interrelationships that provides the biopsycho-
social context of development.

Speed of change and the difficulty with managing time

It has become a platitude to state that the only thing that can be guar-
anteed is change itself. As individuals we experience change at an
unprecedented level in all aspects of our family, social and economic
life. Nevertheless there is a tendency, for the sake of maintaining a
sense of security, to behave as though everything is still the same.
Obvious changes that have been wrought in family life in the past
40 years include the changing role of women and mothers, the high
divorce rate and the very fact that families can take so many different
forms. However, for families struggling with the day-to-day realities
of caring for children, there is little support to help them to accom-
modate these changes. For example, the lack of connection between
work and family life leads in many cases to stop-gap arrangements
being made for children, which compromises attention for the child.

The uncertainty about the availability and duration of work
itself and the all-pervasive anxiety about workplace changes
inevitably have an effect on the way in which family life itself is
constructed. The most significant change is in the lack of time itself.
Those who have employment are often working significantly longer
hours, with weekend and evening trading blurring the distinction
between work time and recreation or family time. Many women and
mothers discover that a greater personal liberation has not led to a
greater sharing of the responsibilities for the day-to-day care of
children. In many cases they are burdened with having to juggle
two jobs, one at home and one in the workplace. The coining of the
term ‘time poor’ gives us some indication of the profundity of this
change. Domestic help, home management and even the everyday
care of young children become areas of activity that require to be
‘outsourced’.

Growing up in a ‘multimedia’ environment

The bombardment of information through the multimedia makes it
extremely difficult to learn how to discriminate between what is
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useful and important and what is not. Children find it extremely
difficult to know not just how to, but also where to allocate attention.
The area of electronic information is one in which parents find it
hard to set the rules since often their children’s knowledge and skills
in this area have already overtaken their own. The image of the
‘sound bite’ promoted by television also suggests that attention is a
fleeting process that must be capitalised on before the viewer
becomes bored and switches elsewhere.

Social disadvantage

Deficits of attention within the community exist where many long-
term unemployed families and some single-parent families
experience a lack of choice and opportunity. This keeps them in the
grip of poverty and, over time, alienates them from a sense of
investment in society (Pugh & De’Ath, 1984). In Britain the term
‘socially excluded’ is used to describe these families. For these most
vulnerable families and children the environment does not provide
a facilitating experience. Instead of receiving greater attention to
meet their needs, they have in fact borne the brunt of cuts in health
and welfare services and the depletion of educational resources. For
these families, their social exclusion becomes a chronic state of
mind that leads to the cycle of deprivation on all the intersecting
levels described at the beginning of this chapter: the intra-psychic,
interpersonal, psychosomatic, social and educational.

Lack of ‘attentive presence’

The deficits of attention described above and the changes to the very
nature of time management that have been brought about in the
broader community through socioeconomic and technological
change do not sit well with the specific time frame that parents
require in order to assist the child to develop appropriate attention.
This is a time frame in which the pace should be set by the child. It
is a time frame that is essentially linked to the parent’s attentive
presence and availability to develop a partnership with the child that
is based on the understanding that parents cannot be made at birth
but become parents over time through trial and error.

The parenting task is one that must involve fathers as well as
mothers. In fact, underestimating the role of men and fathers might
be particularly significant in the aetiology of ADHD. Are we, for
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example, to assume that it is purely coincidental that the number of
boys who are referred for ADHD exceeds that of girls? We know
from our clinical practice and from life experience that the mental
health of children is as dependent on fathering as it is on mothering
and on the use of good authority.

Decline of the extended family and the sense of community

The fragmentation in many cases of the extended family and the
lack of a sense of personal community and continuity also have a
major impact on the fabric of family life and the development of
appropriate attention. The concept of an emotional ecology springs
to mind, which suggests that children thrive in environments that
acknowledge the interdependence between different aspects of
experience such as home and school, family life and work, rather
than environments in which these experiences are split off from each
other. The process whereby this takes place is one of containment,
where the containment provided to parents through extended
family, friends and community enables them in turn to provide
containment for their children.

Countries such as Australia, the United States and the United
Kingdom have a history of migration and the experience of migra-
tion inevitably involves a reassessment of the ideas, values and
traditions that have been handed down from previous generations.
Parents might be separated physically from their countries of origin
as well as from the values and traditions that provide them with
containment. In some cases they might feel that these values and
traditions are no longer applicable, in a changing world, to the
rearing of their children.

These many changes leave us in a state of transition. We cannot
parent as our parents did but we have not yet arrived at a new place
so we are somewhere in between and floundering. The anxiety gener-
ated by such uncertainty can lead to a demand for increasingly
mechanistic and oversimplified solutions for extremely complex prob-
lems. The identification of ADHD as an umbrella diagnosis for a wide
range of behaviours might be a prime example of this dilemma.

The erosion of childhood

It is becoming increasingly difficult in a consumer-oriented techno-
logical society to acknowledge the real dependence of children and
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the fact that children have infantile needs and require a time frame
of development that takes cognisance of this developmental fact.

The sense of urgency of rushing through childhood might reflect
the needs of some parents for their children to be independent and
self-sufficient as soon as possible. This might lead the child to
develop a compliant but false independence that belies the brittle
and vulnerable person beneath.

As has been mentioned earlier, contemporary parents often have
very high expectations of their children, which does not leave much
room for trial and error, or the inevitable failures that are also an
important part of the learning process. The concrete thinking
involved in the current pragmatism that all problems must have a
solution or strategy also prevents children and young people from
learning from their own experience. If we take this attitude to its logical
conclusion it leads us to a position in which children’s behaviour
requires to be managed rather than understood.

Long-stay childcare

We acknowledge that the provision of good childcare is an essential
part of the support that needs to be made available to parents in
bringing up their children. The accessibility of good quality child-
care is a great boon to parents and many childcare environments
offer interesting, stimulating experiences for children. However,
we need to be mindful as well of the long-term effects of long-stay
childcare on children, particularly at the critical stages of their
development from infancy through early childhood, when the
capacity for attention requires an optimum environment for its
development. Findings from a number of studies (McGurk et al.,
1993; Ochiltree & Edgar, 1995) suggest that the quality of childcare
is the critical factor in ensuring a positive outcome for children.
Vandell and Corasaniti (1990), in their longitudinal study, found
that at eight years of age children who had been exposed to poor-
quality day care as infants were rated by teachers and parents as
having poorer peer relationships, emotional health and school work
habits and as being more difficult to discipline than children who
had been reared in part-time childcare or exclusively at home.

The question of what constitutes quality care is one that clearly
needs to be addressed. In the interests of children and their mental
health, it is also one that needs to be viewed outside of political,
financial or other vested interests. One way of beginning to do this
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is to consider what the experience of childcare might really be like
for the child.

Traditionally, childcare research does not concern itself with the
specific observation of children and with analysing their experience
since ‘outcome’ is based on the views and responses of those people
who are outside of the child, namely the child’s parents, carers and
teachers. Including an understanding of the child’s lived experience
introduces scope for a more three-dimensional enquiry into the
impact of childcare. This could also prove to be a rewarding area of
multidisciplinary collaboration.

Observing the child’s lived experience

The detailed observation of infants and young children as a field
of study has developed within a number of different settings.
First, it has been used in the clinical setting as a preparation for
therapeutic training (Miller, Rustin, & Shuttleworth, 1989). Second,
it has been a catalyst for change, as in the ground-breaking films
made by the Robertsons (1989) on the observation of the impact of
separation and loss on young children. Finally, observation has
come into its own in field research within the social sciences.
Polakow (1992) provides a compelling observational account of
what she describes as ‘a modern institutional childhood’ through
a two-year study of five childcare centres in the American
Midwest.

Polakow’s observations of the social and interpersonal context of
the childcare institutions makes disturbing reading. The inclusion of
a number of privately run centres in the sample gives us a taste of
things to come in Australia, where deregulation has been more
recent. Polakow’s main thesis is based on the assertion of the educa-
tionalist Donald Vandenber that the ultimate aim of childhood as a
life phase is ‘a becoming at home in the world’ (Vandenberg, 1971,
cited in Polakow, 1992). Play is the main mode through which this
realisation takes place. The child ‘restructures, invents, makes
history and transforms reality’. However, in Polakow’s analysis of
the child’s experience within the different childcare centres, she
found little understanding of this process. Instead she found that
staff, although well intentioned, appeared uneasy with free play and
sought instead to make the children’s stay as ‘productive’ as
possible, by imposing a series of activities that had ‘adult-centric
agendas’. Her account throughout is of the standardisation of
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children’s experience, particularly through what she describes as the
‘socialisation of institutionalised time’.

With regard to the children’s behaviour, she found confusion in
staffing attitudes towards aggression. This would lead some to be
‘laissez faire’, while others took an overly rigid stance. This in turn
led to an increase in aggressive behaviour among the children. In
the worst of the private centres, large numbers of children were
cramped into limited space. The high turnover of poorly paid and
poorly trained staff led to a fragmentation of the interpersonal rela-
tionships surrounding the child, which should have constituted the
cornerstone of the child’s experience.

As Polakow points out, the task for the child to ‘become at home
in the world’ is a formidable one. For a modern child in the West it
is particularly complicated. This is due in part to an overanalysis of
the child’s experience by competing social scientists, all vying for
‘theoretical ascendancy and prescriptive power over a generation
of parents and teachers who have surrendered their powers of
‘‘knowing’’ and ‘‘seeing’’ to the professionals . . .’ (Polakow, 1992,
p. 22). We return to the ways in which these powers of ‘knowing’
and ‘seeing’ can be reinstated for parents and professionals in
Chapter 8, where we explore new paradigms for helping children,
parents and families.

The physical setting: life in an open-plan world

At many childcare centres children live for long hours in what is an
open-plan world. It is not unusual for some children to be placed in
childcare at seven in the morning and collected at six or six-thirty in
the evening. In fact, there are now opportunities for parents to
place their children in childcare centres over the weekend. The
difficulty for children in maintaining themselves within the open-
plan space is that there is no wall or separate room and no sense of
privacy, which means that no boundary can be established between
themselves and others.

Here, the structural and social setting literally fails to help the
child to develop sufficient attention in order to begin to differentiate
between themselves and other people. In other words, to know
where their body boundaries end and others begin.

In the United States, Lally (1995), director of the Center for Child
and Family Studies at the Far West Laboratory in California, has
emphasised the need for policy-makers to understand how the 
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day-to-day childcare environment influences the infant and young
child’s capacity to establish what he calls ‘identity formation’. He
states that, ‘never in history have so many young children spent so
much time in the presence of non family members’. He is critical of
what he calls the childcare industry, which can become little more
than a minding environment for children, where both the status of the
task of caring for children and its remuneration is severely under-
valued. Lally refers to the ‘explosion’ in the numbers of children in
childcare in the United States, which means that infants as young as
five or six weeks of age can be found in infant care and that these
arrangements are commonplace for six-month-olds. Lally makes
the point that these infants and young children are at a critical
stage of their development, since they are in the process of devel-
oping ‘a working sense of self’. The caregiver’s responsiveness and
capacity to understand this process is essential.

Where caregivers are insufficiently trained and have to care for
large numbers of children, it is inevitable that they might fall back
on ways of protecting themselves from emotional pain and a fear of
becoming too close to the child by ‘not becoming too attached’.
However, it is of course precisely this attachment that the child
requires in order to grow and flourish, since the caregiver is, in
Mahler’s (1985) words ‘the outer half of the child’s self’.

Lally, in line with Polakow, is critical of the training that many
childcare staff receive, with its focus on the establishment of routines,
rather than on the development of relationships. He refers to the
work of Mosier and Rogoff (1994) who have shown how infants
learn about their potency or its absence through the success or failure
of their relationships with their caregivers, and their use of their
caregivers as instruments to achieve their goals. Thus the day-to-day,
minute-by-minute interrelationship between child and caregiver is,
in Lally’s view, not simply a cognitive event but forms the building
blocks for the child’s development of a core sense of self.

Lally draws attention to the increasing concern in the United
States about the ‘quiet crisis of infant neglect’, which has led the
Carnegie Corporation to launch a major national initiative to assess
the impact of the scarcity of high-quality care.

Childcare as an ‘industry’

Deregulation has led to an increase in private childcare facilities,
which means that the care of young children becomes increasingly
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dominated by the profit motive. The long-term implications of
turning the care of young children into a business initiative might
yet need to be assessed. McGurk (1997), in his analysis of the use of
the term ‘childcare industry’, questions whether this change is
purely linguistic or whether it reflects the power of language to
shape the way in which social issues are construed. As he puts it, to
speak of childcare as an activity gives primacy to the needs of the
client group, whereas to talk of it as an industry shifts the focus
towards the economic aims of those activities. McGurk questions
whether the best interests of children can be served by an industrial
or commercial orientation to the provision of childcare.

The lack of a quiet environment

One of the problems of an open-plan environment where there is
little attention to the personal space and individual needs of
children is that the noise level is often very high. This factor in itself
can preclude the possibility of the child developing attention skills.
The pioneering work of psychologists Vygotsky (1962) and Luria
(1961), which explored the process by which attention develops in
children, is particularly relevant in this regard. They identified
subvocal or inner speech as the precursor for the development of self-
regulation in children. In order for this process to take place, it
follows that the child must find himself in an environment in which
he can literally ‘think his own thoughts’.

The question of how children develop attention and language
skills is presented in some interesting research by Ward (1995, 2000),
a speech pathologist specialising in attention and language devel-
opment in Manchester. She found that an unusually large number
of children were referred at an early age for language delay and
language difficulties and wondered how this had come about. In an
analysis of 1000 children, she found that one in five had listening or
attention problems that delayed their language development. As a
speech pathologist, Ward believed that language is a key factor in
the development of attention because language provides the child
with the mastery of being able to make sense of the world, and of
being able to both gain and give attention.

In her analysis of the children in the study, she found that they did
not suffer from developmental delay. Rather, the problem lay with
the high level of noise in many of the households in which they lived
and the lack of attention they received from their parents. In many of
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the households the television set was left on all day as a background
noise and as a result the children were often unable to discriminate
between significant communications. Ward also noted that the
parents in this group appeared to have very little actual verbal contact
with their children apart from the brief times related to getting them
up in the morning and putting them to bed at night. In response to
this problem, Ward put in place a language program whereby the
parents were actively encouraged to talk with their children. This
involved them having to sit down in a face-to-face interaction with
the child for specific periods in the day. Ward found that these simple
language exchanges had positive results within a short space of time.

In addition, Ward found that many of the mothers in this sample
were nervous about using baby talk or ‘motherese’ because they
believed it would encourage dependency in the child. Of course,
Ward and other researchers in the area of infant mental health have
pointed out that exactly the opposite is the case; that baby talk or
motherese is not only the baby’s way of getting attention but forms
the most fundamental foundation for the development of language.
Murray and Trevarthen’s (1986) study of the role of the infant in
mother–infant communication found that the mother’s baby talk
was an adaptive response to the communication elicited by the
infant. Their findings confirm the reciprocal nature of these commu-
nications and the importance of the infant as an active initiator.

Murray and Trevarthen go further in stating that their findings
suggest that these infant capacities elicit in the mother a comple-
mentary ‘human environment’, with the mother augmenting and
elaborating the child’s limited capacities for self-regulation, feeding
back affectively toned responses that the child ‘assimilates’. They
propose that the infant’s satisfactory development requires this
complementarity.

Attention and discontinuity of experience

Two other researchers, Bain and Barnett (1980), point to the diffi-
culties that might emerge for children in long-stay childcare where
the staff might not have sufficient training and understanding of the
nature of child development and the way in which children learn to
develop attention. They were involved in an Action Research Project
in a family day care centre in Britain. In the course of their study
they observed that the staff placed considerable focus on routines,
which appeared to take precedence over the needs of the children
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and over the relationships that they had with the children. They
observed that when the children were occupied with a particular
game or activity they would be interrupted in an arbitrary way and
moved on to another activity. Bain and Barnett described this inter-
ruption from the point of view of the child as a discontinuity, where
an experience is suddenly cut off and not followed up at a later
stage. Bain and Barnett found that where there was a series of such
discontinuities in the course of a day, the children in the group who
had a tendency towards aggression became more aggressive and
difficult to handle, while the children in the group who might have
had a tendency to be rather timid became more withdrawn. Thus
the discontinuities of experience in themselves appeared to damage
the children’s capacity to develop appropriate attention.

While most researchers would agree that quality of care is a
major factor, there tends to be less agreement about what actually
constitutes quality care and how best this can be achieved. Longi-
tudinal research on child care, such as that carried out by The Early
Childhood Research Network (2000, 2001), may throw light on these
complex issues by identifying the relationship between child care
and variables such as a child’s cognitive development and capacity
for emotional relationships.

The emotional landscape of childhood: The loss of play and its
implications

The concept of discontinuities of experience throws light on the
importance of play for the young child and its role in developing the
capacity for attention. In an ever more competitive environment, the
anxiety of parents for their children to succeed has led to the estab-
lishment of early learning centres that suggest a more formal
environment in which play has either been superseded or has
become very task oriented. Parents on kindergarten management
committees increasingly demand what they refer to as ‘product’
from the children and their carers in the form of artwork or other
visible signs that the child is ‘learning something’. Parents recom-
mend in some cases that children spend less time on individual
activities and be rotated through a variety of activities throughout
the day, so that they can produce more at the end, in what appears
to be a factory assembly line approach to play.

Despite the fact that these recommendations are well inten-
tioned, they are based on two fundamentally incorrect assumptions
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about the meaning of children’s behaviour. The first is the assump-
tion that the activity in itself has a meaning for the young child. In
fact, the child only begins to engage in an activity if it is appropri-
ately mediated by a caring and supportive adult. In other words, the
child learns to engage with activities and becomes curious about
them through a relationship. The second is the assumption that
unstructured play that the child initiates themselves has no meaning
and therefore no intrinsic value. However, it is through apparently
unstructured play that children actually successfully learn.

The reason for this is that play for the young child represents an
experience that can be simultaneously serious as well as fun. It is
also real work, since play enables children to negotiate the boundary
between their inner fantasies and fears and the realities of the
outside world. Play also offers unique opportunities for problem
solving and for the development of social relationships.

The capacity for play that involves the use of fantasy thus
provides a foundation for cognitive development and for the child
to begin to engage in higher levels of reasoning and abstraction. The
capacity to play also offers protection for mental health, since it
enables the child to play out ‘the worst scenario’ in a way that can
make it seem less threatening and more manageable.

Clinical experience suggests that children who present with
severe attentional difficulties often find it hard to engage in imagi-
native play. Their play instead tends to have a limited and repetitive
quality. They find it hard to be selective when offered the opportu-
nity to play with a range of toys and quickly become overwhelmed,
choosing to mix and mess up the toys or declare their boredom after
trying something once. This behaviour suggests that these children
have not been able to develop the capacity for play as a process that
can help them to take a step away from themselves and assist them
to make sense of painful and difficult events. Instead, their inability
to play and tendency towards mess and destructiveness suggests a
state of inner persecutory anxiety.

The need for early childhood workers to develop a greater
understanding of the importance of play for children and of how to
link this with a ‘play based curriculum’ is emphasised by Walker
(1999). She carried out a study of early childhood programs selected
randomly from a cross-section of centre-based care and sessional
kindergartens in metropolitan Melbourne. Staff completed a ques-
tionnaire about their current practices regarding opportunities for
the children in their care to play indoors and outdoors, the way in
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which transitions and routines were handled and whether struc-
tured or unstructured artwork was promoted.

