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Mental disorder (MD) diagnoses such as attention-deficit/hyperactivity disorder 

(ADHD) are occurring in U.S. children under the age of 5. Frequency of medication 

treatment is increasing for preschool-age children beyond what guidelines direct. There is 

debate among health care professionals (and specifically nurses) about whether MD rates 

such as those of ADHD constitute an epidemic of disease or a sociological trend toward 

diagnosing MD as a response to managing behavioral and emotional problems (BEP) of 

children, or both. How the problem is discussed changes how the problem is perceived 

and addressed. The purpose of this exploratory descriptive study was to investigate how 

the discourse of nurses about ADHD and related BEP in children under age six 

culminates in a child’s receiving an ADHD diagnosis and treatment. The aim was to 

describe how nurses talk about diagnosing and treating BEP in children under age six 

(preschool-age) in various settings (clinic, school, and psychiatric). This study’s design 

was based in a critical realist (CR) epistemology (i.e., reality is socially constructed with 

discourse and a material/physical dimension). The methodology was discourse analysis 
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(DA, close examination of text) and the method critical DA (CDA) in order to identify 

discursive and extra-discursive elements related to how nurses talk about ADHD and 

related BEP in preschool-age children in the interests of considering improvements in 

nursing care. Thirteen semi-structured interviews were conducted and analyzed using 

critical discourse analysis.  Findings were a variety of discourse stances and relationships 

to their immediate and wider social environments, demonstrating how nurse practices are 

determined by their discursive patterns but also producing them. A school-to-clinic-to-

psychiatry “pipeline” of situational momentum surfaced in the analytic process for 

preschool-age children being considered for an ADHD diagnosis. Nurses demonstrated in 

their discourse how children came to be diverted or directed along that diagnosis and 

treatment pipeline. Almost all participants demonstrated conflicted language – discourse 

patterns that affirmed psychiatric and DSM-style language and representations, but also 

alternative language and representations that undermined, replaced, or openly critiqued 

psychiatric and DSM characterizations of ADHD. Recommendations are made regarding 

nursing education, theory, practice, research, and policy.  
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Chapter 1: Background and Significance 

 “Mental disorder” is a grand, sweeping term encompassing an incredibly broad range of 

behavioral and emotional problems, from the impulse to hurt yourself or other people to less 

obviously harmful features like not being able to sit quietly in your classroom seat. The first 

sentence of the official (fifth version) Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5) definition of mental disorder is as follows: “A mental disorder is a syndrome 

characterized by clinically significant disturbance in an individual’s cognition, emotion 

regulation, or behavior that reflects a dysfunction in the psychological, biological, or 

developmental processes underlying mental functioning.” (American Psychiatric Association 

[APA], 2013, p.20). There is a lack of clarity in this definition, and generally in defining mental 

disorders. Critiques of this official DSM-5 definition and overall version abound, even among 

chairs of previous DSM versions (Batstra & Frances, 2012; Carlat, 2010; Frances, 2014; Spitzer, 

2009; Stein et al., 2010; Thyer, 2015). Critics sometimes commence along the lines of, “What 

constitutes a ‘disorder’?”. What constitutes a “syndrome”? What does it mean to say that a 

“disorder” is a “syndrome”? Is it a “disorder”, or is it a “syndrome”? “What constitutes clinical 

significance?” “What constitutes disturbance, or dysfunction?” - and so on (Thyer, 2015, pp.46-

7). It is difficult to agree on what mental disorder is. 

FRAMING THIS STUDY 

 Despite this difficulty in pinning down an operational definition of “mental disorder”, in 

this paper I use the phrase in order to refer to the more-or-less shared understanding of the term, 

and to participate in the societal conversation. However, I am also viewing “mental disorders” 

(MD) as socially constructed ideas referenced in the interaction of a patient and health care 

provider to assess and address a subset of a general, larger category of behavioral and emotional 
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problems (BEP), a subset viewed as, and sometimes being (if universally agreed on), socially-

emotionally or physically impairing (see Luhrmann, Padmavati, Tharoor, & Osei, 2015; 

Luhrmann, 2007; Paulik, 2011; and Quartz, 2002). This philosophical and operational dual 

perspective allows for referring to statistics in psychiatric/mental health epidemiology (i.e., 

mental disorder rates) but highlights that agreement on what constitutes “mental disorder” is 

always subject to negotiation among all stakeholders; thus, I use both terms, MD and BEP, at 

different points in this chapter.  