The responses indicated that the vast majority of children in the
sample were engaged in a predominance of large-group rather than
small-group activities. There were many and lengthy ‘mat times’ for
the children when they were expected to sit still and listen to a story
or join in a song. Art activities focused in many cases on following
ready-made designs and the opportunities for free and informal
play were limited primarily to indoor activities.

Growing up in a female world: Denial of differences between boys and
girls

It is generally acknowledged that boys from infancy through at
least to adolescence are primarily looked after by women. We do
not stop to think of what impact this might have on the need for
boys to be able to identify with a male role model. It is not
uncommon for many boys at an early stage of their development
in childcare centres, in kindergartens or in the early levels of
schooling to be identified as having deficits of attention or for
teaching staff to ‘request’ a diagnosis for ADHD. Often these boys
will be described as misbehaving, aggressive or unable to settle to
a particular task.

However, in making this kind of snap diagnosis it is important
for us to consider that we might be misinterpreting the behaviour of
boys who might well be struggling to find ways of communicating
with their parents, teachers and caregivers. What is often described
as attention seeking might in fact be an attempt to seek closeness
and intimacy. However, the way boys might choose to go about
trying to make this contact is very different from the way girls
might go about it. Boys use their bodies differently in a more
vigorous interaction with the outside world. This is not necessarily
an act of aggression but may become so when it is not understood
within its context and responded to appropriately.

Sinason (1992), a child psychotherapist who has worked exten-
sively with children and adolescents with mental disabilities, makes
the comment that the use of the term ‘attention seeking’ is one of the
greatest abuses we can visit upon children, first because it dismisses
their behaviour as meaningless and second because children are
justified in seeking attention as an essential requirement for their
emotional survival and the development of a sense of self.
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A more appropriate and less reactive response to the behav-
ioural problems presented by boys in early childhood centres and
later in the educational system would be to act preventively. This
would involve the provision of appropriate male role models for
young and adolescent boys. It is a sad reflection on our time that
fewer men are prepared to enter teaching as a career, particularly at
primary school level, because of the threat of litigation concerning
physical contact and child abuse (Caroline Jones, The Age, 1999).
Paradoxically, it is an increased presence of good supportive male
role models working in partnership with women in early childhood
settings and in the schools that would make children less vulnerable
to abuse.

The impact of separation and divorce on the developing child

It is another well known fact that the divorce rate in the Western
world has been on the increase for years. In the United States, which
is said to have the highest divorce rate, 40 out of 100 first marriages
end in divorce compared with 16 out of 100 in 1960. The divorce rate
for second marriages is about 10 per cent higher than for first
marriages (Karr-Morse & Wiley, 1997). This sheer weight of numbers
and our tendency to view divorce as the norm might lead us to view
its effects on the family as a ‘lifestyle’ change rather than as one that
will have major implications for the child’s future development.

When parents themselves are struggling with the aftermath of
ending a marriage or partnership there is a tendency to overlook the
difficulties that children might be experiencing, which might lead to
a pretence that nothing very important is happening. This façade of
matter-of-factness, which is defensively assumed by many children
and their parents, has the potential to break down at a later stage
with damaging consequences. The recognition and validation of the
child’s experience and the containment of the child’s pain are vital
elements in helping both the child and the parents to process the
experience.

Two parents requested advice late on a Friday afternoon about how
to tell their young children that the father was leaving the home the
following morning. He pointed out that he had already placed his
suitcases in the hall. In these circumstances one could only inform
the parents that they would be confirming what the children
already knew.
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The idea that ‘children don’t know what is going on’ is one of the
most prevalent in child-rearing. It leads to justifications about
keeping children uninformed and unaware, which in turn promotes
high levels of anxiety in children. These states of anxiety might quite
understandably lead to lack of concentration and disruptive behav-
iour in children.

In research carried out in the UK by Cockett and Tripp (1994),
direct interviews with the children themselves elicited some striking
findings. For example, only a small minority of children—one in
sixteen—stated that they had been prepared by their parents or
informed by them of the impending divorce and separation.
Mothers in these circumstances claimed that their children were ‘too
young to understand’ and only informed the child of the separation
after their partner had left the family home.

The children whose families had been what the authors
described as ‘re-ordered’ through separation or divorce were more
likely than children from intact families to have encountered health
problems, especially psychosomatic disorders, to have needed extra
help at school, to have suffered lower self-esteem and to have expe-
rienced friendship difficulties.

The outcomes were generally worse for children who experi-
enced three or more different family structures than for those living
for the first time with a lone parent or in a stepfamily. These
children were more likely to describe themselves as ‘often unhappy
or miserable’.

Fewer than half the children in re-ordered families had regular
contact with the non-resident parent, usually their father. Half of the
children did not know where the non-resident parent was living.

Children who had experienced a series of family disruptions
were not only less likely to have contact with the non-resident
parent but also received less support from extended family
networks.

The absence of fathers and fathering

The findings of the above study on the impact of separation and
divorce are particularly significant in that they identify the problem
of the absent father. This might be useful to enable us to create a
working hypothesis about the consequences of family disruption for
the psychological development of the boy. While the next chapter
goes into this aspect in more detail, we might here consider some of
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the broader psychosocial consequences. As has been mentioned
previously, we need to understand why a substantially larger number
of boys are referred for ADD and ADHD diagnoses. While not
wishing to suggest a direct correlation between divorce and ADHD,
we nevertheless need to consider the struggle for the developing boy
in the absence of a supportive male role model or presence.

The relationship of children to parents of the same sex and
different sex form the emotional building blocks of life. These rela-
tionships ebb and flow and go through many changes, not least of
all because the child requires different types of support and identi-
fication from each parent at different times. As we have stated
previously, development is dynamic, not static; it changes all the
time. Thus, for example, a boy’s perception of his father and his
need for his father’s presence at the age of five are different from
what they would be at thirteen. For boys whose fathers have no
contact with the family, this poses a painful problem.

We must, however, be mindful of the fact that the absent father
might also exist within the family in which there is no separation or
divorce. In these families all of the emotional life is centred on the
mother while the father absents himself emotionally or physically
through demanding hours of work.

In the United States, Blankenhorn (1995) describes the social
consequences of an increasingly fatherless society as declining child
wellbeing. He states that our society is ‘unable to sustain or even
find reason to believe in, fatherhood as a distinctive domain of
male activity’. Blankenhorn believes that the role of fatherhood has
been radically diminished by men’s loss of a specific role and loss of
authority within wider society.

By contrast Blankenhorn believes that fatherhood is in fact
society’s most important role for men. Fatherhood, he says, ‘more
than any other male activity helps men to become good men;
more likely to obey the law, to be good citizens and to think about
the needs of others . . . Fatherhood bends maleness—in particular
male aggression toward prosocial purposes’ (p. 25).

Blankenhorn’s view of the importance of the role of the father is
echoed by Widener (1998). She observes that in clinical work with
so-called ADD/ADHD children, there is often a continuing problem
of an absent father. She refers to Breggin’s comment (1994; 1997) that
the condition could be renamed DADD (Dad’s Attention Deficit
Disorder), because in many cases the father’s absence is the under-
lying cause of the child’s acting-out behaviour. Breggin states that
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a caring and loving relationship with their father is an effective
curative factor for many children with behavioural problems.

Widener quotes Strean (1997) who comments on the dynamics
underlying the absence of the father in child-rearing. Strean identi-
fies several clinical characteristics of how the father has been
experienced by adult patients in later life. These are 

a tremendous emotional hunger for the father experienced as being
absent during childhood. Many men and women feel anxious and
fearful to depend on, or be intimate with a man. Many men have an
emotional inhibition due to the expectation of being emotionless
which has been taught from infancy onward. Because of this
emotional inhibition many fathers are passive and withdrawn except
when showing anger. (p. 276)

This last factor becomes particularly relevant when we consider
the place of both parents in setting appropriate boundaries and
limits for the child.

The loss of good authority—the importance of setting boundaries and
limits

One of the major issues of our time is the confusion between being
authoritarian and using authority. As parents, professionals and
educators we wish to move away from a Victorian mode of bringing
up children in which they were seen but not heard and often tend
to the other extreme of an inability to use authority appropriately,
and becoming laissez faire. At the core of this anxiety lies a fear of
being negatively construed; parents fear the hatred of their children
and teachers fear the negative feelings of their pupils or indeed of
parents. However, a psychodynamic approach takes the view that
setting limits and having appropriate boundaries is an essential
part of containment and demonstrates to the child our care and
concern. Thus, paying attention is intrinsically linked to giving
attention and receiving attention, which in turn can only emerge out
of appropriate and containing structures where good limits are set
and boundaries acknowledged via an enabling authority. These struc-
tures ideally need to emerge out of more creative partnerships
between the family, the school and the surrounding environment.
This allows children to know where they stand and thereby have the
freedom to grow and thrive.
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For example, in the case of Adrian it was important to engage in a
collaboration that extended beyond Adrian and his parents to
include the school. It was fortunate that Adrian’s teacher was
prepared to attend some joint meetings where we could discuss
Adrian’s behaviour in the classroom. For example, Adrian’s hyper-
vigilance about changes to his environment was evident when he
became particularly unsettled when computers were installed in the
classroom. Understanding the meaning of Adrian’s behaviour
enabled the teacher to move beyond a list of disciplinary actions to
more realistic and flexible limit setting. This proved to be extremely
helpful for Adrian, who felt contained and understood by his
teacher. It also set him on the path to demonstrating his consider-
able academic skills. Most significantly, the joint endeavour
enabled the teacher to recognise that he too was being heard and
supported, which made him less anxious about Adrian and there-
fore enhanced his own capacity to act effectively.

The use of good authority thus sets the scene for the important
developmental task of containing anxiety, a task that runs like a leit-
motif through all of the developmental stages and is an essential
prerequisite for the development of attention.

In conclusion, an understanding of children’s problems within a
family and social context moves away from a position that iden-
tifies the problem as existing solely within the child. Moreover, an
acknowledgement of the wide range of external risk factors for
children further justifies a multidisciplinary approach to children’s
behavioural problems and in particular to ADHD. In the next
chapter we take further the developmental process for the child in
relation to their parents and show how this goes hand in hand with
the capacity for attention.
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5

The capacity for attention and the
developmental process

In this chapter we develop the view that attentional problems have
their origin in infancy and early childhood. Our focus is therefore on
this crucial period of development.

Developing attention in the infant

The capacity to develop attention has its roots in the earliest
infant–parent relationship. The famous paediatrician and child and
adult analyst, D. W. Winnicott (1965b), made the point that ‘there is
no such thing as a baby’. By this he meant that the infant and the
personality of the baby develop within a context. Thus the infant’s
development takes place within the framework of social embed-
dedness. It exists within a relationship with the mother, father,
family and significant others. This kind of social and emotional
embeddedness suggests that the beginning of life, that is to say rela-
tional emotional life, actually takes place before the baby is even
born. The baby is ‘held in mind’ by both parents for nine months,
through their ideas, thoughts, fantasies and worries about him or
her. The term that Winnicott has used for this process is maternal
reverie. This emotional preparation for the infant represents a partic-
ularly important kind of attention, since it has both a biological and
an emotional function, for mothers as well as fathers. The capacity
for reverie might be interrupted by depression in one or both
parents, anxiety arising out of financial difficulties, poor marital
relationships and a variety of other factors.
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Winnicott (1965b) also states that ‘the baby looks at the mother
and sees himself’. Infants make up a picture of themselves and
how they appear by scrutinising their mother’s face and expressions
and responding either to the joy and delight in them or to her
depressed or inverted gaze, her anger or her inability to understand
what effects these produce physically or emotionally. Researchers in
the infant mental health field refer to the baby’s capacity to hold a
gaze as a useful way of initiating the process of attention. Even at
this very early stage of infant development we can identify babies
who are not able to sustain attention since they have not reached the
first stage of being able to hold a gaze. This problem is striking, for
example, in observing babies who suffer from a failure to thrive,
which suggests that the fundamental holding relationship between
infant and mother has not yet taken place.

The reciprocal and hopefully rewarding interaction between
infant, mother and father is viewed by a variety of clinicians and
researchers in the field as a fundamental precursor for the develop-
ment of attention. Sameroff and Emde (1989) describe how
‘attention emerges out of relatedness and the infant and young
child’s relationship with significant care givers’. Stern states that ‘the
infant comes into the world bringing formidable capacities to estab-
lish human relatedness. Immediately he is a partner in shaping his
first and foremost relationships.’ He goes on to say: ‘The infant’s
first exposure to the human world consists simply of whatever his
mother actually does with her face or with her body or hands. The
ongoing flow of her acts provides for the infant his emerging expe-
rience’ (Stern, 1977, p. 33 and p. 9).

The emphasis on a dynamic partnership between the infant and
their parents is particularly crucial and is referred to by Trevarthen
(1979) as ‘the proto conversation’. This emphasis on partnership is
further amplified by Klein (1967) who asserts that our language for
describing the foundation for attachment and bonding needs to
move away from an emphasis on the ego and the individual self
to what he calls ‘we go’, which connotes a more vigorous partnership
between the baby and their caregivers.

Bowlby and attachment theory

John Bowlby (1973a, b & c) is best known for introducing a new
perspective to thinking about the nature of the relationship between
mother and child through the comparison of human young with
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that of other animal species. This research led him to conclude that
attachment is as necessary for emotional survival and mental health
as food and shelter is for physical survival. Bowlby saw attachment
as deriving not so much from the feeding relationship itself but from
physical closeness that allows intimacy between the mother and
the baby to develop. He identified five innately-based patterns of
response between a mother and baby. These instinctive patterns are
intimately linked to the giving and receiving of attention. The baby
initiates contact with the mother by sucking, clinging, crying,
following and smiling. These serve the function of linking the child
and the mother and of obtaining her care and protection in return.
Such early attachment relationships serve to construct a ‘psycho-
logical map of the world’ for the developing child. This internal
representation consists of objective (cognitive) as well as emotional
(affective) knowledge of the world. Sameroff and Emde (1989) refer
to this process as laying the foundations for ‘the centrality of affect
and shared meaning’ between the child and the caregiver.

Operationalising a model of attachment—the strange situation test

Bowlby’s original ideas on attachment, separation and loss have led
to research carried out in Britain and the United States on how
infants and their mothers and fathers actually cope with everyday
separation and loss. Ainsworth et al. (1978) have operationalised
these ideas through the development of the Strange Situation Test.
In order to ensure object constancy, the test is carried out with
babies between the ages of twelve and eighteen months. In the test,
the baby and mother are observed together to establish their normal
patterns of interaction. The mother is then asked to leave the room
and the baby spends a short period of time with the observer. When
the mother returns to the room the quality and type of interaction
between mother and baby is observed. A number of different cate-
gories of attachment are described that most clearly fit the quality of
the infant and parent interaction upon reunion.

Ainsworth and her colleagues carried out research across
different cultures, and came to identify three main categories of
attachment:

• secure attachment
• anxious–resistant attachment
• anxious–avoidant attachment.
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Secure attachment is characterised by the infant who can respond
positively to their mother’s comfort on reunion. The anxious-
resistant baby might allow the mother to comfort them only
intermittently while the anxious-avoidant baby might actually
withdraw from the mother and seek to comfort themselves.

As attachment research has developed into its ‘second genera-
tion’, a fourth category of attachment has been identified by Main
et al. (1985), which is known as the ‘disorganised category’. This
category is most typified by infants who have experienced serious
abuse and neglect. Ainsworth’s research suggests that these early
patterns of attachment provide diagnostic indicators for subsequent
adjustment to parent–child interaction. The research has implica-
tions for understanding the earliest diagnostic signs of the
beginnings of attention problems. We can thus see that the mother
who cannot attend to her baby sufficiently to contain their anxiety
already begins to set up a pattern of response in the child where
they believe that their needs might be met only intermittently.

ADHD as a problem of containment

The child’s experience of attachment and the parent’s availability to
bond with the child can also be expressed through the dynamic
concept of containment. This is a concept originally developed by the
British psychoanalyst Wilfrid Bion (1964). Bion described the early
infant–parent relationship as personified by the process of ‘the
container and the contained’. Here the parents are the containers
and the baby requires to be contained. This process of containment
enables the parents to transform the negative or anxious communi-
cation of the child so that it becomes reintegrated in the child as a
tolerable experience. Where the parental caregiver is not able to
provide this containment the child is left with undigested anger,
despair or feelings of persecution that cannot be transformed into
more tolerable states of mind.

Essential to the process of containment is the capacity of the parents
to tolerate anxiety and uncertainty, that is at times not knowing what
is happening to the baby. This is particularly important since it
enables parents to take the time to observe their baby directly, and
to be cued by the baby rather than rush into solutions that might not
be appropriate. The concept of containment and the capacity to
tolerate anxiety is intrinsic to the paradigm of emotional ecology
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referred to in Chapter 4. The reason for this is that the work of
containment cannot take place within a vacuum: the mother needs
to be contained by her partner, the parenting couple needs to be
contained by family and friends, and the community as a whole
needs to value the task of parenting.

This concept of the container and the contained is particularly
useful in attempting to understand the presentation of ADHD, since
the typical characteristics of inability to settle to a task, flitting from
one activity to another and distractibility indicate behaviour that
is quite uncontained. We might hypothesise that the child is literally
not able to be alone with their own thoughts because they are
too anxiety-provoking and that the containing processes and inter-
actions in their life in the form of parental support might either
never have taken place or might have broken down.

The development of the capacity to be alone as a
precursor to the development of attention

For the child, the capacity to be alone is an essential prerequisite for
learning and cognitive activity, of which reading is the most obvious
example. While we might assume that this ability comes naturally,
it is in fact dependent on finely tuned interactive processes that take
place at a very early stage in the child’s emotional development.

Adrian, who we discussed in the previous chapter, had great
difficulty developing a capacity to be alone. We have referred
previously to his hyper-vigilance. This was something he employed
in the home even in the presence of his devoted foster mother. She
was not allowed to close doors and had to let him know in advance
when she was going to hang out the washing, which meant that she
would be outside. When Adrian played in the front garden on his
own or with friends, he could not bear to have the front door
closed.

Winnicott’s earliest writings (1965) foreshadow the problem of
ADHD when he describes one of the tasks of the young child,
particularly as they begin their experience of learning and settling at
school. This is the task he calls the capacity to be alone. This is a signif-
icant milestone in the development of attention. In order to learn to
read, and to be able to take in information, the child has to be able
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fundamentally to be alone with their own thoughts. Winnicott
describes the capacity to be alone as originating in the experience of
the young child who is able to be alone in the presence of another, for
example, the child’s mother. Winnicott states that the child needs to
be able to play, to dream, to be near their mother or in a place or
situation that represents her care without constant reference to her
or without the need for constant interaction. The child needs in a
sense to be able to ‘forget’ their mother for a short period while they
become engrossed in activity. Earlier on, we referred to the difficulty
some children have in concentrating on schoolwork because they
cannot forget the tensions at home, and they remain deeply preoc-
cupied with unresolved problems from their core relationships.

In conclusion, from the perspective of early infant development,
the ability to develop attention is part of a complex learning process
that is dependent on the effective and mutually rewarding rela-
tionships between the infant and their caregivers.

Developmental biology and current infant research

American clinicians and researchers Sameroff and Emde (1989), as we
have indicated earlier, perceive the infant–caregiver relationship to be
of supreme importance in providing what they call ‘the centrality of
affect’. That is to say that the child’s emotional state and awareness
emerge out of this central relationship, which is the cornerstone of all
developmental and cognitive experience. Sameroff and Emde make
the point that the repetition of experience—that is, its continuity—has
more impact than a single experience. This is borne out by clinical
experience of seeing families whose problems are often repeated
across the generations. Unless these families receive support and
understanding, problems will be repeated in the next generation.