 This social construction perspective is not to say that mental disorder is not “real”. It 

appears at times that resistance to or critique of psychiatric/psychologic constructs of BEP is 

conflated with denial of suffering, denial of the “real” experience of patients. Indeed, there is a 

long history of denial of the full human experience of children, especially with respect to 

recognizing suffering in very young children (Egger & Emde, 2011; Emde, 1983; Helfer & 

Kempe, 1974). It is a credit to the nursing and psychiatric professions’ child advocacy efforts at 

least in part that childhood suffering and struggle has been legitimized. In no way am I trying to 

suggest that mental disorder and human suffering is not real. 

 Simultaneously, I wish to critically consider psychiatric constructs such as attention-

deficit/hyperactivity disorder (ADHD) and MD. Defining MD as socially constructed and 

critically questioning psychiatric (or psychologic) constructs does not equate to denying the real 

suffering of children. By naming MD as a social construction I mean to say that the shared 

meanings we create to communicate and live our lives are as real as the blood in our bodies. 

Those shared meanings and bodies interact with and shape each other constantly. That 

interaction is real and physically, materially consequential. Research efforts to understand 

origins, mechanisms, and etiologies of ADHD point to many possibilities, physical, social, 
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societal, and contextual, including the following: trauma; dysfunctional interactions between a 

child and his or her caregivers; exposure to lead, cigarette smoke, and alcohol; dietary factors; 

sleeping problems; timing of entry into kindergarten; likely a combination of these factors; and 

the body’s genetic and epigenetic response to environmental factors (APA, 2013; Dee & 

Sievertsen, 2015; Dueck et al., 2015; National Institute of Mental Health [NIMH], 2012; 

Scheeringa, 2015; Siegfried, Blackshear, & National Child Traumatic Stress Network [NCTSN], 

2016; Spencer et al., 2016; Szymanski, Sapanski, & Conway, 2011). Contextual factors in a 

child’s environment should be included in making a diagnosis but sometimes are not (Baer, Kim 

& Wilkenfeld, 2012; Beauchaine, Neuhaus, Brenner & Gatzke-Kopp, 2008; Brauner & Stephens, 

2006; Lewis-Fernandez et al., 2010). The characterization of ADHD as a MD requiring either (a) 

medication, (b) changes in the young child’s environment (i.e., a child’s caring adults, and 

possibly other contextual factors) as well as within the child, or (c) both, illustrates how MD is 

socially constructed, given that such different remedies can all be said to resolve the problem. 

There may be physiological or psychiatric aspects of BEP that need addressing. 

Complementarily, there may be shared meanings related to MD that need alteration.  

STUDY PURPOSE AND AIMS  

 Mental disorder, as we measure it epidemiologically, takes a great toll on human life, in 

terms of trauma, death, and disability (U.S. Department of Health and Human Services [U.S. 

DHHS], 2014). Investigating how nurses talk about the wider category of behavioral and 

emotional problems, and about mental disorder, in relation to preventing these poor outcomes is 

the purpose of this study. This study’s aim is describing the talk of nurses regarding the mental 

disorder ADHD and the more general BEP considered in deciding about and addressing an 

ADHD diagnosis, in relation to preschool-age (three- to five-year-old) children. It is noted that 
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this focus will encompass all nurses, advanced practice (APRNs) and non-APRN, when 

advanced practitioners diagnose and treat, and when all nurses influence and manage those 

diagnoses and treatments in the ways that they steer conversations, assess patients, and approach 

intervening.  

 In introducing and beginning to provide the context for this topic, I will first present some 

conceptual/operational definitions, and then information on mental disorders and specifically 

ADHD in children, focused on age five and under, as gathered in collective epidemiologic efforts 

and addressed in our mental health care system. Then I will turn to addressing the question of 

how the wider context of assessing and intervening with BEP, specifically in relation to the 

ADHD mental disorder, shapes and is shaped by the shared social construction, or discourse, of 

nurses involved in caring for preschool-age children. 