Sameroff and Emde also emphasise that far from being the blank
slate waiting for something to happen, the infant is already biolo-
gically primed for interaction. This idea of the baby as an active
partner in interaction with their caregivers is very important for the
way in which we view ADHD. We tend to talk about it as though it
exists solely in the child and has little relationship or meaning
within the context of the child’s relationship with their parents or
significant members of the family.

Emde (1987) describes the five basic inborn motivational princi-
ples in the infant–caregiver relationship. These are:

Rethinking ADHD

86

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 86



• activity: the baby’s developmental agenda
• self-regulation: the baby’s capacity to manage emotional hazards

and environmental perturbations
• social fittedness: the baby’s capacity for behavioural synchrony

and a partnership with parents
• affective monitoring: the baby’s capacity to discriminate pleas-

urable and unpleasurable experience
• social referencing: the baby’s capacity to pick up emotional/

social cues from caregivers.

In referring to a developmental agenda Emde makes the point that
the baby’s activity is centred on emotion and relationships. This
enables the baby to make developmental gains and also has a
biological function in that the interaction between the infant and
their parents promotes a level of activity that increases neural firing
in the central nervous system. This leads to increased connections
between neurons or brain cells, so that systems of increasing
complexity come into play.

The infant already has a capacity to handle emotional hazards so
that development at all times is goal-oriented or task-oriented. Emde
traces a parallel between the infant’s capacity to manage emotional
or environmental perturbations and the biological capacities of the
cardio-respiratory and metabolic systems. Above all, the infant seeks
out a way of fitting in; thus the infant has a biological need to make
sure that their behaviour synchronises with their parents. This is
carried out by both emotional and physiological means through eye
contact, gaze and in turn by the parents’ capacity to pick up cues
from the child and intuit what they need.

Emde confirms the importance of baby talk, which has biolog-
ical, neurological, social and emotional functions (Snow, 1972) and
refers to the work of Papousek and Papousek (1979), which under-
lines Murray and Trevarthen’s 1986 findings that the parent equally
has a biological readiness to relate to the infant. Examples of this
would be the parent’s exaggerated greeting responses and imitation
of the baby’s facial and vocal expressions. In ideal circumstances
infants and parents ‘mesh their behaviours in delicately timed
mutual interchanges’ (Sameroff & Emde, 1989). Trevarthen uses
the term ‘protoconversation’ to describe this fundamentally inter-
active relational experience between the infant and mother which
becomes in effect the foundation for all subsequent social inter-
actions.
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Emde refers to social referencing as the infant’s way of being in
touch with their caregivers. Again we see how this is dependent on
an interactive process as opposed to something that happens to the
child in isolation. Thus the availability of the parents sets up a
pattern of emotional signalling between parent and child that is
central to the child’s subsequent growth and development.

Bio-behavioural shifts and developmental transformations

Emde (Sameroff and Emde, 1989) states that development is not a
linear experience but one that is subject to change and transforma-
tion. This links with the basic tenet of a psychodynamic approach
that we described earlier: of behaviour as dynamic, not static;
constantly changing. Emde describes bio-behavioural shifts and
periods of change and transformation as operating on the level of
the psychosomatic, the affective and the cognitive. These shifts have
important implications for the emergence of a number of different
developmental skills and capacities in the infant and young child.
They typically take place at two to three months, six to nine months,
approximately one year and at eighteen to 21 months of age. These
periods of transformation also come to represent ‘stage boundaries
in cognitive development’ (Uzgiris, 1976).

Bio-behavioural shifts also comprise critical shifts in socio-
emotional and perceptual motor development. Emde states that the
very wide-ranging nature of these bio-behavioural shifts or changes
in the infant and young child lead to the hypothesis that they reflect
significant regulatory shifts in the central nervous system.

The connections between emotions and developmental transformations

The close interaction between biological changes in the child, their
social environment and their emotional state is demonstrated
by Emde’s observation that the child’s affective changes most
typically come at the end of a shift. This heralds a new level of
biopsychosocial organisation for the child and sets the scene for
further developmental consolidation. These emotional or affec-
tive changes in the child, such as smiling, or stranger and
separation anxiety, are in turn critically dependent on the feedback
the child receives from the parents and lead to their internalising
the experience of change as positive or negative and to their added
sense of mastery.

Rethinking ADHD

88

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 88



How can these ideas be applied to children with ADHD?

The work of Emde and others in the field of infant mental health
(Fraiberg, 1980; Stern, 1985; Sameroff & Emde, 1989; Sroufe, 1989)
confirms the central position of the interactive relationship between
the infant and their caregivers as a core organising principle for the
development of positive mental health. This interactive relationship
provides the infant with what is simultaneously a process and a
structure. Thus, when caregivers hold the infant in mind they create
a space, which enables the infant to begin to think for themself. We
might hypothesise that the child with ADHD lacks a core internalised
holding parent, around whom they can organise their thoughts and
actions. The reasons for this are undoubtedly very complex. They
might be related to constitutional factors such as the baby’s vulnera-
bility at birth or feeding and settling difficulties, which would be
sufficient to interfere with the finely tuned interchanges between the
infant and their parents. They might also derive from the readiness of
the parents to parent, the state of mind of the mother at the birth
of the child, the marital and parenting relationship and the quality of
the external supports available.

Emde makes the point that the outcome for children becomes
problematic when the caregiver’s emotional availability is not satis-
factory. He states ‘the organising role of affect in its dual
aspects—i.e. the simultaneous monitoring of emotional signals from
oneself and from others—can lead to developmental problems’.
Thus for children with ADHD symptoms there might be a confusion
in the emotional signalling process whereby there is insufficient
monitoring of emotional signals from within the self in the sense of
Vygotsky’s ‘inner voice’ and an ignoring or misinterpretation of the
emotional signals received from others. At its most fundamental this
represents a failure in the ability to organise or integrate emotional
and cognitive experience.

The development of the ‘inner voice’ and the ability to monitor and
interpret emotional signals, which is so dependent on the early rela-
tionship with a responsive caregiver, was a problem for Adrian.
Throughout all his sessions he maintained a particular facial expres-
sion, which at first sight resembled a wide grin. However, as this
appeared to be his sole facial expression, it came to take on the
appearance of a permanently fixed grimace. Adrian’s facial expres-
sion alone hinted at the huge strain he experienced in attempting
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to suppress his confused and anxious feelings about his past life and
his fears of being dropped again in the future He had difficulties
making and keeping friends. In the playground, he would cling to
one child and hit out at others if they encroached on this friendship.
This inevitably led to his becoming isolated because the children
became wary of his possessiveness.

How can we identify problems in early childhood?

The conclusion that the period of infancy and early childhood is
critical to development leads to questions about how to identify the
particular developmental trajectories that might lead either to
adaptive or maladaptive outcomes. Shaw et al. (1996) explored the
risk factors in the period of infancy that lead to disruptive behaviour
in early childhood, and concur with the view expressed by a
number of clinicians and researchers that ‘much of what we know
about the predictors and correlates of early disruptive behaviour
suggests that there are multiple pathways to the same destination’.
They refer to previous research (Richman, Stevenson & Graham,
1982; Rutter, 1978), which indicates that families from lower socio-
economic backgrounds experience more risk factors overall from a
variety of sources or ‘multiple domains’. They also refer to research
that has shown that poor infant attachment has been significantly
related to later externalising problems, particularly among groups of
high-risk children (Erickson et al., 1985; Shaw & Vondra, 1995).

Their own findings confirm the critical importance of the period
of infancy in that disorganised attachment status, maternal person-
ality risk and child-rearing disagreements were found to be
predictive of later disruptive behaviour problems. At a broader
level they also refer to the cumulative impact of a number of stres-
sors over time in the period of infancy and how these can determine
the developmental trajectory of child behaviour.

The link between postnatal depression, anxiety and ADHD

One of the stressors consistently referred to in the literature is that
of the mother’s depression. Shaw et al. (1996) refer to studies that
indicate a close link between the mother’s depression and the child’s
later disruptive behaviour (Fergusson, Lynskey & Horwood, 1993).
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Other studies have shown that children with disruptive behaviour
problems have mothers who report more depressive symptoms
(Mash & Johnstone, 1983).

In our clinical experience we find that many of the children who
present with ADHD also experience considerable underlying
anxiety, often to the point where they are literally tormented by
fears of attackers or the wrongs that have been done to them. In
these cases the heightened anxiety and activity of the child often
exist in striking contrast with the depression in the mother,
compounded by her sense of weakness and hopelessness. It might
be suggested that the mother’s depression is a direct result of the
child’s overactivity. However, this conclusion would limit our
understanding of the problem since it would return us once again to
the position of viewing ADHD as existing solely within the child
and denying the interactive nature of the problem.

Research on the impact of postnatal depression on
development

Murray’s (1992) longitudinal research on the impact of postnatal
depression on development has thrown light on the specific ways in
which the infant and young child are affected by the mother’s
depression and how this in turn influences the child’s subsequent
development and capacity for learning. The research explores
how different kinds of mother–infant interactions are associated
with different kinds of developmental outcomes.

Murray followed up a sample of women and their babies over a
period of eighteen months following the birth of the child. On the
basis of a screening for depression, the women were divided into
two groups—those with a previous history of depression, that is
depression that preceded the pregnancy and birth, and those
women who had become depressed after the birth of the baby. The
infants in both groups were assessed on a number of cognitive tests
as well as on the Strange Situation Test.

The results of the research are significant in pointing to the way
in which specific cognitive functions were affected by the mother’s
depression postnatally. The research found that the children of
mothers whose depression occurred with the onset of the birth, that
is those women who suffered from postnatal depression, had a
poorer outcome than those children whose mothers suffered from
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depression prior to their birth. This would suggest that the circum-
stances surrounding the birth and the mother’s possible
ambivalence about having the child were significant factors in the
aetiology of the depression. In addition, the findings showed that
the mother’s depression resulted in a much poorer outcome for the
boys in the sample and made them more vulnerable. The research
findings suggest that if the mother’s depression was related to
marital difficulties, the negative feelings towards her partner could
flow on to ambivalence towards her son.

Murray’s findings concur with the research findings mentioned
earlier, particularly the finding that maternal depression following
the birth of a child exacerbates the effects of other variables that may
already exist, such as lower social class and limited language devel-
opment. This confirms, as we have mentioned before, the need to be
aware of the existence of a wide range of psychosocial factors that
come into play in exploring the aetiology of behavioural difficulties
in the child.

Depressed mothers’ speech to their infants and its relation to infant
gender and cognitive development

A further aspect of Murray’s research showed that the mother’s
depression had in some cases a quite devastating effect on the quality
of communication with their infants, particularly their male infants.
In particular there was an impact on language and emotional tone in
these interactions. We have referred previously to the vital function
of baby talk or motherese. Stern (1985) has described the critical
function of the mother–baby speech pattern leading to core related-
ness. Trevarthen (1979) uses the term primary intersubjectivity.

In her research, Murray found a tendency for depressed mothers
to relate with greater hostility and criticism towards their boy
children. This appeared to affect their cognitive development, since
by eighteen months of age these boys performed less well than the
girls on the cognitive tasks. As Murray explains, if this was
combined with a less favourable environment overall, then they
were even further disadvantaged.

Longer term follow up

The children in the sample were followed up five years later (1995)
by Murray. In a variety of constructed play situations the five-year-
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olds were asked to show what happens in their families at important
moments—mealtimes, bedtimes, bad and favourite times. The obser-
vations were then rated according to different dimensions such as
care and control by parents, neglect, aggression, marital relationship
and the child’s ability to give a verbal account of the play. The
children’s narratives were also subjected to a linguistic analysis. The
results showed that children of mothers who experienced postnatal
depression were less likely to view themselves as a character taking
action and initiating events, and were more disposed to using
negative constructions to talk about their experiences. The impact of
the mother’s depression on the child remained significant even
though in some cases the mother had overcome her depression.
Murray further found that at five years the boys were more likely to
be behaviourally disturbed, hyperactive and distractible, while the
girls tended to be overly concerned with the needs of others.

Maternal depression and the ADHD child

In her research, Murray discusses what she calls the potential for
greater irritability of male infants in the general population, which
makes greater demands on the mother and requires a greater level
of responsiveness on her part. Murray’s findings point to the poor
longer term outcomes for boys whose disadvantage on a number of
levels might start at birth. These findings might throw some light on
the disproportionate number of boys who are referred for ADHD.
Murray’s research does not make any mention of the fathers in the
sample, and it would be interesting to know more about their
involvement and its possible mitigating effects.

The finding of the lower cognitive results overall for the boys in
the sample gives us an indication of the many aspects to the
problem. These might range from learning difficulties through to
behaviour problems and their existence affirms the importance of
maintaining a strong multidisciplinary approach in our attempts to
find solutions.

The development of a flexible, integrated child as opposed
to an anxious, brittle personality

It is not uncommon for parents to report concern about their child’s
aggression or angry outbursts together with other characteristics of
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the child’s personality that might be designated as a symptom of
ADHD. Sometimes the aggression is described in terms of the child
damaging things or of a lack or concern or care for other people. In
presenting a psychodynamic approach to the problem we suggest
that the containment and understanding of aggression in children
as well as in adults is central to understanding development and
also throws light on the meaning of this disconcerting or difficult
behaviour.

The critical task for young children as they progress through the
different states of development is to be able to negotiate intense
feelings of love and intense feelings of hate, often simultaneously.
These emotions are not exact opposites but rather complement each
other and are a normal part of all development for children and
adults. As we have mentioned earlier, our society demonstrates
confusion about these experiences and tries to deal with the confu-
sion by creating a split between loving and hating. This results in
the difficulty associated, for example, with the use of appropriate
authority in setting boundaries for children, for fear of being thought
authoritarian. However, the task for parents is not to edit out aggres-
sion or dispose of it but rather to contain it.

In Winnicott’s classic paper on the subject of hatred, he puts
forward the proposition that ‘a mother has to be able to tolerate
hating her baby without doing anything about it’. The reasons a
mother hates her baby are numerous according to Winnicott.
Among them is the fact that the baby ‘is ruthless, he treats her like
scum, an unpaid servant, a slave’. The baby is also a threat to the
mother’s physical state, her private life and her own personal pre-
occupation. The point that Winnicott makes in presenting these
challenging ideas to parents is that we need to recognise that the
mother’s hatred for the baby, as well as her love for the baby, is an
inextricable part of normal development. In good circumstances the
mother’s feelings towards her baby can be acknowledged, held and
contained safely. This can enable the baby in turn to experience their
own sense of hateful feelings towards their parents in a safe way,
which acknowledges the reality of what the baby feels. Winnicott’s
description of the early infant–parent relationship is a vigorous
one, which is the antitheses of a sentimental environment in which
strong emotions are denied.

We need to understand that the developmental tasks of early
childhood are extremely intense and take place at a rapid rate for
the child. Recognition of the child’s feelings and the child’s real
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emotional experience—that is to say taking their emotional experi-
ence seriously, is integral to helping the child to negotiate the ability
to deal with hating and loving feelings, which in turn helps them to
begin to develop the inner resources that are so necessary to their
later psychosocial development. However, for parents this cannot
take place in a vacuum. In order for them to support the infant and
young child, they too need to feel supported and contained. This
suggests an emotional ecology in which there is a clear inter-
dependence between individual development and social and
environmental factors.

Martin, a twelve-year-old boy, had been assessed as having ADHD
and was prescribed psychostimulants by a paediatrician. However,
the paediatrician felt that Martin and his family would benefit from
therapy in view of the parents’ concerns about their son’s wild
temper tantrums. On assessment it was clear that Martin’s problems
were of a very longstanding nature and perfectly illustrated
McFadyen’s concept of ADHD as the ‘final common pathway’ for
a multitude of problems. An only child, Martin had difficulty differ-
entiating himself from his parents, in the sense of knowing who was
the parent and who was the child. His father was away from home
for months at a time, and while he was away Martin assumed
control of the house, a situation to which his mother acquiesced.
Through his absence, Martin’s father became a longed-for but
increasingly tantalising presence. Martin’s plans for what he and his
father would do together on the latter’s return were always dashed
because of his father’s lack of commitment to a fathering role.
Although about to start secondary school, Martin had never
succeeded in sleeping alone in his room and had slept with his
parents since birth, a situation his mother had encouraged in view
of her husband’s long absences. It was not surprising therefore that
Martin raged against his parents during the day when they so
clearly failed to help him at night to overcome his infantile anxieties
and terrors and develop more effective inner resources.

The rightful place of depression and anxiety in child
development

Depression and anxiety equally represent important emotions and
experiences that both children and parents have to negotiate as
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part of normal integrated development. Each contains within it
components that provide a link between our inner world experience
of hopes and fears and the outer world. For example, depression can
be seen as an opportunity to provide a more effective mode of
thinking, to integrate our experiences and literally to digest what we
have learnt and heard. Anxiety too is necessary for the developing
child to feel that there is sufficient challenge to prompt them to
move into the next stage of their development. By this we do not
mean challenging the child to do things before they are ready or
creating artificial stress situations, nor are we suggesting that
children should be encouraged to be depressed.

Rather an awareness and recognition of anxiety and depression
as potential growth points helps children to develop inner resources.
Here we come full circle because the management of deeper and
more complex emotions also sets the scene for the child to begin to
maintain appropriate attention. This leads them to begin the process
of learning and relating to other people and to becoming aware of
other people’s needs. It is also a process that leads to the flexible,
integrated child rather than the anxious, brittle personality.
However, children can only develop these resources, that is the
capacity to negotiate depression, anxiety and frustration without
resorting to instant aggression or destructiveness, when they know
that the adult world has an investment in promoting this awareness.
Thus children develop these resources through relationships,
whether it is with important caregivers or the people who take the
place of caregivers, such as childcare staff, kindergarten teachers,
sports instructors, school teachers and others.

Essential to this process is the capacity of caregivers to validate
the child’s experience. Emde (in Sameroff & Emde, 1989) stresses the
problem for the child whose painful life experience can be what he
calls ‘disconfirmed’ by the caregivers around him who deny the
factual reality of the painful experience as well as the opportunity
for the child to express their feelings about the experience. This
produces what Winnicott (1965a) has called ‘the false self’. In this
uncertain state the child does not have permission to attend to their
real needs and their capacity for attention thereby also becomes
compromised.
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6

The concept of self-regulation:
Creating links between a
neuropsychological and

a psychodynamic approach

What is the common ground between the neuropsychological
perspective and the psychodynamic approach to ADHD? Recent
research and clinical studies suggest that the insights of neuro-
biology and the link with early infantile experience might provide
a promising start. These findings lead us to change our focus from
viewing ADHD as a distinct syndrome to viewing the condition as
the symptomatic outcome of a highly complex interrelationship
between the development of brain structure and the actual experi-
ence of the child.

Rima Shore (1997) suggests that we need to replace our ‘old
thinking’ about the brain as developing in a linear mode with ‘new
thinking’ about the brain that indicates that there is a complex
interplay between genetic endowment and the experiences we
have. These experiences have a significant impact on the ‘architec-
ture of the brain’ that in turn affects the activity of the brain. She
points out that by the time children reach the age of three, their
brains are twice as active as those of adults. Most significantly,
the early interactions of childhood create not only a context for
development but ‘directly affect the way the brain is wired’. Of
particular significance is the recognition that for infants and young
children there are prime times for acquiring different kinds of
knowledge and skills.
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The concept of self-regulation

Allan Schore (1994) sees the regulation of affect or emotional experi-
ence as a cornerstone of this connection as well as the necessary goal
or outcome of the maturational process. Schore is optimistic that the
‘phenomenon’ of self-regulation might prove to be a point of
convergence for psychology and neuroscience. Schore asserts that
self-regulation is an essential organising principle of all living
systems. As such, it is one of the few theoretical constructs that are
utilised by all scientific disciplines. It is multi-level and multidisci-
plinary, and can be studied along a number of separate but
interrelated dimensions from the molecular level through to the
social and cultural level. The concept of self-regulation within
the context of a developmental and psychodynamic approach is
particularly useful because development itself for the child is
characterised by a progression of stages in which there is a close
interaction between the child’s capacity to develop self-regulation
and their capacity to engage with their environment.

Schore believes that close and positive contact with the caregiver
is essential for the infant and young child to achieve regulation of
affect through regulation of the developing autonomic nervous
system. Here the self-organising capacity of the developing brain,
that of the infant and young child, occurs in the context of a rela-
tionship with another self and another brain—namely the primary
caregiver. The latter acts as an ‘external psychobiological regulator
of the experience dependent growth of the infant nervous system’.
These experiences shape the maturation of those structural connec-
tions within the brain that are associated with socio-affective
functioning.

Siegel (2001) points out that we must take into account the fact
that the brain is ‘a complex set of integrated systems that tend to
function together’. This emphasis on integration is particularly
relevant when we consider the impact of suboptimal relational and
attachment experiences for the child. Siegel states that the
orbitofrontal region of the brain, which is central to processes such
as emotion regulation, empathy and what he calls ‘autobiographical
memory’, might depend for its functioning on the quality and nature
of interpersonal emotional communication during the early months
and years of life. The quality of this collaborative and attuned
communication between infants and young children and their
parents establishes what Siegel calls patterns of interaction that
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provide opportunities for regulation of the child’s positive and
negative emotional experience. Thus an examination of ‘inter-
personal neurobiology’ gives rise to an understanding of the way in
which a sense of self is constructed.

Schore (1994) maintains that in ‘misattuned’ relational environ-
ments of parents and child, the high levels of negative emotional
experience actually act as growth inhibitors for the developing
brain. In cases of severe deprivation, brain development can be
abnormal, as indicated by limited elaboration of connections within
the brain (Kolb, 1995). As McFadyen (1997) points out, the most
dramatic example of the capacity for self-regulation is found in
premature infants. The immature nervous system of the infant is
extremely sensitive to the external environment, which includes
the mother’s tuning in to her baby’s physical and emotional state.
The infant’s capacity for, and quality of response to, their total
physical and emotional environment will influence their ability to
develop self-regulation. The capacity for self-regulation is particu-
larly significant in modulating normal responses and in creating
appropriate inhibitions.

Clinicians in the field of infant mental health now believe that
the earliest infant–caregiver relationship creates feedback systems or
feedback loops that are essential to the establishment of autonomy
and self-regulation within the infant. Here we can see how the
psychodynamic concept of an interactive emotional partnership
between the infant and the caregiver has a parallel in the concept of
feedback loops within the baby that correspond to feedback loops
within the parent.

Brazelton and Cramer (1990) identify four key feedback systems
that come into play. These are:

• synchrony
• symmetry
• contingency
• entrainment.

These feedback systems relate to Emde’s identification of the
specific innate responses within infants, referred to in Chapter 5,
which are intended to elicit responses from within the parent. Thus,
as we have stated previously, the infant is biologically primed for
attachment and for initiating a specific communication and response
pattern.
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The four feedback systems referred to by Brazelton and Cramer
take as their starting point the belief on the part of the carer that the
baby’s behaviour has real meaning and is a communication. This
implies an essential interconnectedness at this early stage of life
between the biological—the beginning of the workings of the brain,
and the emotional, that is the meaning that is attributed to whatever
the baby does and communicates. The key factor here is the capacity
of the caregiver to tune in with the baby.

The feedback system of entrainment mentioned by Brazelton
and Cramer is particularly relevant for our understanding of ADHD
and of self-regulation. It is within this interactive exchange that the
caregiver—mother, father, or both—meet their baby’s initiative and
interaction and extend and prolong their baby’s involvement and
attention. The capacity for play and flexibility is vital here, since it
enables the baby to take turns at being in charge and to initiate their
own interaction. This requires a degree of flexibility on the part of
the parents, which in turn depends on their capacity to contain
anxiety and not to intrude or too readily take over the infant’s
attempt at interaction. Thus, as has been stated before, the baby in fact
teaches his parents how to parent.

Self-regulation and maternal depression

If we believe that the establishment of self-regulation in the infant
is dependent on a mutually absorbing and sensitive interaction
with their mother and father, then the parents’ state of mind and
their own capacity for attention is a critical part of this process. The
depressed mother and father might not be in a position to begin this
engagement with their baby. Lynne Murray’s research, referred to
in Chapter 5, shows us that the children of mothers who are
depressed at the time of the child’s birth do less well on cognitive
tasks. Of particular significance is the fact that they also develop
problems with sleeping and feeding and that these problems are
greater for boys than for girls.

Co-regulation as a prelude to self-regulation

The capacity to establish appropriate sleeping and feeding patterns is
a cornerstone of self-regulation, combining as it does biological needs
within the context of the emotional and social environment. In order
to achieve an appropriate state of sleeping and eating, the infant and
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their caretakers need to go through a process of co-regulation. The
establishment of these patterns, as well as the capacity for self-
restraint and self-monitoring, becomes more difficult within an
inconsistent environment. Such an inconsistent environment could be
characterised by the physically or mentally absent parent who cannot
hold the baby in mind. An environment, for example, in which the
infant and young child can never predict the nature of the parent’s
response becomes an environment in which there are diminished
opportunities for emotional and social development.

The capacity to establish feeding and sleeping patterns can there-
fore be said to represent important templates for development
for the infant and young child that have profound implications for
later behaviour. Through the feeding experience the child takes in so
much more than food. Feeding depends on a mutually rewarding
relationship, which already at this early stage enables the infant to
construct an inner image of themself. The capacity to establish a
regular sleeping pattern makes equal demands on the infant–parent
relationship, requiring as it does the ability of parents to contain
their own anxiety about separation and death.

As Murray’s research indicates, the co-regulatory process is
critical for the infant boy, who is particularly vulnerable to incon-
sistencies in the environment. The absence of a dependable
co-regulatory experience with a depressed unavailable parent will
therefore diminish the infant and young child’s capacity to establish
autonomy and self-regulation.

Self-regulation and learning problems

As we have mentioned earlier, children referred for ADHD are
often found to have an overlay of learning and reading problems.
Grainger (1997) describes the development of self-control as an
important foundation in the capacity of the child to learn. The
development of self-control and self-management are, she states,
reliant on the ability of the individual to develop what is called self-
guiding speech. Self-guiding or private speech has its origin in
early childhood and is equivalent to ‘thoughts spoken out loud’ as
private speech becomes internalised by the child as part of the self-
regulation process.

As Grainger puts it ‘the development of behavioural self-control
is linked to the emergence of an internal self guiding dialogue’,
a concept akin to the previously described work of Vygotsky and
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Luria. She goes on to say that ADHD, rather than being a pattern of
failure in attentional capacity, might in fact be a lack of development
of appropriate self-regulatory processes. The capacity for self-control
lays the foundation for attention. The capacity to complete a task thus
depends on the opportunity to have experience of problem solving,
rehearsing and expanding the internal dialogue. This is a view that
resonates with Brazelton and Cramer’s four feedback systems
that describe the early interaction of the infant and their parents.

The impact of trauma on self-regulation

Perry et al. (1995) in the United States describe what they call the
‘neurobiology of adaptation and use-dependent development of
the brain’ with regard to the way in which childhood trauma is
processed. Perry and his colleagues are critical of the way in which
the concept of resilience is used too readily to describe children under
stress. This leads to a potential denial of the fact that infants and
young children are extremely ‘malleable to their environment’. Perry
sees the important relationship between neurodevelopment and trau-
matic experience in infancy and early childhood as highly significant
because of what he describes as the ‘plasticity of the brain’.

In infancy and early childhood the brain is at its most sensitive
to all stimuli from within the body and to interaction with the
outside world. As Perry states, ‘experience itself is the organising
framework for the infant brain at its most receptive’. Thus emotional
and physical experience will actually have a structural impact on the
way the brain develops. In normal brain development in the infant
and young child, whatever the child experiences will trigger the
development of neurons in those parts of the brain that are used to
deal with that experience. Here use-dependent and sensitisation
models come into play, which are also part of the normal learning
process since they involve repetition.

Perry and his colleagues postulate that for the infant and young
child, repeated consistent exposure to trauma, emotional depriva-
tion and uncertainty will establish typical patterns of neural activity
in those parts of the brain most associated with affect-regulation,
inhibition, humour and empathy. Repetitive exposure to stress over
time will elicit an adaptive response in the child—but one that is likely
to elicit misunderstanding on the part of others and that ultimately
will be unhelpful in the child’s interaction with the outside world.

Perry describes significant gender differences in the way in which

Rethinking ADHD

102

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 102



these responses to stress are expressed. Boys resort to a greater degree
of hyperactivity and impulsivity, characteristics that may be viewed
as coming under the diagnostic category of ADHD. This gives us an
indication of why more boys than girls are diagnosed with this
disorder. Perry states that girls have a different adaptive response to
stress, one that is manifested by what he and his colleagues call ‘the
dissociative freeze or surrender response’. Girls internalise their
problems and become depressed. This finding might also throw light
on why fewer girls than boys overall are diagnosed with ADHD and
indeed referred to child guidance clinics. The unhappy and depressed
girl at the back of the class might never bother the teacher and might
therefore paradoxically be less likely to be referred for treatment.

Perry and his colleagues’ reference to ‘use-dependent’ and
‘sensitisation models’ of neural functioning in response to stress is
particularly relevant when we try to understand how apparently
small and meaningless events can trigger an extreme aggressive or
impulsive response in a child. Perry explains this as the sensitisation
of parts of the brain to stress at a vulnerable time in the child’s life,
which results in turn in an overresponse or an oversensitivity to
apparently minimal cues. This would confirm one of the tenets of
the psychodynamic approach that ‘all behaviour has meaning and
is a communication’. An example of this type of ‘sensitivity’ and the
powerful impact of past traumatic experience can be seen in the
following extract from the case of Adrian, whom we have discussed
earlier in the book.

Both of Adrian’s parents had been alcoholics and his mother had
in addition suffered from a psychiatric disorder. Adrian’s foster
parents knew that his early months with his parents had been char-
acterised by severe neglect, which had included being locked into
a cupboard. At the time of his referral when the school reported its
grave concern about his hyperactivity and attentional problems,
they might not have been aware that Adrian was required to have
meetings with his birth mother to fulfil the statutory requirements
of the Human Services Department. This was understandably an
extremely stressful experience, not least because the meetings were
sporadic owing to the mother’s itinerant lifestyle, and it was there-
fore not possible to prepare Adrian properly. Adrian’s foster mother
described one such meeting that took place in a park. Adrian’s
mother arrived drunk and bore down on him like a witch in a
Grimm’s fairy tale to inform him that he would shortly be returning
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home with her. These meetings would inevitably be followed
by huge disruption in Adrian’s capacity to literally ‘hold himself
together’ to face the everyday routines of home and school.

In essence, creating links between a neuropsychological and a
psychodynamic approach enables us to take a broader view of the
determinants of infant and young child development and of ADHD.
As McFadyen puts it, development consists of infants and young
children going through a process of learning. Their parents, teachers
and other caregivers need to provide the appropriate attachment
contexts in which they can learn how to use their minds in order to
regulate their mental and interpersonal functioning.

The impact of breakdown of emotional regulation

Van der Kolk (1998) asserts that the breakdown of the capacity for
self-regulation, particularly in infancy and early childhood, is one of
the most crucial aspects of psychological trauma. The loss or
absence of self-regulation in a child interferes with their ability to
think clearly about presenting stimuli and to judge what would be
the best behavioural response. Van der Kolk suggests that the loss
of self-regulation might be expressed at later stages of the child’s
development on a number of different levels. These include atten-
tional problems, a loss of the capacity to focus on appropriate
stimuli and an inability to inhibit action when aroused.

Van der Kolk confirms the importance of the style of attachment
behaviour between the child and their caregivers, since unrespon-
sive or abusive parents might promote states of chronic hyper-
arousal that have long-term effects on the child’s capacity to
modulate emotions. The child’s experience of being overwhelmed
by extreme emotional states might produce long-lasting alterations
in physiological reactivity and affect brain development. Van der
Kolk includes a variety of other traumas apart from parental abuse
that can affect children in this way. These include children trauma-
tised through accidents, repeated surgical procedures, chronic
medical illness, forced separations and the witnessing of violence.

Thus we can see that the child’s capacity to control emotional
states in early and later childhood is dependent largely on the
nature and quality of the interrelationship between the biological
and the social and emotional. Rima Shore (1997) quotes a study by
Megan Gunnar of the University of Minnesota, which illustrates this
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point. Gunnar assessed stress levels in children by measuring the
amount of a hormone called cortisol in their saliva. Traumatic and
adverse experiences are said to increase the level of cortisol in the
human body. Higher levels of cortisol in turn affect the metabolism,
the immune system and the brain. Children who have chronically
high levels of cortisol through repeated traumatic events in their
lives have been found to experience more developmental delays
than other children (Gunnar, 1996). However, a further aspect of
Gunnar’s research centred on protective factors. She found that
children who had received nurturing and sensitive care in their first
year of life were less likely than other children to respond to minor
stresses by producing cortisol and that its production in these
children appeared to be more short-lived.

Some of the most compelling evidence for the pre-eminence of
the attachment relationship and its vital functions of protecting the
child and laying the foundations for emotional, social and cognitive
development is found in longitudinal studies. Shore (1997) refers to
one such study, the Minnesota Parent Child Project carried out by
Egeland et al., of a long-term investigation of high-risk families since
1975. The research project started with 267 women in the last
trimester of their first pregnancy, whose incomes placed them below
the poverty line. Twenty years later, 180 children were still par-
ticipating in the study. A variety of assessments of this group of
children and parents have been carried out in order to obtain
comprehensive information about the quality of each child’s adap-
tation—social, emotional and cognitive. Over twenty years, the
researchers found that infant–parent attachments at one year of age
accurately predicted a child’s subsequent quality of relationships in
the school setting, teachers’ ratings and social competency. Adverse
experiences such as poverty, abuse, neglect and trauma in the early
years were found to have a long-term negative cumulative effect on
children’s development.

The researchers also identified the factors that create resilience in
children: emotionally sensitive caregiving, a well organised home
environment, well developed intellectual and language capacities
and a low overall level of risk. They conclude that the best way to
protect children from negative trajectories is to reduce the level of
stress they experience and to provide support for the family. These
broader social factors bring us back to Winnicott’s ‘facilitating
environment’ and are discussed in more detail in our subsequent
chapters.
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Self-regulation:The point of contact between the
psychodynamic and neuropsychological approaches to
ADHD?

The capacity for self-regulation has been mentioned as a psychody-
namic concept important in understanding ADHD, and some
evidence was presented for a link between early childhood experi-
ences and changes to brain structure and function. In fact, a number
of developmental neuropsychologists have also advanced the
proposition that the condition primarily represents delayed or
compromised development of the brain functions responsible for
the management and self-regulation of behaviour and thought,
although it is not usually discussed within a psychodynamic frame-
work. This section will present some of the current thinking with
respect to this neuropsychological perspective on self-regulation
and its relationship to ADHD.

While the concept of self-regulation has a history of investigation
and interpretation extending back to the beginning of psychology as
a scientific discipline (James, 1890) and through into the more recent
cognitive-behavioural work of Kanfer (1992), Baumeister et al. (1994)
and others, neuropsychologists usually discuss the construct in
relation to the executive functions. 

Self-regulation and the executive functions

The executive functions are a relatively new neuropsychological
construct (Lezak, 1995; Stuss & Benson, 1984) and further empirical
research is still required to tease out the full extent of their role,
especially in the developing child (Anderson, 1998). They are
believed to represent the individual adaptive capacities for organ-
ising the respective cognitive components necessary for completing
the problems encountered in activities of daily life. Among these
capacities are those that are responsible for imposing structure on a
task, formulating goals and planning how to achieve them, main-
taining a problem-solving set, responding to feedback and ensuring
the task is completed to satisfactory standards. Lezak (1995)
summarises these components as volition, planning, purposeful
behaviour and effective performance.

As the main proponent of the view that the delayed develop-
ment of the executive functions is the critical element in ADHD,
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Barkley (1997a b & c; 1998a; 1998b) emphasises the evidence that a
primary deficit in behavioural inhibition is responsible for the
disorder. According to this account, deficient inhibition produces
characteristic disturbances in working memory, internalisation of
speech, self-regulation of emotion and the capacity for creative
or flexible problem solving, all of which are part of his conceptual-
isation of the executive functions.

Working memory

One of the purposes of working memory is to hold information in
mind for further processing. Barkley proposes that the ability to
delay responding is essential for the operation of this memory
system and that the contents of working memory are regularly
disrupted by competing interference in children with ADHD. The
failure of nonverbal working memory produced by this disruptive
process results in a characteristic difficulty in imitating complex
sequences, ordering events across time, utilising information from
the past and developing self-awareness.

Internalisation of speech

Compromised verbal working memory in these children results in
delayed internalisation of speech and consequent problems with
rule-governed behaviour. The importance of the internalisation of
speech as a means of self-regulation and motivation has already
been mentioned with reference to the work of Luria and Vygotsky,
the original proponents of the concept approximately 40 years ago.
This private, self-directed speech normally develops in older
primary school children to replace the audible muttering that
preschoolers use to remind themselves of how to perform a task or
cope with a problem. According to Barkley, the difficulty with
behavioural inhibition experienced by children with ADHD is that
they fail to develop this executive function and so are deprived of
an important source of behavioural self-control.

Self-regulation of emotion

Working memory is necessary for the self-directed speech and
visual imagery that are required for the modulation of affective
states and for the capacity to sustain goal-directed behaviour. The
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interference in the action of working memory caused by the failure
of the inhibitory processes in those with ADHD is said by Barkley
to allow these children to continue to be controlled by their imme-
diate environment rather than by internally generated states.

Behavioural analysis/reconstitution

Barkley notes that children with ADHD exhibit a diminished
capacity for the behavioural analysis/reconstitution that is neces-
sary for behavioural flexibility and efficient problem solving. By this
he means that their difficulty with behavioural inhibition leads to a
problem in disassembling information into units that can then be re-
synthesised into novel and creative representations. One result of
this is the behavioural disorganisation, rigidity and lack of creativity
that is characteristic of the condition.

Evidence from a number of sources is presented by Barkley to
support his proposal that ADHD is primarily manifested in defi-
cient inhibition and impulse control. This evidence relates to
problems these children experience with following instructions,
delaying gratification and resisting temptation (Campbell et al.,
1994). The studies that have related ADHD to increased rates of
adolescent substance abuse, accidental injury/death and generally
lowered life spans are also relevant here. Health psychologists
have long recognised that most health compromising behaviour
originates, not from lack of knowledge about the risks of actions
such as smoking or speeding, but from the inability of people to put
their knowledge into practice (Kaplan, Sallis & Patterson, 1993). It
is significant that this discrepancy between ‘knowing and doing’ is
accepted by many neuropsychologists as the defining characteristic
of those with executive function deficit.

As indicated in Chapter 2, the executive functions have in the
past most commonly been localised to the frontal lobes of the brain,
and in much of the neuropsychological literature the executive
functions are often described as ‘frontal lobe functions’. This con-
ceptualisation appears to be changing somewhat and other areas of
the brain are increasingly being seen to be essential for the efficient
performance of executive processes. Barkley, on the basis of the
imaging evidence provided by Castellanos (1996) and described
earlier in this book, localises those executive functions involved in
ADHD to the right prefrontal cortex, to two of the basal ganglia (the
caudate nucleus and the globus pallidus) and to the vermis region
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in the cerebellum. These structures are indicated on the diagram
presented in Chapter 2.