Definition of Major Concepts 

 In this section I define terms used frequently in this study according to how I am using 

them in the study – they may or may not conform to other authoritative definitions of terms. If I 

have used another source to define the term, I reference that. 

Mental disorder (MD): the DSM definition (APA, 2013, p.20), or socially constructed ideas 

referenced in the interaction of a patient and health care provider to assess a subset of behavioral 

and emotional problems (BEP), a subset viewed as and sometimes being socially-emotionally or 

physically impairing. 

Behavioral and emotional problems (BEP): a (socially constructed) general, larger category of 

child behaviors or emotions that may or may not be viewed as creating social-emotional 

impairment or deemed “true” mental disorder. 
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Attention-deficit/hyperactivity disorder (ADHD): the DSM diagnosis (APA, 2013, p.32) and 

cluster of BEP related to inattention, distractibility, high energy, and high physical movement. 

Trauma: chronic adverse effects of events or circumstances that are experienced as threatening 

or harmful to one’s well-being (Substance Abuse and Mental Health Services Administration 

[SAMHSA], 2014). 

Adverse childhood experience (ACE): exposure to physical, emotional, or sexual abuse, 

domestic violence, substance abuse, mental illness, or the prison system in the first 18 years of 

life (Felitti et al., 1998). 

Critical realism (CR): the epistemological position wherein reality is established through the 

interaction of human actions and the material dimension (Bhaskar, 1989, p.4). 

Embodied subjectivity: the idea that human experience is formed by the interaction of human 

subjective experience with our physiology and the external world (Cromby, 2004).  

Extra-discursive: outside or independent of discourse (Sims-Schouten, Riley & Willig, 2007). 

Embodiment: the extra-discursive element illustrated by anatomy, physiology, and human 

biologic process (Sims-Schouten et al., 2007). 

Materiality: the extra-discursive element illustrated by non-human physical entities and 

processes such as medications, structures (buildings, classrooms, providers’ offices, 

playgrounds), and access to material resources (Sims-Schouten et al., 2007). 

Institutions: the extra-discursive element illustrated by policy (mental health assessment 

protocol, health insurance coverage), professionalization of interaction, and medical hierarchy 

(Sims-Schouten et al., 2007).  

Discourse analysis: an analytic method wherein data are examined for patterns of talk, 

interaction, relationship, and negotiation of reality (Potter, 2003). 
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ADHD INCIDENCE AND PREVALENCE 

 In children, epidemiologic estimates of the chance of having a MD at some point during 

childhood are one in five (U.S. DHHS, 1999). Diagnoses such as attention-deficit/hyperactivity 

disorder (ADHD), oppositional defiant disorder (ODD), conduct disorder, depression, and 

anxiety are now being made in U.S. children under the age of five (Egger & Angold, 2006). The 

frequency of psychiatric medication treatment (which is sometimes used as a proxy for 

behavioral diagnosis by researchers) is increasing (Egger & Angold, 2006) – in the time period 

1990 to 1995, there was a three-fold increase in such treatment, and increases continued as the 

authors were publishing. Results of a nationally representative sample of two- to five-year-old 

(preschool-age and toddler) children visiting health care offices and hospital clinics in the U.S. 

showed that a) the overall rate of receiving a behavioral diagnosis was 1.56%; b) the rate was 

higher in each of four consecutive time periods set up in the study between 1994 and 2009; and 

c) the study showed an increase of 56% in the rate of receiving a behavioral diagnosis, between 

1994 and 2009 (Chirdkiatgumchai et al., 2013). 

The DSM-5 defines ADHD as follows. 

ADHD is a neurodevelopmental disorder defined by impairing levels of 

inattention, disorganization, and/or hyperactivity-impulsivity. Inattention and 

disorganization entail inability to stay on task, seeming not to listen, and losing 

materials, at levels that are inconsistent with age or developmental level. 

Hyperactivity-impulsivity entails overactivity, fidgeting, inability to stay seated, 

intruding into other people’s activities, and inability to wait—symptoms that are 

excessive for age or developmental level. In childhood, ADHD frequently 

overlaps with disorders that are often considered to be “externalizing disorders,” 
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such as oppositional defiant disorder and conduct disorder. ADHD often persists 

into adulthood, with resultant impairments of social, academic and occupational 

functioning. (American Psychiatric Association [APA], 2013. p.32) 

There are diagnostic requirements that behaviors must have started before age 12, must persist, 

be evident in a variety of contexts, be impairing of function, and not be better explained by 

another concept (like a medical diagnosis or another psychiatric one). Comorbidity is common 

(APA, 2013, p.65) and there is also a long list of disorders from which ADHD must be 

differentially diagnosed including depressive disorder and anxiety disorder (p. 63-5). Heritability 

is considered substantial (and it’s not clear whether the authors are discussing heritability in light 

of new understandings of the transmissibility of epigenetic changes across generations (Rogers, 

2012), a finding that changes the understanding of cause and effect as related to genes, 

environmental factors, and disorder). 

The DSM-5 states that prevalence of ADHD is about 5%, globally (APA, 2013, p. 61). 

Recent estimates from CDC household telephone survey data showed that almost 20% of high 

school-age boys and 10% of high school-age girls in the U.S. have received a diagnosis of 

ADHD in their lifetimes (Schwarz & Cohen, 2013). In comparison, estimates in the 1970s were 

under 6% for all children (CDC, 2013a). Looking at just preschool-age children, Egger and 

Angold’s (2006) review of four community clinic-based studies (with samples ranging from 100 

to 510) done in the 1990s and mid-2000s showed ADHD diagnosis rates of 2 to 3% in their small 

clinic populations of 2- to 5-year-olds. In contrast, a large national sample (N = 43,598) of 2- to 

5-year-old (preschool-age and toddler) children visiting health care offices and hospital clinics in 

the U.S. between 1994 and 2009 had ADHD as the most common MD diagnosis, but at 0.78% 

(not 2-3% as in Egger and Angold [2006]) - but the rate rose through the study time period, and 
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additionally, stimulant medication was most commonly prescribed (Chirdkiatgumchai et al., 

2013). A 2014 CDC report showed that more than 10,000 toddlers (ages two or three years old) 

are being medicated for ADHD (Schwarz, 2014). Another CDC study in 2015 showed that in a 

sample of preschool-age children with ADHD, half of them were on medication for ADHD, and 

only half of the sample were receiving behavioral therapy, which is the recommended treatment 

for preschool ADHD (medication with therapy being a fallback if therapy does not suffice; 

American Academy of Pediatrics [AAP]; Visser et al., 2015). The prevalence estimates vary in 

these studies but they do commonly show an increase of diagnosing and treating ADHD in 

preschool-age children. 

DIAGNOSIS AND TREATMENT STANDARDS  

There were at one time in the last 15 years five different sets of classification schemes for 

describing and addressing ADHD-related behavioral and emotional problems in children under 

age five, including the following: DSM-5, the International Classification of Disease (ICD-10), 

the Diagnostic Classification of Mental Health and Developmental Disorders of Infancy and 

Early Childhood (DC:0-3 and its revision, DC:0-3R), and the Research Diagnostic Criteria – 

Preschool Age (Postert, Averbeck-Holocher, Beyer, Miller, & Furniss, 2009). It appears that 

what remains at this point are the following sets of guidelines for diagnosis, treatment, or both: 

 the American Academy of Pediatrics (AAP) guidelines for diagnosing and treating 

ADHD (2011);  

 the newest version of the DC:0-3, now DC:0-5, by Zero to Three (2017b, diagnostic 

only); 

 the APA’s DSM-5 (2013; diagnostic only);  
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 and diagnostic and treatment guidelines of the American Academy of Child and 

Adolescent Psychiatry ([AACAP]; Pliszka & the AACAP Work Group on Quality 

Issues, 2007).  

The ICD-10 is parallel enough to the DSM system that it tends to be considered in the same 

frame of reference as the DSM-5.  