In simple terms it can be said that the prefrontal cortex is the
command centre of the brain and the caudate nucleus and globus
pallidus select those commands that are to be passed on.

The net effect of Barkley’s framework is to downgrade the ‘inat-
tention’ of children with ADHD from a primary symptom to one
that is secondary to the executive function deficits associated with
disordered self-regulation. In evaluating the utility of this position
it is important to remember the heterogeneity of the condition and
the improbability of a single cause or explanation. This model might
account for the behaviours of children who primarily have difficul-
ties with impulsivity, but it might be inappropriate for those with
specific attentional deficits. There are many studies of children
diagnosed with ADHD that have not found the relationships
claimed by Barkley and there are also enormous problems in estab-
lishing that executive function deficits account for these attentional
problems rather than the other way around.

The complexities in the relationship between attention and the
executive functions have been discussed in a number of publications
but in practical terms the issue might not even be relevant. Barkley’s
recommendations for the way these children should be treated
under this revised framework appear identical to the management
approaches associated with the more traditional explanations,
which focus on the child’s difficulty in maintaining attention.

These recommendations are also consistent with those that
follow from a psychodynamic perspective on the problem. The
needs of these children for structure and ‘containment’ in their
dealings with the world have been discussed within the context of
a changing social climate. In many respects this is the point at
which all of the approaches to the difficulties of these children
converge. Consistency, structure and responsiveness on the part of
the child’s major caregivers and of the broader social ecology in
which they operate might well be the keys to the operationalisation
of the preventive theme running through this book.

It is also important to note that Barkley’s conclusion that genetic
abnormalities are probably responsible for most of the variability in
the condition does not preclude a stress diathesis model, similar to
that which has been proposed for schizophrenia and other condi-
tions that present similar diagnostic dilemmas to those posed by
ADHD. In this model a genetic predisposition to the condition lies
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dormant until stressful environmental conditions elicit the behav-
ioural characteristics of the syndrome. Such an account fits perfectly
with the biopsychosocial approach introduced in the next chapter,
and might well provide the theoretical framework for a final inte-
gration of the aetiological perspectives held by the psychodynamic
and neuropsychological positions.
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7

ADHD in a public health context

An approach that might be more useful than the medical model in
understanding the needs of children who have attentional and
behavioural problems can be derived from the biopsychosocial
framework (Engel, 1977, 1980; Schwartz, 1982). Such an approach
moves away from an exclusive emphasis on diagnosis as a
precursor to medically oriented treatment and attempts to place the
condition within the context of the child’s social and psychological
circumstances.

Increasingly used as a framework within health psychology to
better account for the majority of physical and psychiatric condi-
tions, the biopsychosocial model is intimately related to dynamic
systems theory, an analytical strategy that focuses on the fluid inter-
relationships between the components of inherently changeable
phenomena (Bertalanffy, 1973). The dynamic and fluctuating nature
of attention is almost its defining characteristic and so, as well as
being an excellent representation of the way the attention system
works, systems theory is especially appropriate for considering the
complexities in the aetiology and management of attentional
problems. When applied through the biopsychosocial model,
systems theory infers that diffuse and multidimensional conditions
such as ADHD cannot be isolated or reduced to individual and
specific causes but are usually the result of an intricate combination
of biological, psychological and social factors that are in a constant
state of reciprocal interdependence. Workers using this holistic and
multifactorial approach attempt to integrate information from all
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three areas and to tease out the complex interactions that govern the
expression of both normal and abnormal human behaviour. Rather
than having as their primary focus the attachment of a diagnostic
label, there is a greater concern with establishing in as much detail
as possible the context of the problematic attentional and self-regu-
latory deficits.

In view of the problems that follow from an approach that is
overwhelmingly dependent on accepting the applicability of the
medical model to ADHD (see Chapter 3), the biopsychosocial model
offers several other distinct advantages.

The biopsychosocial model is able to accept the
heterogeneous aetiology of ADHD

As indicated by the evolving nomenclature that has been used to
describe the disorder, there has always been a tension between the
behavioural expression of ADHD (as hyperactivity–impulsivity)
and its supposed aetiology in cognitive processes related to the
regulation of attention. In fact there is still significant debate about
the relationship between the cognitive and behavioural components
of the syndrome, debate that has been fuelled by the failure to find
strong correlations between the cognitive tests that are used by
clinicians and the actual behaviours reported by parents and teachers
(Barkley, 1992). This ongoing tension is reflected in the changing
mix over time of the items that comprise the DSM diagnostic criteria
for the condition. Each new revision (there have been two since the
first use of the descriptive term Attention Deficit Disorder in 1980) has
appeared to shift the emphasis among the components of the
syndrome. It is interesting to note that each revision has changed the
makeup of the group ‘caught’ by the diagnosis. For example, with
the application of the latest DSM-IV there is a greater proportion of
girls and preschoolers who meet the criteria compared with DSM-
IIIR (Lahey et al., 1994), even though the criteria themselves are
more stringent.

The heterogeneity of the items within the DSM taxonomy
supports the previously discussed notion that ADHD is not
a unitary diagnosis and justifies the increasing acceptance of a
number of subtypes, which appear to represent conditions with
variable causes and behavioural manifestations. While the medical
model struggles to accommodate the idea of a single diagnosis with
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several aetiologies, the biopsychosocial model is flexible enough to
cope with such a ‘messy’ conclusion and to allow an individualised
interpretation of the origins of the condition for each child. Some of
these contributing elements within each of the major factors are
discussed in the next section.

Biological factors in ADHD

In addition to the evidence that is derived from the (albeit disputed)
responsiveness of children to treatment with stimulants, a biological
contribution to the aetiology of ADHD is supported by the finding
of an increased risk of the condition in the parents, siblings and
second-degree relatives of ADHD children. Biederman et al. (1991)
found the risk in the relatives of children with ADHD was 27 per
cent compared with a 5 per cent risk in the control population.
Goodman and Stevenson (1989) found that about half the variance
in measures of hyperactivity and inattentiveness could be accounted
for by genetic effects.

This conclusion might need some qualification. While the
evidence from these twin and adoption studies is often invoked to
support a genetic link (Eaves et al., 1993; Faraone, 1996), the
methodologies in many of the investigations have been so poor as
to make the results difficult to interpret. At least one major review
of the literature has concluded that there is little support for any
significant genetic effect (Hinshaw, 1994) and it is still unclear
whether the familial association is genetic, psychosocial, or both.
More direct evidence of the link has emerged from the finding that
genetic abnormalities such as Fragile X (Hagerman et al., 1992) and
some congenital thyroid disorders (Weiss et al., 1993) are associated
with the condition.

The contribution of biological factors is also supported by the
evidence that maternal behaviours such as smoking and alcohol
abuse during pregnancy appear to increase the risk of behaviours
typical of ADHD in the children of these mothers (Streissguth et al.,
1994). The number of studies that have found an association between
attentional disorders and elevated bodily lead (e.g. Needleman et al.,
1990), head injury and pre-, peri- and postnatal complications further
strengthens the thesis that biology probably contributes a significant
proportion of the variability in attentional ability.

Although the inability of psychophysiological measures and
brain imaging techniques to reliably diagnose the condition has
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already been emphasised, the rapid growth in the sophistication and
availability of these techniques is certain to produce further gains in
our knowledge of the biology of attention. Similarly, the expanding
technology of gene research might, when combined with these other
findings, increase our understanding of the elements that either
mark ADHD or predispose a person to develop the disorder. It is
important that these findings be kept in perspective, however. For
instance, it is now accepted by health psychologists that even those
physical conditions that originate with genetic abnormality, viral
infection or lesion are invariably influenced in their timing, presen-
tation and impact by psychological and social factors unique to the
individual.

Psychological factors in ADHD

Among the many psychological factors that have been associated
with ADHD are the experience of early school failure and the degree
to which the classroom and family environments are structured
rather than chaotic. While these factors are known to interact with
other psychological considerations, such as a demanding early
temperament or an extroverted personality, there is a major problem
in establishing the direction of causality. Do poor self-esteem, diffi-
cult parent–child interactions and disruptive behaviour cause the
attentional disorder or are these merely outcome variables that
result from the child’s attempts at coping with the condition? Other
individual factors that are associated with ADHD include deficient
social skills; immature play behaviours and a cognitive tendency to
misinterpret the intentions and behaviour of others as malicious. It
is significant that all of these predisposing attributes are amenable
to intervention.

Social factors in ADHD

There is no doubt that changing social conditions have influenced
the extent to which disturbances in attention and behaviour have
been observed in children. The effects of busier lifestyles, increased
levels of family breakdown and rapidly changing structures within
society were fully discussed in Chapter 4. In this section we focus on
the social factors within the biopsychosocial model that have been
clearly identified by epidemiological research as influencing the
diagnosis and treatment of the condition.
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The sway held by social factors in the diagnosis and treatment of
ADHD is most clearly observed in the gender differences in inci-
dence rates between clinic and community samples. In those actually
referred for assessment, the ratio is about six males to every one
female (Barkley, 1990). In community-based samples, however,
where the children being examined are not only those for whom help
is being sought, the ratio comes down to somewhere between three
to one (Szatmari, Offord & Boyle, 1989) and two to one (Sawyer et al.,
2000), a reduction that appears to indicate that gender expectations
are very important in determining referral and hence diagnosis. The
expression of the disorder in boys appears to be much more disrup-
tive to parents and teachers, while for girls more severe behaviours
must be displayed before a referral is made. Girls are therefore often
older than boys at the time of referral (Brown et al., 1991). This
evidence supports the previously introduced finding that the social
settings in which the behaviours occur largely determine whether
they come to be considered the ‘symptoms’ of an underlying
‘medical’ condition such as ADHD. There are many studies within
the medical sociology literature that have come to similar conclu-
sions regarding the cultural determinants of ‘conditions’ such as
menstrual pain, obesity, headache and back injury (Delaney, Lupton
& Toth, 1988; Helman, 1984; Whitehead et al., 1986).

Socioeconomic status is another factor that needs to be entered
into the complex equation necessary to describe the prevalence and
aetiology of the condition. While the bias in the assessment process
discussed in Chapter 2 might inflate the differential tendency for
children from lower socioeconomic strata to receive the diagnosis,
there are increasing reports of a real variability in the incidence rate
of the condition across the classes (Denckla, 1991; Prosser, 1999).
Reflecting the complex nature of the interaction, however, is the
evidence that the effect of socioeconomic status might be bi-
directional as well as influenced by other mediating variables.
Barkley (1990), for example, refers to the downward ‘social drift’
experienced by individuals with the disorder. This drift is hypothe-
sised to result from a number of factors, including the lowered
benefits from education derived by this group and the evidence for
the hereditability of the condition. The differential incidence of stress
across the socioeconomic groups, together with a lower utilisation of
mental health and prenatal services in lower-class children, might
also account for some of this variability (Helman, 1984; Sanson,
Smart, Prior & Oberklaid, 1993).
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Further evidence of the contribution of social factors to ADHD
comes from the already noted finding that they are a major deter-
minant of outcome following intervention. Chief among these social
factors is the family’s socioeconomic status. In children diagnosed
with ADHD, as with undiagnosed children, the extent of the finan-
cial resources available to the family is the most important predictor
of the child’s level of academic achievement and later work success
(Barkley, 1998a).

The real strength of the biopsychosocial model lies in its
capacity to integrate the elements contributing to a diverse
syndrome such as ADHD, and to describe the complex interactions
among them that eventually determine the decision to attach the
psychiatric label. For example, it is easy to imagine a child with a
slight biological vulnerability within a chaotic and economically
disadvantaged home environment exhibiting all of the classic prob-
lematic behaviours that comprise the DSM diagnostic criteria. In
this case the nature of the family’s circumstances would predict a
negative interaction between these elements, leading to an
unfavourable outcome. It is just as easy to imagine how the same
child with one or more of these elements absent or moderated by
the influence of other more positive factors might never even come
into consideration for being ‘at risk’. Systems theory acknowledges
that small variations within the components that contribute to
complex and multidetermined phenomena might have significant
multiplier effects that are inherent in the interdependent relation-
ships that exist between those elements. The example that is most
frequently cited to explain these interactions is the so-called
‘butterfly effect’ in which the beating of a butterfly’s wings in the
Amazon can result in a cyclone off the coast of Indonesia. The
medical model, relying as it does on the identification and descrip-
tion of relationships that are essentially linear and additive in
nature, is incapable of accounting for this level of complexity, yet
the analysis of multifactorial behavioural conditions such as ADHD
demands it.

The propensity for humans to search for unitary explanatory
causes for behavioural disturbances has been extensively investi-
gated and might account for some of the biomedical bias in the
conceptualisation of ADHD (Nisbett & Ross, 1980). Such single
cause–effect models also have some reinforcing advantages in
saving us from information overload and saving on cost when clini-
cian time and energy are the main costs considered.
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The biopsychosocial model rejects the pathological–normal
dichotomy

The biopsychosocial model accepts that ADHD’s identifying cluster
of ‘symptoms’ is simply an exaggerated presentation of normal
behaviours. They are not unique in themselves and it is impossible
to draw a distinct line between their normal and their pathological
expression, except in a limited statistical sense. These behavioural
tendencies are neither inherently pathological nor intrinsically
dysfunctional and many adults and children with the condition
might find some of the behaviours advantageous in certain circum-
stances. The literature on residual ADHD in adults is replete with
case studies of individuals who have adjusted to the negative
elements of the diagnosis and who have been able therefore to
exploit the more positive aspects associated with above-average
levels of energy, drive and desire for stimulation. Occupational
choice is obviously an important consideration here, reflecting the
high degree of situational specificity of ADHD symptoms. One study
that followed up ADHD children into adulthood found that 18 per
cent owned small businesses compared with only 5 per cent of
controls. The authors speculated that one reason for this imbalance
was the high level of activity and willingness to take entrepreneurial
risks associated with the condition (Mannuzza et al., 1993).

The biopsychosocial model accepts the need for
multidisciplinary intervention

The biopsychosocial model advocates the need for a number of
disciplines to be involved in the planning and implementation of
interventions. The heterogeneous nature of the syndrome means
that no one discipline can claim complete expertise. The adoption of
an approach derived from systems theory means that a simple
suggestion or procedure originating from one of the many discipli-
nary perspectives on the condition might produce quite dramatic
interactional effects in the context of the other approaches being
applied.

This is not to suggest that disproven therapies should be
persisted with in the hope that some flukish combination with more
orthodox strategies might produce a ‘cure’. This is especially so
since the biopsychosocial model moves away from an emphasis on
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finding a cure to the goal of reaching a state where the interaction
of biological, psychological and social factors achieves a condition
sufficiently stable as to minimise disruptive effects.

It is useful here to identify those treatments that have been
found to be ineffective and those found to be effective. Evaluations
of these approaches have been presented in the reviews conducted
by the National Health and Medical Research Council in Australia
(1997), the National Institute of Health in America (1998), the
Ministry of Health in New Zealand (2001) and the British Psycho-
logical Society (1996). The approaches that have been found not to
be effective in any general sense include:

• eye training/coloured lens 
• chiropractic adjustment
• restrictive diet/megavitamins
• allergy treatments.

Consistent with the framework offered by the biopsychosocial
model, research suggests that the more effective interventions typi-
cally operate across family and school boundaries and are not
simply focused on the child presenting the ‘symptoms’. Family-
based interventions appear to be more successful than those
directed at the child as a passive patient. Among the approaches that
have been found to achieve some degree of positive outcome are:

• support groups/parenting skills training
• social skills training/family therapy
• cognitive behaviour therapy
• psychotherapy.

An emphasis on a public health approach

The biopsychosocial model accepts a proactive, preventive approach
to problems with attention and impulse control. A move away from
the medical model allows for the development of a much broader
based set of proactive interventions. Rather than remaining firmly
fixed on the necessity for individual diagnosis as a precursor to treat-
ment, the focus changes to a set of objectives that may be likened
to those espoused by the public health movement. The medical
model’s concern with the individual is replaced with a more efficient
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population emphasis; and the search for a cure is replaced with a more
realistic determination to make environmental or social modifications
that have the capacity to lower the incidence of the condition within
the community or to minimise the appearance of symptoms. Concomi-
tant with this change in emphasis, the medical model’s focus on the
reactive treatment of the individual’s pathology is replaced with the
goal of enhancing health and wellbeing in the community using proac-
tive policy decisions. In the case of ADHD many of the prescriptive
recommendations, which are often made for ‘managing’ the behaviour
of the relatively small number of children who can be unequivocally
diagnosed with the disorder, are able to be translated into broad
suggestions that are useful in a preventive and health promoting
sense for all children—whether or not they have received a diagnostic
label. This was also the conclusion reached by the ADHD working
party of the British Psychological Society (1996) who noted that ‘inter-
vention strategies recommended under the heading of ADHD are also
beneficial for other children because effective parenting and teaching
takes account of individual differences and tailors interactions and
environmental demands accordingly’ (p. 7).

In fact the utility of the public health approach to the problems
associated with attention disorders in children is especially appro-
priate because these conditions represent a significant public health
risk in themselves. Research suggests that children with ADHD
exhibit higher rates of accidental injuries through misadventure
(Pless, Taylor & Arsenault, 1995) and that when they reach adoles-
cence they become more susceptible to substance abuse (Ahadpour,
Horton & Vaeth, 1993), depression and suicide (Weiss & Hechtman,
1993). At this period in their lives they are three times more likely
to be involved in car accidents than are adolescents who have not
received the diagnosis (Pless, Taylor & Arsenault, 1995), and they
are five times more likely to become caught up in the criminal
justice system (Eyestone & Howell, 1994; Forehand et al., 1991).
These studies, together with the evidence for increased prevalence
of other health-risking behaviours such as smoking, caffeinism,
teenage pregnancy and poor diet (Milberger et al., 1996), justify the
conclusion that the condition significantly reduces life expectancy
(Barkley, 1997a) and exacts a huge economic and social toll on the
community1. In public health terminology these costs are referred to
as the burden of the disease.

A first stage in a typical public health campaign is an epidemio-
logical analysis of the extent of the problem. In the case of ADHD
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the difficulties associated with estimating the incidence of the condi-
tion have already been described. Although most assessments are
that less than 5 per cent of children have ‘pure’ ADHD, the number
of children experiencing attentional difficulties with alternative aeti-
ologies is likely to be far higher, possibly running into billions of
people the world over (Mirsky, 1995). An epidemiological study of
an urban population in Chicago found 15–25 per cent of first-
graders with moderate to severe concentration problems (Kellam,
Branch, Agrawal & Ensminger, 1975). In the Isle of Wight study in
the UK (Rutter, Tizard & Whitmore, 1970), 30 per cent of an
epidemiological population of schoolchildren experienced atten-
tional problems.

At the school level it can confidently be asserted that within any
one classroom many children would have experienced one or more
of the many risk factors associated with attention deficits. These
include encephalitis, meningitis, epilepsy, autism, Tourette’s
syndrome, chronic ear infections, exposure to lead from paint or
petrol exhausts, treatments for medical conditions such as leu-
kaemia or epilepsy, head injuries resulting from falls and motor
vehicle accidents, anxiety, depression, learning disorder and devel-
opmental delay.

The classroom incidence of attention disorders is likely to be
higher in school districts with active mainstreaming programs or in
areas of socioeconomic deprivation. The risk factors for attentional
problems that have been directly associated with poverty include
foetal exposure to alcohol, exposure to lead, malnutrition, neuro-
cysticercosis (a parasitic infection of the brain) and cultural
impoverishment (Mirsky, 1995).

Obviously the most effective public health response to this situ-
ation is to attempt to prevent these risk factors from occurring in the
first place—in the same way that John Snow famously dealt with
the London cholera epidemic of the 1850s by disabling the pump of
the infected water supply. As well as the obvious financial
constraint on this strategy when applied to the wide range of risk
factors for attentional problems, one reason why authorities have
been relatively tardy in following this approach is that knowledge
about the subtle effects of these events on the information
processing capacities of children is only just emerging. In the case of
head injuries, for example, it has always been believed that the
brains of young children (compared with those of adults) were rela-
tively ‘plastic’, even in the face of severe trauma. One element in the
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reasoning behind this conclusion was evidence that young children
appeared to be capable of remarkable recoveries from operations in
which a large amount of brain tissue was removed. The apparent
ability of other areas of the brain to take over the function of the
excised tissue has been termed ‘neuronal plasticity’; however, it is
only now becoming clear that these processes are not as effective in
producing complete recovery as was first thought. Recent research
indicates that even minor head injuries received when children are
very young place them at significant risk for the later development
of attentional problems that have the capacity to impact upon school
success and behaviour (Anderson & Pentland, 1998; Catroppa,
Anderson & Stargatt, 1999). Growing awareness of this newly
uncovered risk factor has already resulted in mandatory bicycle
helmet and child restraint legislation in many countries. Local
councils are becoming more selective in playground design and
national health and safety organisations are increasingly active in
urging the removal of commercial products associated with risk of
head injury in young children. The campaign to inform the public
of the dangers of baby-walkers is an example of this increased
awareness. In a similar fashion the increased knowledge of the
effects of lead on attentional abilities has resulted in the lowering of
lead levels in petrol, the replacement of leaded petrol with AVGAS
in Aboriginal communities, the complete banning of lead-based
paints and the replacement of the lead solder previously used in
canning processes with spot-welding techniques.

The social ecology of the classroom

A less obvious public health approach to reducing the community
incidence of attention disorder focuses on those social environments
where the behavioural manifestations of attentional difficulties are
likely to be expressed. In many cases these will be school class-
rooms. One study has found, for example, that some classroom
milieus, labelled ‘provocation ecologies’, tend to accentuate the
attentional problems of children whereas other environments,
referred to as ‘rarification ecologies’, appear to ameliorate the same
difficulties. Provocation ecologies are those in which the discipline
structure within the classroom is either unusually rigid or
completely absent, and where noise is either tolerated to a
distracting degree or completely forbidden. By way of contrast,
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teachers in rarification ecologies are flexible in their reactions to
minor disruptions but provide sufficient structure so that children
know what they should be doing and when they should be doing it
(Whalen et al., 1979).

The reasons for the differential effects of these classroom envi-
ronments can be clearly understood in the light of current
knowledge of the behavioural and cognitive expression of atten-
tional deficits in children. For example, in the case where a child has
trouble with focusing attention, it is the filtering mechanism that is
not coping with environmental demands. Extraneous stimulation
from distracting images and background noise appears to overload
the child’s capacity to successfully deal with the incoming data. The
difficulties encountered in filtering out irrelevant input might result
in inefficient processing of the teacher’s instructions and possibly an
inability to carry them out. Quieter environments, such as those
provided in the rarification ecologies, act to minimise the strain
placed on these mechanisms while still allowing enough stimulation
to maintain adequate levels of arousal.

In the case of children with deficits in executive functioning, the
imposed structure provided by classroom routine can compensate
for difficulties experienced in supervising the allocation of atten-
tional resources. Where the majority of organisational decisions
have already been made for the child, processing resources can be
freed up for allocation to a much smaller number of chosen or
assigned tasks. There is also less potential for children to use their
limited attentional capacity attending to irrelevant, non-task-related
stimuli.

Research has also demonstrated that the protective effect of rari-
fication ecologies can be enhanced if teachers:

• make the classroom routine explicit by discussing the day’s
events and expectations first thing in the morning to prepare
children and avoid potential problems;

• present logically organised lessons that are carefully pitched at
the child’s level of ability so as to prevent the overburdening of
children’s processing resources;

• clearly describe the links between new material and prior knowl-
edge;

• assist children with setting work priorities by structuring and
sequencing larger assignments and tasks for the students to
prevent them from becoming overwhelmed.
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The fluctuating performance levels of children with attentional
problems have already been commented on with reference to the
unreliability of conventional diagnostic procedures with this group
of children. This performance variability is known to occur over
both short and long intervals, although much of the clinical research
has focused on the abnormally large decrease in performance
between morning and afternoon periods. As indicated in Chapter 2,
the capacity to maintain attention is essentially the responsibility of
the brain-stem reticular activating system, a mechanism that is
subject to daily changes associated with the circadian rhythm. A
preventive public health approach to minimising the symptoms of
attention deficits would promote the structuring of the classroom
environment so that the acknowledged higher levels of arousal in
morning periods were exploited for the completion of difficult or
low-interest work. This is an obvious facilitative policy that has been
adopted by generations of teachers as appropriate for the learning
of all students, not just those with attentional problems.

Changes to other elements of the child’s physical environment
that can assist in the prevention of attentional problems relate to
classroom design issues. The trend to large ‘open-plan’ learning
areas in schools that began in the 1970s has exerted a toll on the
capacity of children with marginal attentional resources to focus on
the relevant material and exclude the irrelevant. New school designs
should reflect increasing knowledge of the limitations of many
children in effectively performing this attention allocation function.

The actual teaching strategies adopted by educators represent an
important aspect of the child’s environment that might be manipu-
lated to meet the public health objective of limiting the incidence of
attention disorder. We referred earlier to the concept of verbal medi-
ation based on the ideas of Vygotsky (1962) and his student Luria
(1961), two influential Russian neuropsychologists who proposed
that the regulation of attention is largely dependent on subvocal or
inner speech. Luria (1961) described three stages in the development of
self-regulation in children: a) the speech of others controls and directs
the child’s behaviour; b) the child’s own overt speech begins to
control their behaviour; c) the content/meaning of the child’s covert
speech effectively regulates their behaviour. He proposed that the
self-regulation of this inner speech could intervene when behaviour
problems were due to neural processes that were immature, damaged
or dysfunctional and demonstrated these verbal-mediation tech-
niques with children with a syndrome similar to hyperactivity. These
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ideas have been adapted to a number of cognitive–behavioural
programs specifically developed for use with children presenting
with attentional problems (Sohlberg & Mateer, 2001).

While a reversion to the traditional ‘chalk and talk’ teaching
style—previously made necessary in the 1940s and 1950s by large
class sizes—would be catastrophic for students with marginal atten-
tional resources, these children do respond well to a teaching style
known as ‘direct instruction’ (Kameenui & Simmons, 1990). The
direct instruction model of curriculum design was developed by
Engelmann and Carnine (1982). It involves explicit, highly struc-
tured, one-to-one teaching, which includes the identification of what
is to be taught and why, the demonstration of each micro-skill by
the teacher and the engagement of the student in guided practice
with immediate feedback. Skills are individually identified and
reinforced using verbal mediation techniques where the teacher
simultaneously demonstrates and verbally describes a task or
thought process. The child is then asked to repeat the steps of the
problem as they work through it and the teacher provides imme-
diate corrective feedback.

The social ecology of the family

The social ecology within families is another point of leverage where
public health policies might act to alter environments that have been
demonstrated to increase risk. For example, maternal depression is
consistently implicated as a risk factor for ADHD in children,
although Rutter (1990) suggests that rather than there being a direct
relationship, the mediating factor is the negative interactional styles
that are set up in these circumstances. Whatever the relationship, it
is clear that recent government initiatives directed at countering the
epidemic of depression in the community will have an enormous
long-term effect in improving family relationships even though
they are not specifically directed at parent support.

Writers such as Belsky (1984) and Bronfenbrenner (1986) have
developed a theoretical framework around the family ecology
model, often extending their discussion to take into account the
wider social context such as social policy, cultural belief systems and
unemployment. Unfortunately, the increased recognition of the
effectiveness of parenting and parent support programs in reducing
the risk of conduct disorder has coincided with a period in which
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direct access to government-funded psychological services for
families is being rationed to an extent not seen in many years.
As well as decreasing the availability of these proactive family
intervention programs, reduced levels of service have had the
countereffect of increasing the reliance on reactive and shortcut
approaches to complex behaviour problems. The explosion in
prescription rates for dexamphetamine/methylphenidate and
the common use of these psychostimulants as diagnostic challenges
by paediatricians under pressure can be seen as representing the
most visible outcome of these funding reductions.

Another area of government policy that has been instrumental in
increasing the population incidence of ADHD is the current
emphasis on a medical diagnosis as supporting evidence for inte-
gration assistance in schools. Parents are forced into a practice akin
to ‘doctor shopping’ for a medical or psychiatric label so that their
child can gain access to support. In contrast, the biopsychosocial
model anticipates the dependence of behavioural states on situa-
tional and social factors that may fluctuate and change rapidly. An
important implication that flows from an acceptance of the biopsy-
chosocial model is the undesirability of applying something as
permanent as a psychiatric label to a child for the achievement of
goals that might be more effectively met using contextual strategies.
Government policy should not encourage people to see themselves
as ‘victims’ of their own biology.

Reid, Maag and Vasa (1994) have argued persuasively against
proposals by various advocacy groups to make ADHD a separate
educational disability category. These proposals have originated
in response to the increasing difficulty schools are experiencing in
meeting the demands of parents for support for their children out of
existing school funding. Reid et al. argue that the diagnosis is ulti-
mately irrelevant to the educational needs of children, except for
providing access to medication. They say that in some cases
labelling a child’s difficulties with a medical tag can actually be
counterproductive to the provision of appropriate special education
services because teachers often relinquish responsibility for the
child once medical issues become involved.

It is important to remember that while problems with attention
might persist with varying symptomatology into adulthood
(Denckla, 1991), the dysfunctional consequences of these distur-
bances tend to diminish over time as the brain reaches maturity and
coping strategies are developed (Hechtman, 1991). Research has
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consistently demonstrated that the most significant predictors of
long-term outcome are the socioeconomic status of the family, the
intelligence level of the child, the extent of the conduct/relationship
problems experienced and the mental health of the child’s parents.

The factors that appear to be most protective against poor
outcome include the availability of supportive and empowered
adults who are prepared to advocate for the child, the presence of a
strong parental coalition with satisfactory child management skills
and the availability of effective community resources. Thus the
predominantly psychosocial nature of these predictors provides
further compelling evidence that conceptualising ADHD purely in
terms of the medical model provides a grossly inadequate account
of the nature of the ‘condition’, its likely course and the most effec-
tive forms of intervention.
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8

Coming full circle: Towards a new
paradigm for helping children,

parents and families

In chapters 1 and 7 we referred to the need for a new paradigm that
can assist us to make sense of attentional problems in children and
young people. We made the point that an essential part of any
paradigm shift in this area involves a move away from an indi-
vidual pathology-based medical model to one that encompasses the
broader child and family public mental health domain.

In this chapter we outline first what we consider to be a more
appropriate conceptual and theoretical framework for under-
standing the nature of attentional problems. Second we describe
how the services that are offered to children, parents and families
themselves need to undergo a fundamental paradigm shift if these
problems are to be addressed effectively.

The need for a new paradigm

The theme throughout this book is that ADHD viewed as ‘an illness
for our time’ suggests that the problem is in fact the tip of the
iceberg of multi-factorial behaviours whose aetiology resides in the
complex interrelationship between individual social and emotional
experience as well as broader family, economic and cultural factors.

Such a view enables us to assume that all behaviour has
meaning. Understanding the problem of the child diagnosed with
ADHD inevitably leads us to an understanding of all children. It
follows therefore that any recommendations made for this group of
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children are relevant to the development and emotional growth of
all children.

Reviewing basic assumptions

As we have stated from the outset, while the complexity of atten-
tional problems calls for greater synthesis, integration and
communication between disciplines, the reality is often a fragmented
approach with different disciplines competing for supremacy of defi-
nition. This has led to a dangerous split in which brain function is
identified as a concrete entity separate from the development of
emotional and social relationships. This flies in the face of evidence
from current research in neuroscience, which emphasises that for the
infant and young child ‘early interactions don’t just create a context,
they directly affect the way the brain is ‘‘wired’’ ’ (Shore, 1997).

The need to simplify and create concrete constructs that fragment
behaviour and strip it of meaning resonates with the idea that we can
achieve liberation through technical knowledge. As the philosopher
John Gray (1999) states, ‘late modern cultures are haunted by the
dream that new technologies (which include the use of chemicals to
alter mood or behaviour) will conjure away the immemorial evils of
human life’. In Chapter 3 we referred to the British Government’s
enquiry into prescriptions of psychostimulants for all school-aged
children meeting the diagnostic criteria for severe combined type
ADHD. The thinking behind such a potentially huge initiative is a
good example of Gray’s ‘dream of new technologies’.

Apart from the human rights issues involved in such a proposal,
it has been rightly placed in context by the director of Young Minds,
the child mental health consortium in the UK (Wilson, 2000), who
states that decades of underinvestment in child and adolescent
mental health services have made services so overstretched that
they would be unable to cope, even if all children suffering from
severe ADHD were given a trial prescription of medication.

The rise in social and emotional problems

Paul Cooper (1998), writing about developments and changes in the
understanding of children’s emotional and behavioural problems,
concurs with the findings of Rutter and Smith (1995). This is that the
evidence of 50 years of social research indicates that in most countries
of the developed world, things have got worse for people in relation

Rethinking ADHD

128

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 128



to a wide range of psychosocial problems. Cooper further points out
that one of the most consistent and reliable research findings is that
adult criminality almost always follows a developmental path that
begins with childhood delinquency or conduct disorder (Smith, 1995).
The increased rates of psychosocial problems of all types suggest that
life has become increasingly difficult for children and young people
in Western society. The scope of these problems suggests that profes-
sionals can no more take total responsibility for finding solutions or
treatments than they can gather the grains of sand on the beach. In
other words, if we adhere to traditional problem-based pathology–
treatment models, the size of the problem will always outweigh
the professional resources available. Financial imperatives and
constraints clearly contribute to the way in which the problem is
defined. They are part of the broader social context.

Paradigm shifts

In line with our focus on a public health approach, we believe that
there is a need for a change in many of the basic assumptions we
make about child and family problems. We advocate the following
paradigm shifts as necessary for the development of child and
family mental health, of which ADHD is only one element. These
paradigm shifts can be summarised as follows:

• a paradigm shift of definition;
• a paradigm shift of shared responsibility with parents;
• a paradigm shift of recognising what children can contribute.

A paradigm shift of definition: From pathology and illness to child
and family wellness

A paradigm shift of definition moves us away from the narrowly
focused debate about a problem within the child towards a con-
ceptual framework that acknowledges the child in relation to
significant interpersonal relationships and the wider community.
The concept of child and family wellness is seen as a particular
example of this shift of definition. Wellness is described as a
‘favourable state of affairs, brought about by the combined presence
of cogent values, satisfactory psychological and material resources,
effective policies and successful programs. Basically family wellness
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is a state of affairs in which everybody’s needs in the family are met’
(Nelson & Peirson, 2001, p. 8).

Wellness is viewed as being ecological in nature, in that there are
key interrelationships between the child, parent and family and
community and wider society. This is echoed in Chapter 4 where
we identify some of the risk factors for children and parents who
live in a changing society that give rise to problems of attention and
self-regulation.

The concept of wellness has become a cornerstone of the
Canadian Early Years Study (Mustard, 1999). This innovative project
was commissioned by the government of Ontario and makes the
point that while parents and families have a primary role in
supporting and nurturing children, they cannot carry out this task
without the support and commitment of the community and wider
society. Thus government businesses, non-profit organisations and
professional networks all have a role to play in contributing to the
wellbeing of children.

The Early Years Study confirms that new knowledge about brain
development has created an even greater imperative to support
development in infancy and early childhood. ‘It is clear that the
early years from conception to age six have the most important
influence of any time in the life cycle on brain development and
subsequent learning behaviour and health.’ (Mustard, 1999, p. 7)

It is significant that the Early Years Study does not stop at iden-
tifying the needs of infants and young children but draws attention
to the fact that positive development for young children is severely
impeded by the stress experienced by families in the current climate
of economic and social change. As the report states:

our future depends on our ability to manage the complex interplay of
the emerging new economy, changing social environments and the
impact of change on individuals, particularly those who are most
vulnerable in their formative early years—our children . . . A key
strategy for improving the capabilities for innovation of the next
generation of citizens is to make early child development a priority of
the public and private sectors of society. (Mustard, 1999, p. 8)

A paradigm shift of shared responsibility: The involvement of parents

The current debate about the nature of ADHD is typical of many of
its kind concerning psychological problems, in that it takes place
primarily within the professional community. The recipients or
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consumers of the services—the children, adolescents and parents—
take little or no part in this debate. This means that definitions of
behaviour and decision making about behaviour are the domain
of a minority of people—that is professionals who possess ‘special
knowledge’. It is a position that over the longer term encourages not
only dependence, but a belief that the professional has the power
and therefore should provide the answer to any problem, for
example when parents expect an ADHD diagnosis ‘on demand’.
The medicalisation of the problem additionally serves to further
shift responsibility away from parents since, as we stated earlier, it
isolates the problem firmly within the child as a disease entity.

A paradigm shift of shared responsibility involves the instate-
ment of parents as having the capacity and competence to observe
and understand their own children, and to take appropriate action
where necessary. An essential part of this paradigm shift is the
sharing of knowledge and understanding about child development.
What is generally regarded as specialised knowledge needs to become
common knowledge. Another way of looking at this is to consider, for
example, that we often only become aware of the importance of rela-
tionships and the dynamics of family relationships when they break
down. Typically most people experience this at the point at which
they seek counselling or support with a problem.

Changing the paradigm to a shared partnership between parents
and professionals enables a vital component of prevention to be put
in place—the capacity to be proactive literally at the source. As the
Early Years Study states:

the evidence is clear that good early child development programs that
involve parents or other primary care givers of young children can
influence how they relate to and care for children in the home, and
can vastly improve outcomes for children’s behaviour, learning and
health in later life. (Mustard, 1999, p. 7)

An example of a successful parent–professional partnership model
in the UK was devised by Ruth Schmidt Neven (1994) who was the
founder and co-director with Carolyn Douglas of the organisation
Exploring Parenthood. Exploring Parenthood was one of several
pioneering organisations in parent support in the UK, which fore-
shadowed the current British Government’s recent establishment of
a National Family and Parenting Institute.

Exploring Parenthood was founded on the assumption that
parents and professionals can work together to support children by
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sharing knowledge and information through group meetings and
workshops. The aim of these group workshops is to facilitate
parents’ own knowledge and understanding; to help them to own what
they know and literally to find their own voice. It is the antithesis of
offering strategies and prescriptions for behaviour, which con-
tributes to the cycle of dependence and suggests that one group,
namely the professionals, has both ‘the syllabus’ for parenting as
well as the ‘answers’.

The community development focus of the organisation means
that parents can become ‘key contacts’ in their local areas and
undertake training through the organisation to develop the skills
to run their own support groups. The ultimate outcome is a
community of parents utilising a core developmental approach to
parenthood that can be applied to all parents and all children in
whatever situation they find themselves, rather than identifying and
pathologising one particular group. A key feature of the Exploring
Parenthood model is a training program in which parents and
professionals learn alongside each other, thus acknowledging the
skills of life experience as well as learned experience.