There is some variation in the diagnosis and treatment guidelines offered by each of these 

organizations. Some of these guidelines are for diagnosis only – the DC:0-5, the DSM-5, and 

the ICD-10. In terms of diagnostic guides, all three guides used to indicate that ADHD could 

not be diagnosed before age three or four (in the time period since I started this study). The 

ICD-10 and DSM-5 continue that directive (Postert et al., 2009). The newest version of the 

DC:0-5 now allows for considering an ADHD diagnosis at any age. The DC:0-5 guide appears 

to have a weaker evidence base process than the DSM-5 (Postert et al., 2009) but is being 

promoted as a parallel or complementary guide alongside the DSM-5 and ICD-10 (Zero To 

Three, 2017a). The AAP and the AACAP offer treatment guidelines as well as guidance in 

diagnosing and case formulation. The AAP offers guidance for diagnosis and treatment for 

children aged four and five consisting of behavior therapy for the caregivers and child, and 

medication if behavior therapy is not successful (AAP, 2011). The AACAP treatment guidelines 

(Pliszka & the AACAP Work Group on Quality Issues, 2007) recommend medication for 

preschoolers (aged three to five), and behavior therapy as an option when medication fails or is 

refused, or as an adjunct to medication. Puzantian and Carlat (2016, pp.8-10) lists four 

medications approved for use in children age three years or older.  

Beauchaine and Hinshaw (2013, p. 392-3) in their recent child psychopathology text 

write that diagnosing ADHD (that is, assessing and describing symptoms and behaviors) in the 
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three- to five-year-old (preschool) age group is done, but questions persist about how accurate 

diagnosis can be, how diagnosis relates to child development, and whether a diagnosis created 

for school-age (six years and older) children can be applied to the preschool-age group (three to 

five years old).  Given that there is now a guide for diagnosing ADHD or similar MD 

classifications in infants (first year of life) and toddlers (age one to three years old), these 

concerns may now extend to the earliest years of life. Sturmey and Hersen (2012) also state in 

their current treatment text that the best evidence base for improving social-emotional 

functioning is behavior modification interventions with children, their families, and primary 

caregivers, although medication seems to be more effective for strictly controlling inattention 

and hyperactivity behaviors.  

It is helpful in considering how diagnosis relates to child development to look at AAP 

guidelines (Hagan, Shaw, & Duncan, 2008, p.28-32) for assessing preschool-age normal 

development. The guidelines describe a three-, four-, and five-year-old child’s normal behaviors 

as follows:  

 Three-year-old: Has self-care skills (eg, feeding, dressing); imaginative play 

becomes more elaborate, enjoys interactive play; converses in 2-3 sentences, 

understandable to others 75% of the time, names a friend; knows name, identifies 

self as girl/boy; builds tower of 6-8 cubes, throws ball overhand, walks up stairs 

alternating feet; copies a circle, draws person with 2 body parts; day toilet trained 

for bowel and bladder. 

 Four-year-old: Describes features of self; listens to stories, engages in fantasy 

play; gives first/last name, knows what to do if cold/tired/hungry, most speech 

clearly understandable; names 4 colors, plays board/card games, draws a person 
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with 3 parts; hops on one foot, balances on one foot for 2 seconds, builds tower of 

8 blocks, copies a cross; brushes own teeth, dresses self. 

 Five-year-old: Balances on one foot, hops, and skips; able to tie a knot. Shows 

school readiness skills: has mature pencil grasp, can draw a person with at least 6 

body parts, prints some letters and numbers, is able to copy squares and triangles, 

has good articulation/language skills, counts to 10, names 4+ colors, follows 

simple directions, listens and attends. 

If a child isn’t meeting these developmental standards, families and nurses must factor in 

everything that might contribute to delayed development, from the normal variations crossing the 

spectrum of human development, to environmental contributions, to mental disorder.  

CONTROVERSY ABOUT MENTAL DISORDER DIAGNOSIS AND TREATMENT  

Discussing child norms and ADHD – their conceptualizations, and ADHD incidence, 

prevalence, and the evidence base and systems for diagnosis and treatment helps to illustrate the 

complexity and controversy involved in addressing BEP in children (especially for APRNs 

making diagnosis and treatment decisions, but also generally for all nurses who influence and 

manage assessment and treatment). It also can illustrate how addressing MD is a task of social 

construction, an interactive, subjective framing of the problem, which then guides how the 

problem is addressed in treatment. The DSM-5 has a great deal of influence (perhaps the most 

influence of any one document) on how ADHD is conceptualized, assessed, diagnosed, and 

treated within our health care system. The DSM-5 authors themselves acknowledge that the work 

of creating the DSM system is shaped by issues of culture – norms and values, specifically 