As the British family therapist Robin Skynner (1996) explains:

Unlike most organizations then existing, this program (Exploring
Parenthood) was based on the idea of partnership between parents
and professionals, on health rather than on pathology, on prevention
rather than cure, on competence rather than failure. Parents would
have direct access to it, when they wished to come, rather than
through professionals when some serious problems had provided an
admission ticket. (p. 65).

A paradigm shift of recognising what children themselves can
contribute

Much of the discourse associated with ADHD concerns itself with
innumerable descriptions from professionals about the child or
adolescent but we have very little information or contribution from
children and adolescents themselves. A paradigm shift of shared
responsibility implies that their voices need to be heard and their
experiences and views perceived as valid.

The idea that children can actually be involved constructively in
understanding their problem and in contributing to decision making
about the help that might really suit them is an essential part of this
paradigm shift.
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This recognition is also an important element of the therapeutic
process. However, here we argue that taking children and their
communications seriously is a critical part of developing individual
and social wellness, as defined earlier, and must necessarily go
beyond the therapeutic encounter. In other words, listening to
children and respecting their views and contributions not only
models the basis of a civil society but also has the potential to make
a contribution to preventive mental health.

It is worth noting in this regard that the United Nations Conven-
tion on the Rights of the Child foreshadows this requirement by
confirming the child’s right to information, to express a view and to
be heard.

The UK-based organisation Save the Children has devised a
number of training initiatives that assist professionals to consult
children directly on issues of concern to them. Most recently this has
involved talking to children about, among other things, their views on
physical punishment in the home and at school. Fajerman, Jarrett and
Sutton (2000) describe the approach of Save the Children, which seeks
to influence policy and practice to achieve lasting benefits for children
within its communities and to make children’s rights a reality.

As Fajerman et al. explain, everyone benefits from the process of
shared consultation; children, young people, their parents and the
staff who are responsible for children in early childhood settings,
schools and other community settings.

The benefits to the child are reflected in greater self-esteem, and
a sense of being listened to with respect. This in turn leads to
improvements in the child’s capacity for independent creative
learning. Interestingly, as the authors point out, it also helps to
decrease conflict: ‘The opportunity [for children] to express their
views and negotiate reduces the potential of conflict between
children and staff and children and children.’ (p. 8)

The benefit for staff is that working in partnership with children
enables them to facilitate and support the child’s development. This
also promotes improved teamwork among staff and an increased
awareness of children’s needs.

For parents, the benefit of working in partnership with staff is
that they can obtain constant feedback from staff and from the
children themselves. This is a far cry from the common dilemma in
early childhood centres where staff might be too frightened to tell
parents that their child has a problem, or alternatively make the
problem the central focus of any discussion.
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Through the partnership with staff, parents gain greater aware-
ness of how children participate and learn in the group. They are
also made aware of how the setting values children and their
contributions.

Paradigm shifts and community health

In Chapter 7 our discussion of a public health approach referred to
the famous example of John Snow, who dealt with the London
cholera epidemic of the 1850s by disabling the pump of the infected
water supply. This was an apt example in that improved sanitation
and hygiene had more far-reaching effects on our lives and health
than advances in medicine.

Public health and hygiene have been part of very successful
educational initiatives, and there is every reason to believe that
education and support programs could achieve similar results in
supporting family and community emotional relationships.
However, the key factor, as we describe above, is an acknowledge-
ment and understanding of a process of change. This process of
change must come from the development of new partnerships
between professionals and families and from a recognition that
there cannot be effective change unless there is as sense of owner-
ship and participation in this process.

This model of developing the wellness of communities is
dependent, according to community psychologist Kenneth Maton
(2000), on articulating a strategic vision of social transformation.
Maton proposes four of what he calls ‘foundational goals’ for the
work of social transformation. These are:

• capacity building
• group empowerment
• relational community-building
• culture challenge.

Maton emphasises that these goals can only be achieved through
a cooperative multidisciplinary, multi-agency and partnership
approach, which must also involve the relevant stakeholders,
namely children, parents and families. Maton emphasises the role of
positive personal and intergroup relationships in contributing to a
sense of individual and social wellbeing, and the ways in which this
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can be undermined. He cites as an example the way in which pro-
fessionals construct and describe children’s problems. As Maton
explains, the predominant medical definitions of children’s behav-
iour as discrete problems create a model of deficit. What is needed
is to create a model of wellness, that takes as its starting point an
understanding of how healthy development occurs and how
children can be made resilient. This is a model that by contrast
emphasises positive potential rather than deficit within the indi-
vidual and draws on the strengths and competencies of the child
and family. It resonates with Siegel’s (2001) idea of ‘a collaborative
environment of nurturing communities’.

Maton’s vision of social transformation, which includes inter-
ventions on multiple levels from the individual to the societal,
echoes the points we have made in Chapter 4 in describing the indi-
vidual and social risk factors for children. However, Maton’s vision
goes further in suggesting that preventive mental health for children
could be greatly enhanced by the creation of a ‘children’s move-
ment’. This is a movement, he says, ‘in which the majority of citizens
finally realise that the development of all children really matters,
and that all children are ‘our children’ (p. 47).
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9

Recommendations for a
multidisciplinary approach

to ADHD

The point has been made throughout this book that many of the
behavioural difficulties of young children, particularly boys, are
related to profound changes in socioeconomic structures in society,
which have an influence on individual and family development.
This means that there cannot be a purely clinical or medical answer
to the problem. We therefore recognise the value of a broad multi-
disciplinary approach to helping children and families cope better
with behavioural and emotional difficulties.

The recommendations we make in this chapter are both a distil-
lation of research and understanding and a way of putting into
practice the multidisciplinary proactive and preventive theme of
this book.

Avoiding a disposal diagnosis

It is important for all professionals involved with children and
young people to recognise that ADHD should not be used as the
diagnosis of disposal for behaviour that appears to be too difficult
to tolerate or manage. The danger here is that a diagnosis of ADHD
can be used to cover a wide range of behaviours that have a variety
of different causations. Thus, rather than looking to fit the child to
the diagnosis, we need to understand the real needs of each indi-
vidual child and each individual family situation.
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Recognising that medication is not a cure

Even for those children for whom medication is an appropriate
form of treatment, it nevertheless cannot be viewed as the sole form
of treatment. Medication is best combined with other forms of help
for the child, which reflect the child’s overall needs as well as
help for the family.

Not colluding against the child

It is important for professionals not to collude with parents in
blaming the child for having the problem. Parents understandably
might wish to deny the complexities of the difficulties they face as
a family. The scapegoating of one member of the family who can
be relied on to contain all the family problems is not unusual. If we
take a family systems view of such a family, it becomes clear that
the inattentive or overactive behaviour of a child might have a
particular function for the family. Thus we need to understand the
meaning of the child’s behaviour in the context of the family
difficulties.

Containing anxiety

It is tempting for us as professionals to believe that we can provide
an answer to complex behavioural problems, and many ‘spot diag-
noses’ of ADD or ADHD in the child might be made with the best
of intentions, in the hope of alleviating stress in the parent.
However, we would suggest that the task for clinicians is not to
provide answers for parents but rather to assist them to tolerate
uncertainty and to contain anxiety, so that they can find their own
solutions to problems. This requires of course that professionals
have access to containment for themselves in the form of regular
and supportive supervision and consultation.

Expanding our understanding of the meaning of children’s behaviour

Children are able to communicate a great deal about how they
think and feel. Taking children seriously and being prepared to
listen to them can provide a framework for prevention, whether in
the family home or at school. The recent publicity in the UK and
Australia surrounding the problem of bullying highlights how
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isolated many children can feel and how little they might trust
adults to understand their predicament. We need to encourage
greater awareness in the community of how children really behave
and of the greater importance of their emotional needs relative to
their material needs.

One aspect of this involves recognition of the important
emotional differences between boys and girls, and the way in which
boys communicate their need for intimacy. The more boisterous
behaviour of boys might be misconstrued as aggression when it
might in fact represent a wish to be close to a parent or teacher. The
rejection of the boy’s overture might lead to his becoming even more
disruptive.

The need for appropriate authority and the use of boundaries

As parents and professionals we need to be clearer about the place
of good authority and the importance of setting limits and offering
containment to children and young people. This is the opposite of
being authoritarian. Most children find unstructured environ-
ments difficult to operate in, particularly where the rules are either
absent or inconsistent. A fear of saying no, of setting limits and
using good authority might lead to many of the problems associ-
ated with out-of-control behaviour, since it might be construed as
not caring.

Working in partnership with parents

Partnerships between parents and professionals, whether in a school
setting, social work setting, therapeutic setting or childcare setting,
offer ideal opportunities for the containment for children. Many
professionals deplore the cuts in health and community services, but
hopefully they might open up the potential for a different way of
working and a different kind of enquiry. It might become quite
unrealistic in the longer term for the experts and professionals to
believe that they must undertake all the work by themselves, even
with the best of financial resources.

If we take the view that our task as professionals is to help
parents and families find their own answers and to empower their
decision making then we need to institute greater opportunities for
a true partnership between parents and professionals.
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Parenting and prevention

On a preventive level we need to involve parents more actively, not
only to understand the needs of children with attentional deficits
but also to obtain more information about the developmental needs
of children generally. As we have said earlier, specialised knowledge
needs to become common knowledge so that, for example, the problem
of ADHD is seen within the broader context of public health and
education.

The introduction of more formalised support services for parents
in Australia and overseas is a step in the right direction. However, it
is often difficult for these programs to free themselves from a focus
on providing strategies and quick-fix solutions for dealing with
children’s problems rather than on helping parents to learn how to
process the complexity of family events and make connections.

There is also a need to redress the current imbalance in many
parent education programs in which there is a strong focus on the
needs and requests of parents, with less understanding of the
emotional and developmental needs of the child. Parent educators
themselves require a broader understanding of child development
and parent–child interactions, so that their support and input is less
prescriptive and problem-focused and more facilitative of parents’
own knowledge and understanding of their child. This in turn
depends on the encouragement of a more genuine partnership
between parents and professionals.

Support for parents and sharing understanding and ideas
about child development, for parents as well as professionals,
needs to be development-based rather than problem-based. Such
an approach enables parents and professionals to develop a
greater understanding of what behaviour is appropriate according
to the age and circumstances of the child and what is not. A
greater understanding of the meaning of children’s behaviour will
also help us to move away from a unidimensional approach to
family problems and assist parents and professionals gain a
greater understanding of how the problem originates. This would
enable parents to move from a position of perpetual dependence
on the expert to provide the answer to a degree of more appro-
priate independence of thought for themselves. It is an approach
that is summed up by the classic phrase of an aid agency in the
Third World that states that you can give a hungry man a fish or you
can teach him how to fish.
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Improved childcare arrangements

If parents are better informed about their child’s developmental
needs they will be better able to assess the quality of childcare for
their children. Parents and professionals together need to be respon-
sible for the kind of childcare arrangements they think would be
best for infants and young children. It is not appropriate for parents
to hand over all responsibility to childcare workers, kindergarten
teachers and indeed to educationalists. They need to be helped to
work in partnership. This requires that parents maintain a sense of
responsibility themselves, as well as a sense of commitment and
obligation to their children. For their part, it is vitally important that
professionals do not de-skill parents and take over their responsi-
bility. It is only in this way that parents and professionals can assess
together what the young child needs. For example, in assessing
optimum childcare arrangements the effects of an open-plan envi-
ronment on young children can be realistically assessed by both
parents and caregivers. Practical suggestions can then be made
together about how the physical environment can be altered to
better accommodate the children. Other important areas for sharing
concerns include dealing with transitions and separations, asking
what it might mean for the child when important carers come and
go and explaining to parents that their child has had a difficult day.
An open and honest approach to these realities works to mitigate
blame, either of professionals or of parents and certainly of the
child.

Advocating for changes to childcare

The work of childcare staff needs to be recognised as second in
importance only to that of parents themselves. Raising the status,
salaries and levels of training of those working in the childcare
sector would acknowledge their important role. Staff in childcare
centres are often at the forefront of identifying children at risk as
well as children whose family and social relationships make them
vulnerable to developing behavioural problems.

Urgent attention is needed to encourage the presence of positive
male role models, particularly in the field of early childhood, to
counter the experience for boys of growing up in an all-female
world.
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Supporting boys in tomorrow’s society

The point has been made that boys are particularly vulnerable to
being diagnosed as having ADHD and some of the psychological
and social causations have been described. Again it is vital to view
this as a problem that needs to have a link with the broader commu-
nity rather than for clinicians, teachers and childcare workers to
struggle to fill the gap because of broader societal indifference or
lack of attention.

It is a problem that in fact requires to be better understood by
men themselves and by fathers. Biddulph (1994) makes the point that
women teachers in particular need to be ‘released from the need to
fight with problem boys’. He says that these boys are hungry for
fathering and ‘need to be engaged, valued and disciplined by strong
loving male figures’. One could argue for a similar release for many
mothers who struggle to bring up boys single-handedly, even
though a father might be present in the home. Biddulph recom-
mends introducing the concept of training male teachers in a mentor
role. Such training would necessarily include education in human
development, counselling and conflict resolution.

Addressing the current crisis for boys might require that we
bring the problem home directly to men in the workplace where
men and fathers spend much of their time. Traditionally the artifi-
cial split between home and work can provide justification for
fathers’ lack of involvement. However, the point needs to be made
that the boys who have difficulty with attention and capacity to
learn today will be the employees of tomorrow.

Government bodies, trades unions and companies thus have a
responsibility towards the next generation. They must ensure that
the vital task of fatherhood is not only supported and valued, but
that fathers can be ‘released’ to their families—that is allowed an
appropriate time frame in which to contribute to the basic mental
health of their children.

Identifying risks—working preventively

Taking a broader view of the problem of ADD and ADHD enables
professionals to better identify clusters of ‘risk factors’ at an early
age and early stage.

McIntosh (1997), in a review of the research on the practices that
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promote wellbeing in child development, makes the point that ‘a
focus on early prevention of difficulties through strategies aimed at
the individual parents, family and community are likely to promote
positive patterns of emotional and behavioural health in children.
The concept of promotion then seems inextricably linked with the
tasks of prevention’ (p. 9).

McIntosh explores the practical implications for promoting what
are described as ‘pro-social’ behaviours in childhood. She refers
to the research of Hawkins and Catalano (1996), which confirms
the importance of a multidisciplinary and multiple-intervention
approach to reducing the problem of antisocial behaviour. Hawkins
and Catalano emphasise the need to gear the primary socialising
units of the child at their specific developmental level through
parent education, school intervention, community programs and
social policy developments.

Of particular relevance to the subject of ADD and ADHD is
McIntosh’s conclusion to her review of the literature, which indi-
cates that there are two key developmental tasks that must be
achieved in early childhood to lower the risk of future mental health
problems. These are:

• the acquisition of language skills to prepare the child to read and
write;

• the development of impulse control.

Failure at these tasks has been associated with later behavioural and
school maladjustment and with the development of mental health
problems (Hawkins & Catalano, 1992, p. 27).

McIntosh emphasises the multi-factorial elements in child
mental health problems. She states that in considering childhood
antisocial behaviour and its prevention, one is inevitably drawn to
consider the problems of attachment disturbance, learning difficul-
ties and poor social skills. In exploring the prevention of childhood
depression we must similarly take a preventive view of the impact
of socioeconomic factors, family hardship, maternal depression,
child abuse and neglect and learning and neurological difficulties.
She confirms the view we have reiterated throughout this book
that ‘it is important to bear in mind the depth and dimensions
behind any one disorder, let alone any one child’s difficulties and
the labyrinth of connections between the risk and resilience factors
that define them’ (McIntosh, 1997, p. 25).
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Developing public health preventive interventions—some
examples

In Australia the ‘High Risk Infant’ initiative run by the Department of
Human Services is a good example of putting in place a strong
preventive strategy for the most vulnerable families in the population.

There are a number of new initiatives being trialled (McIntosh,
1997) to promote the early detection and prevention of develop-
mental and behavioural difficulties. In one such initiative the plan
is to develop a methodology such as a questionnaire whereby
parents can communicate their concerns about their children to
‘front line professionals’ such as maternal and child health nurses,
childcare workers and pre-school teachers. In the United States, the
Touchpoints Program (Stadtler et al., 1995) directly utilises a devel-
opmental approach by setting up parent groups at predictable times
in the infant and young child’s development that represent growth
points or changes within the child and that have a resultant impact
on their behaviour, and indeed on the family. The task of the facil-
itator of each group is not to provide an answer but to encourage the
sharing and support of the group participants. Providing insight in
the emotional experience of the developing child is one of the aims
of the group.

The positive outcome of good early intervention is demonstrated
by a number of longitudinal outcome studies in the United States,
for example the Carolina Abecedarian Project, which was part of
an experimental educational intervention between 1972 and 1985
(Shore, 1997). This project served children from low-income families
from early infancy through to the primary school years. The services
included high-quality full-day childcare and regular support and
education for parents. The infant curriculum was designed to
enhance cognitive language, perceptual motor and social develop-
ment. In the later pre-school years there was an emphasis on
pre-literacy skills and language development. The follow-up assess-
ments conducted at ages eight, twelve and fifteen found that this
program had a positive effect on children’s intellectual development
and academic achievement. These positive results continued
through to ages twelve and fifteen, where it was found that the
children who had participated in the service had IQ scores that were
on average 5.3 points higher than a comparative group of non-
participants. These higher achievement scores were maintained at
age fifteen.
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Other projects in the United States, such as the High/Scope
Perry pre-school project (Shore, 1997) have focused on the provision
of intensive pre-school programs for three- and four-year-olds,
which included health and family support services. Since the start
of the study in 1963, researchers have tracked a number of indica-
tors as part of the ongoing longitudinal study. These include
juvenile delinquency, utilisation of special education services,
arrests, teenage pregnancy, post-secondary education and employ-
ment history. The follow-up study of participants at the age of 27
found that the children who had participated in the early childhood
program did significantly better than a comparison group on all of
these indicators.

Dealing with the aftermath of separation and divorce

As we have stated in Chapter 4, the experience of separation and
divorce has a potentially disruptive and destabilising effect on
children, particularly when they feel under pressure to make choices
that are beyond their capacity and control. Encouraging greater
access on the part of the non-custodial parent and their more
positive involvement in the lives of their children is crucial, partic-
ularly for boys and their fathers. In Australia, the Federal
Government’s advisory body on family law has called for changes
in the way parents negotiate arrangements regarding their children
after divorce. The active encouragement of parents to set up a
family plan that will be to the best benefit of the children appears to
be a step in the right direction. However, parents at this vulnerable
point in their lives require informed advice about the impact on
children of different kinds of living arrangements. Again we have to
keep in mind that the living arrangements that might suit working
parents, involving ‘rostering’ the children between homes, might
have a detrimental effect on those children’s development.

Making positive changes to the school environment

Many children embark on the road to an ADD or ADHD diagnosis
as a result of difficulties experienced within the school. These
might be related to acting-out behaviour, to concentration or
learning difficulties or all three. While we acknowledge the

Rethinking ADHD

144

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 144



stresses teachers are under, little can be gained from demanding
that parents seek an ADHD diagnosis for their child on the basis
of this behaviour alone, when teachers are not informed about the
family background or the stresses that the child might be experi-
encing.

On a day-to-day level there are a number of changes that can be
made in the classroom that can have positive effects. For example,
the traditional arrangements regarding the physical structure of the
classroom and the use of ‘chalk and talk’ teaching present a hurdle
for children with attention problems. Teachers need to become more
aware of the classroom as a ‘group’ and of group dynamics within
the classroom, which is quite different from viewing the class purely
as a number of individuals. Understanding the dynamics of the
group can throw light on, for example, how and why certain disrup-
tive children always seem to get into trouble when in fact they
might be used by those better behaved to cause diversions in the
classroom.