(APA, 2013, p.14). The authors detail their attempts to make the process inclusive of all 

stakeholders, to integrate new findings, and to reach for consistency, reliability, and validity in 
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shaping the DSM. The preface of the DSM seems intended to represent that the DSM exists 

mainly for the practical purpose of trying to manage the behavioral and emotional problems of a 

population of people, and its limitations for representing the full experience of life and humanity 

are noted.  

There is a great deal of debate among health care professionals (and specifically nurses) 

and in the general public about what MD estimates (and thus ADHD rates, for example) 

constitute (Frances, 2014; Rosenhan, 1973; Schwarz & Cohen, 2013; Whitaker, 2010). Do these 

estimates constitute a disease epidemic or a sociological trend? Is diagnosing MD as a response 

to managing BEP of children resorted to as a matter of ideology (e.g., belief that ADHD is solely 

genetic and biochemical), practicality (e.g., receiving a diagnosis in order to have insurance 

coverage) or convenience (e.g., the difficulty of making large changes in infrastructure)? Is it a 

combination of an increase and a new societal approach? In considering sociological factors, the 

Western medical paradigm and capitalism as cultural, ideological systems greatly inform how 

BEP is conceptualized and addressed within the U.S. mental health care system. Starr describes 

in his seminal work (1982) the rise of medical authority and the transformation of health care 

into a medicine-dominated system and business. These societal changes could mean that 

approaches to assessing and addressing BEP are more supported if (a) they are decided by 

medically-trained people wielding professional sovereignty in the form of legal and credentialed 

rights, and (b) those approaches create a service or product that can be sold. Lay networks of 

people trying to help each other with their BEP and public health systems to promote health and 

prevent BEP may not receive the same collective societal support as the medical service system. 

It becomes difficult to imagine how our society might be otherwise organized to help people 

understand and resolve their BEP. 
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There has been a great deal of discussion among mental health professionals about the 

ways in which each successive version of the DSM has been revised such that it “casts a wider 

net” (Shute & Slee, 2015, p.47), resulting in more people qualifying for diagnoses. Notable 

changes made in the ADHD diagnosis for the DSM-5 version were (a) to allow for diagnosing 

adult or adolescent ADHD for people with onset of symptoms before age 12, rather than before 

age six (as with the previous DSM version), (b) allowing ADHD to be a comorbid diagnosis with 

autism spectrum disorder, and (c) shifting from “subtypes” to “specifiers” to represent that the 

symptom presentation may shift over time (APA, 2000 and 2013; Sood & Sood, 2016). 

Rationales given for the DSM’s expansion include (a) expansion of some diagnostic categories 

based on new evidence; (b) including children in the entire guide to represent a developmental 

approach; (c) including cultural considerations; and (d) offering a dimensional rather than 

categorical approach to diagnosing MD (Halter, Rolin-Kenny, & Dzurec, 2013; Halter, Rolin-

Kenny, & Grund, 2013). Others contend that the DSM has not lived up to its promise of making 

sense of and resolving (or at least managing) BEP (Frances, 2014; Carlat, 2014; Insel, 2013).  

In a 2014 address to the American Academy of Nursing (AAN), authors Mason (the 

AAN president) and Cox named toxic stress in childhood (and specifically discussed use and 

misuse of the ADHD diagnosis in relation to toxic stress) as a priority for the organization to 

address in looking at a broader range of factors affecting population health. Given that the 

nursing profession is the largest segment of the health care workforce (Institute of Medicine 

[IOM], 2010), a mandate such as this has a great deal of influence on how children will be cared 

for within the health care system, if nurses as a work population shift their perspective on this 

topic and consider other explanatory frameworks (and thus other intervention) for BEP related to 

ADHD.   
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Along with this debate and discussion, it is also apparent that many young children are 

not receiving help that they need for behavioral and emotional problems (Brown, Green, Desai, 