Schmuck and Schmuck (1983) emphasise the importance of
understanding the group processes in the classroom, which will
stand children in good stead in later life since the increasing
complexity of social life demands that we learn to work more effec-
tively in groups. They believe that schools have a responsibility to
help students develop behavioural and interpersonal skills concur-
rent with the academic curriculum. They introduce the concept of
classroom climate to assist teachers to identify what is actually going
on within the dynamics of the classroom. They state that classroom
climate can be assessed by observing physical movement, bodily
gestures, the handling of aggression and patterns of verbal inter-
action. The ease or reticence with which pupils interact with the
teacher is also an indicator, as well as the way seating is organised.
For example, do the seating arrangements shift from time to time to
reflect different learning experiences or do they remain the same
regardless of the learning activity?

The need to change and challenge conventional attitudes to
teaching and learning requires that teachers for their part are also
prepared to engage in a learning process and in some cases ‘unlearn’
what has been accepted conventional wisdom but might have
outlived its usefulness. This is a process that cannot take place
without appropriate training and support.

A multidisciplinary approach to ADHD

145

Rethinking ADHD - TEXT PAGES  12/6/02  1:57 PM  Page 145



Bridging the gap between home and school

For many children under stress the split between home and school
life is too difficult for them to bridge. The Healthy Families project
referred to by McIntosh (1997), in which one of the authors (Schmidt
Neven) was involved, attempted to bridge this gap with positive
results. The state-based Healthy Families Project was managed by
the Board of Studies and sponsored by the Health Promotion Foun-
dation. It provided a Grade 6 classroom-based curriculum around
family and emotional health that taught children to understand
their own and other’s families, and the ways that parenting patterns
are transmitted across generations. The risk factors addressed in the
project included stress and abuse within families, experiences of loss
and separation and family discord.

The training program on child development designed by
Schmidt Neven (1996) for the teaching staff as part of the pilot
project included suggestions on how the classroom could be
arranged more informally for this teaching module to enhance the
communication between the teachers and the pupils. The training
also focused on understanding group dynamics in the classroom in
relation to the new curriculum, and on children sharing more
personal information with their teachers and peers.

Evaluation of the pilot program revealed a high rate of satisfac-
tion among teachers, pupils and parents. A particularly interesting
finding was that following the teaching of this module, which
encouraged the children to be more open about their lives at home,
there appeared to be an improved degree of cohesion in the class
group and communication improved overall, which had a positive
effect on learning in other subjects (McIntosh, 1997). The outcome of
this study suggests that younger children particularly have a need
for a sense of connectedness between school and home and that this
facilitates a sense of greater personal integration.

Conclusions

The recommendations made in this chapter reflect our view that
ADHD is, in the majority of cases, a symptom of a breakdown in
functioning for the child on a number of different levels, and that
understanding, support and treatment need to reflect the com-
plexity of this situation. In our recommendations we argue for
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a broad-based multidisciplinary approach from the professionals
involved. We are also convinced that the identification of children
with ADD and ADHD can most usefully lead us to review the
potential for mental health for all children. We therefore include
recommendations for changes within the settings and institutions
that are responsible for the welfare of the child from the family
through to education, the world of work, economics and govern-
ment legislation as a step towards such health promotion. The
promotion of a dialogue between these diverse groups as well as
between professionals from different disciplines might lead to a
level of collaboration that can do justice to the complexities of child
and family mental health in the twenty-first century.
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APPENDIX 1

DSM-IV Criteria for Attention
Deficit Hyperactivity Disorder
(Reprinted with permission from Diagnostic and
Statistical Manual of Mental disorders, Fourth

Edition Text Revision. Copyright 2000 American
Psychiatric Association.)

A. Either (1) or (2):

(1) Inattention: at least six of the following symptoms of inatten-
tion have persisted for at least six months to a degree that is
maladaptive and inconsistent with developmental level:
(a) often fails to give close attention to details or makes careless

mistakes in school work, work, or other activities;
(b) often has difficulty sustaining attention in tasks or play activities;
(c) often does not seem to listen to what is being said to him/her;
(d) often does not follow through on instructions and fails to finish

school work, chores, or duties in the workplace (not due to
oppositional behaviour or failure to understand instructions);

(e) often has difficulties organising tasks and activities;
(f) often avoids or strongly dislikes tasks (such as school work or

homework) that require sustained mental effort;
(g) often loses things necessary for tasks or activities (e.g. school

assignments, pencils, books, tools, or toys);
(h) is often easily distracted by extraneous stimuli;
(i) often forgetful in daily activities.

(2) Hyperactivity–Impulsivity: at least six of the following
symptoms of hyperactivity–impulsivity have persisted for at least
six months to a degree that is maladaptive and inconsistent with
developmental level:
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Hyperactivity:
(a) often fidgets with hands or feet or squirms in seat;
(b) often leaves seat in classroom or in other situations in which

remaining seated is expected;
(c) often runs about or climbs excessively in situations where it is

inappropriate (in adolescents or adults may be limited to subjec-
tive feelings of restlessness);

(d) often has difficulty playing or engaging in leisure activities
quietly;

(e) often ‘on the go’ or often acts as if ‘driven by a motor’;
(f) often talks excessively.
Impulsivity:
(g) often blurts out answers to questions before the questions have

been completed;
(h) often has difficulty awaiting turn;
(i) often interrupts or intrudes on other (e.g. butts into conversa-

tions or games).

B. Some hyperactive–impulsive or inattentive symptoms that
caused impairment were present before age seven years.

C. Some impairment from symptoms is present in two or more
settings (e.g. at school, work, and at home).

D. There must be clear evidence of clinically significant impair-
ment in social, academic, or occupational functioning.

E. The symptoms do not occur exclusively during the course of
Personality Disorder, Schizophrenia, or other Psychotic
Disorder, and are not better accounted for by another mental
disorder (e.g. Mood Disorder, Anxiety Disorder, Dissociative
Disorder, or a Personality Disorder).
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APPENDIX 2

ICD-10 Classification of Mental
and Behavioural Disorders Criteria
(World Health Organization, 1993)

F90 Hyperkinetic disorders

G1 Inattention
At least six of the following symptoms of attention have persisted
for at least six months, to a degree that is maladaptive and incon-
sistent with the developmental level of the child:
(1) often fails to give close attention to details, or makes careless

errors in school work, work or other activities;
(2) often fails to sustain attention in tasks or play activities;
(3) often appears not to listen to what is being said to him or her;
(4) often fails to follow through on instructions or to finish school

work, chores, or duties in the workplace (not because of opposi-
tional behaviour or failure to understand instructions);

(5) is often impaired in organising tasks and activities;
(6) often avoids or strongly dislikes tasks, such as homework, that

require sustained mental effort;
(7) often loses things necessary for certain tasks and activities, such

as school assignments, pencils, books, toys or tools;
(8) is often easily distracted by external stimuli;
(9) is often forgetful in the course of daily activities.

G2 Hyperactivity
At least three of the following symptoms of hyperactivity have
persisted for at least six months, to a degree that is maladaptive and
inconsistent with the developmental level of the child:
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(1) often fidgets with hands or feet or squirms on seat;
(2) leaves seat in classroom or in other situations in which

remaining seated is expected;
(3) often runs about or climbs excessively in situations in which it is

inappropriate (in adolescents or adults, only feelings of restless-
ness may be present);

(4) is often unduly noisy in playing or has difficulty in engaging
quietly in leisure activities;

(5) exhibits a persistent pattern of excessive motor activity that is
not substantially modified by social context or demands.

G3 Impulsivity
At least one of the following symptoms of impulsivity has persisted
for at least six months, to a degree that is maladaptive and incon-
sistent with the developmental level of the child:
(1) often blurts out answers before questions have been completed;
(2) often fails to wait in lines or await turns in games or group situ-

ations;
(3) often interrupts or intrudes on others (e.g. butts into others’

conversations or games);
(4) often talks excessively without appropriate response to social

constraints.

G4
Onset of the disorder is no later than the age of seven years.

G5 Pervasiveness
The criteria should be met for more than a single situation, e.g. the
combination of inattention and hyperactivity should be present
both at home and at school, or at both school and another setting
where children are observed, such as a clinic. (Evidence for cross-
situationality will ordinarily require information from more than
one source; parental reports about classroom behaviour, for
instance, are unlikely to be sufficient.)

G6
The symptoms in G1–G3 cause clinically significant distress or
impairment in social, academic, or occupational functioning.
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G7
The disorder does not meet the criteria for pervasive developmental
disorders (F84.–), manic episode (F30.–), depressive episode (F32.–),
or anxiety disorders (F41.–).

Comment
Many authorities also recognise conditions that are sub-threshold
for hyperkinetic disorder. Children who meet criteria in other ways
but do not show abnormalities of hyperactivity/impulsiveness may
be recognised as showing attention deficit; conversely, children
who fall short of criteria for attention problems but meet criteria in
other respects may be recognised as showing activity disorder. In
the same way, children who meet criteria for only one situation (e.g.
only the home or only the classroom) may be regarded as showing
a home-specific or classroom-specific disorder. These conditions
are not yet included in the main classification because of insufficient
empirical predictive validation, and because many children with
sub-threshold disorders show other syndromes (such as Opposi-
tional Defiant Disorder, F91.3) and should be classified in the
appropriate category.

F90.0 Disturbance of activity and attention
The general criteria for hyperkinetic disorder (F90) must be met, but
not those for conduct disorders (F91.–).

F90.1 Hyperkinetic Conduct Disorder
The general criteria for both hyperkinetic disorder (F90) and
conduct disorders (F91.–) must be met.

F90.8 Other hyperkinetic disorder

F90.9 Hyperkinetic disorder, unspecified
This residual category is not recommended and should be used only
when there is a lack of differentiation between F90.0 and F90.1, but
the overall criteria for F90.– are fulfilled.
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Glossary

Many of the terms explained below will be familiar to health
professionals. This glossary is intended as an aid to interested non-
professionals and professionals working outside the health sciences.

aetiology the cause of a medical condition
autonomic nervous system that part of the nervous system that is

responsible for effecting action on the internal environment of
the body; it does so via muscles (e.g. heart muscle) and glands
(e.g. salivary glands)

axon part of a neuron consisting of a long extension that transmits
outgoing electrochemical impulses to other neurons

basal ganglia a group of subcortical brain nuclei that function in the
integration and coordination of information from higher or
lower brain regions; includes caudate/putamen (also called
striatum) and globus pallidus

biological marker a measurable physical symptom that can be
isolated as the cause of a condition

biomedical perspective the view that health and illness results from
the action of discrete biological factors

biopsychosocial perspective the view that health and illness result
from the complex interaction between biological, psychological
and social factors in people’s lives

cognitive functioning the ability to perform cognitive processing
tasks

comorbidity the presence of two or more disorders in an individual
at the same time
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continuous performance tests computerised tasks that are continu-
ously presented over an extended time frame so as to assess a
child’s ability to sustain attention and refrain from impulsive
responding

dendrite a branched protoplasmic process of a neuron that
conducts impulses to the cell body. There are usually several to
a cell. They form synaptic connections with other neurons

dopamine a chemical or ‘neurotransmitter’ in the brain. It is called
a neurotransmitter because it carries or transmits messages
between nerves in the brain. Dopamine is sent from one nerve
and is then received on another nerve by a ‘receptor’. The recep-
tors for dopamine are called ‘dopamine receptors’

dopamine transporter the protein on the surface of dopamine
neurons that takes up dopamine after it has been released into
the synapse in order to terminate its effect

dopamine type 4 receptor one of five subtypes of the receptor for
dopamine

DSM criteria the qualitative criteria that need to be met for a
person to qualify for a psychiatric label from the Diagnostic and
Statistical Manual of the American Psychiatric Association

EEG (electroencephalography) a record obtained by attaching elec-
trodes to the scalp and amplifying the spontaneous electrical
activity of the brain. Familiar aspects of the EEG are alpha waves
(8–13 Hz) and delta waves of slower frequency

eugenics the movement, popular in the early part of the twentieth
century, that sought to increase the quality of human genetic
stock by selective breeding 

evoked potentials an electrical discharge in some part of the nervous
system produced by stimulation elsewhere. The measured
potential is commonly based on response averaging by a
computer

executive functions the cognitive abilities necessary for complex
goal-directed behaviour and adaptation to a range of environ-
mental changes and demands. Functions include ability to plan
and anticipate outcomes (cognitive flexibility), to direct atten-
tional resources to meet the demands of non-routine events,
self-monitoring and self-awareness necessary for appropriateness
of behaviour and behavioural flexibility

factor analysis a complex statistical technique based on correlation
and used to calculate the number and nature of factors within
a test
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foetal alcohol syndrome (FAS) occurs after substantial alcohol
exposure in utero and is characterised by facial dysmorphic
features, poor growth, microcephaly, mental retardation and
disturbed attention

fragile x syndrome an x-linked syndrome caused by a fragile site on
the x chromosome. Clinical features in males include mental
retardation, hyperactivity, characteristic facial dysmorphic
features and large testicles (after puberty)

frontal lobe one of the four lobes of the brain. It includes all the
cortex that lies anterior to the central sulcus and superior to the
lateral fissure. It is divided into motor, premotor and prefrontal
areas. The prefrontal cortex is anterior to the prefrontal area and
is the largest of the three divisions. This latter area is concerned
with executive functions, and many other cognitive functions

globus pallidus one of the three nuclei that make up the basal
ganglia. It relays information from the caudate and putamen (the
neostriatum) to the thalamus and the frontal cortex. It is some-
times called the pallidum

halo effect an appraisal error owing to generalisation from one
positive or negative characteristic to other ones

heterogeneous condition a condition that has no single cause and
comprises a number of distinct elements 

homogeneous all of the same kind
hyperkinetic overactive and characterised by excessive movement
learning disability a group of disorders manifested by significant

difficulties in the acquisition and use of listening, speaking,
reading, writing, reasoning or mathematical abilities

medical model the view that illness results exclusively from biolog-
ical factors and bodily processes

MRI (magnetic resonance imaging) a procedure in which the brain
is exposed to a strong magnetic field that momentarily affects the
spin of the hydrogen atoms in the water molecules within the
brain cells. When the atoms return to their normal spin they
release detectable signals that can be captured as computer-
generated images. The result is a detailed picture of the brain’s
soft tissue

neurology the medical specialty that focuses on conditions affecting
the nervous system

neuron the nerve cell; the basic unit of the synaptic nervous system
neuropsychology an applied science devoted to the examination of

relationships between brain dysfunction and behaviour
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neurotransmitter a chemical involved in the transmission of nerve
impulses across the synapse from one neuron to another.
Usually released from small vesicles in the synaptic terminals of
the axon in response to the action potential; diffuses across the
synapse to influence electrical activity in another neuron

norm-referenced measures assessment instruments indicating how an
individual is functioning in relation to peers with similar back-
ground characteristics

oppositional defiant disorder one of the disruptive behaviour disor-
ders characterised by at least four symptoms such as having a
bad temper; blaming others; arguing; annoying others and being
easily annoyed; actively defying; and frequently being angry,
spiteful or vindictive

paediatric neuropsychologists specialists in the provision of clinical
and research services to children and adolescents, mostly
concerning medical syndromes that alter the normal functioning
of the nervous system. Practitioners in this field tend to have a
strong background in developmental psychology and cognitive
psychology, as well as extensive neurological knowledge of
brain growth and function. As a professional group, they are
often consulted by other psychologists, psychiatrists, doctors,
neurologists and neurosurgeons to assist in the identification of
underlying neurological disorders

pathology the science of bodily disease
pathology-based perspective a way of looking at a person that focuses

on what is diseased
pervasive developmental disorder a group of disorders characterised

by impairments in language, communicative and social func-
tioning, associated with a restricted repertoire of activities;
includes autism, childhood disintegrative disorder, Asperger’s
syndrome, Rett’s syndrome

PET (positron emission tomography) a computer-based scanning
procedure that measures the radioactivity of glucose molecules
to map metabolic activities of the living brain during cognitive
tasks

prefrontal cortex the cortical region in the frontal lobe that is
anterior to the primary and association motor cortices. It is
thought to be involved in planning complex cognitive behav-
iours and in the expression of personality and appropriate social
behaviour. It is divided into the dorsolateral, orbitofrontal (also
called the limbic frontal lobe) and mesial prefrontal areas
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psychodynamic approach an approach which emphasises the
emotional content and meaning of all human experience and
the importance of relationships in the formation of personality.
In this book a psychodynamic approach is presented which
promotes links between individual development, the family, the
organization and the community. While a psychodynamic
approach is traditionally associated with psychotherapy, it has
applications well beyond the treatment modality. A psycho-
dynamic approach can be utilised in a wide range of settings
such as education, health care, early child development and the
work force to promote greater understanding of behaviour in
everyday life.

psychometric tests carefully constructed and standardised measures
of psychological characteristics possessing reliability and validity

psychophysiological measures indicators of psychological processes
or states, by measuring physiological determinants. In the end,
the outcome of the physiological measures needs to be inter-
preted psychologically, and often related to psychological
measures

psychosocial interventions ways of approaching childhood distur-
bances that focus on changing the psychological or social
environment of the child. They can be contrasted with biological
approaches, which aim to alter the chemical environment within
the child

psychostimulant a drug that acts on the central nervous system to
increase responsiveness

public health a focus on the factors in society, the environment and
human behaviour that contribute to health and help prevent
illness. Public health aims at creating healthy people and healthy
communities, and works at improving the factors that make
people sick. It encompasses health promotion, health education,
environmental health, community development, health policy
and research

self-regulation a term with a variety of interpretations within
psychology but when used in a neuropsychological context it
usually refers to the ability to choose a response and act suc-
cessfully towards a goal. Children with ADHD experience
difficulties inhibiting inappropriate behaviour and being able to
consider alternative responses. They have difficulty changing
their response when confronted with new data and are dogged
by impulsivity.
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The concept of self regulation provides a promising frame-
work for an understanding of ADHD as it emphasises the
essential psychosomatic nature of all human functioning. Thus
it goes beyond the more linear focus of a purely medical
approach. For example in the book we refer to the research
evidence which explores the impact of disturbed and traumatic
emotional experience on the development of the brain and
immune system particularly in infancy and early childhood

structured interviews a highly systematic format for conducting
clinical interviews that facilitates diagnostic decision making
using classification systems such as the DSM-IV

synapse the point of junction between two neurons in a neural
pathway, where the termination of the axon of one neuron
comes into close proximity with the cell body or dendrites of
another. At this point, where the relationship of the two neurons
is one of contact only, the impulse travelling in the first neuron
initiates an impulse in the second neuron. Synapses are
polarised, i.e. the impulses pass in one direction only. They
are susceptible to fatigue, offer a resistance to the passage of
impulses and are markedly susceptible to the effects of oxygen
deficiency, anaesthetics and other agents, including therapeutic
drugs and toxic chemicals

Tourette’s syndrome the most complex tic disorder, characterised by
multiple motor tics and at least one vocal tic

unidimensional condition a psychiatric illness that comprises of only
one aspect so that a person can be described completely in terms
of how much of that single pathology they possess

vigilance the ability to maintain alertness continuously without
‘tuning out’. It is also called sustained attention
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• The psychotherapy clinic for children, parents and young
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• Professional training and supervision
• Organisational and consulting services
• Exploring Parenthood workshops and talks

The Centre for Child and Family Development
721a Riversdale Road
Camberwell
Victoria 3124
Tel 03 9830 0422
Tax 03 9830 0455
Email ccfdau@ozemail.com.au
www.childandfamily.com.au
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