Weitzman, & Rosenthal, 2014; Egger & Angold, 2006) – even for suicidality, which, while not 

common at this young age focused on here, is associated with ADHD diagnosis, as well as other 

negative outcomes including serious mental disorders later in life (Quy & Sringaris, 2012, p.4; 

Whalen, Dixon-Gordon, Belden, Barch, & Luby, 2015; Zeanah & Gleason, 2015). Once patients 

do enter into formal assessment and treatment, the success of the ADHD diagnosis and treatment 

systems in addressing the problem is not guaranteed (Charach et al, 2011). While there has been 

agreement that the DSM classification system has been helpful in offering a shared language and 

a launching point for investigation, there is also agreement that ultimately the system has not yet 

resolved problems with how these behavioral and emotional problems are being conceptualized. 

There is system-level effort now to reconsider the whole DSM-centered frame of reference and 

change direction with regard to investigating BEP (Insel, 2013 and 2015).  

With treatment, there is also controversy. While medication is routinely and frequently 

used to treat ADHD in older children (and increasingly in younger children), experts suggest that 

the evidence base for this routine and frequent use may be weak due to methodological and 

ethical issues, i.e., poor study design, poor/unintended treatment outcomes, publication bias, and 

financial conflict of interest (Charach et al., 2011; Cosgrove & Krimsky 2012; Ghuman & 

Ghuman, 2013; and Punja et al., 2016). Further, stimulant medication may increase problems 

with sleeping (which are themselves associated with ADHD [Dueck et al., 2015]) and with 

appetite (Clavenna & Bonati, 2014; Storebø et al., 2015), both of which affect health and long-

term development (AAP, 2015a and b).  
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Receiving a MD diagnosis and treatment may have a profound effect, negative or 

positive, on the meaning and sense of purpose a child’s life has, and on lifespan trajectory. 

Developmental milestones, accomplishments, and failures may be perceived through a filter of 

assessment, diagnosis, and treatment. For some, the process may bring a sense of 

comprehension, control, and comfort in framing and influencing the child’s struggles such that 

parents and children feel their needs are managed; relief of symptoms and regaining functional 

capacity from diagnosis and treatment may be the outcome. For other families, the process may 

be an entirely inadequate response to helping them tackle the complexities of their problems (for 

instance, by only pointing out behavioral deficits). Serious undesired effects of medication 

treatment might occur such as metabolic problems and exacerbation of MD, including suicide, 

the second leading cause of death in 2010 in the U.S. for children age 10 to 24 (Centers for 

Disease Control and Prevention [CDC], 2014). Nurses involve themselves with these processes 

of assessment, diagnosis, and treatment at different levels, depending on their education and 

scope of practice (i.e., whether they are registered nurses, advanced practice nurses, nurse 

practitioners, or other types of nurse).  

BEST PRACTICE APPROACH TO ADHD  

 There is general agreement that BEP should be detected and addressed at as early a point 

in life as possible; that there be agreement across settings (home, day care/school, doctor’s 

office) that those BEP are apparent to all witnesses; that the BEP are persistent; and that they are 

socio-emotionally function-impairing for the preschool-age child. In best practice, a child would 

be screened carefully, in his or her own living situation, and diagnosed only if all criteria for 

diagnosis are met (Beauchaine & Hinshaw, 2013, p. 392-3). Once a diagnosis is made, best 

practice guidelines for treatment encourage intervening not just with the child, but also often 
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with the adults in the child’s life. The child and the adults are guided in how to understand and 

remediate their interactions such that function and well-being are supported for the child and the 

child’s caring adults. Psychoactive medications are not advised except when combined with 

behavioral intervention, when behavioral intervention has failed, or when it has been deemed not 

feasible to carry out behavioral therapy (AAP, 2011).  

In a common scenario where best practice is not observed, one adult (a parent or another 

care provider) in a child’s life reports that there are BEP in the child. Based on BEP described by 

one person in one setting at one point in time, a child is diagnosed without being carefully 

screened. Only medication is prescribed, before or entirely without behavioral therapy 

intervention (although to be fair, this is condoned by AACAP [but not AAP] – a point of 

contention, perhaps). Symptom response to medication is monitored, but functional impairments 

or improvements are not assessed. All of these practices – not adhering to diagnostic criteria and 

process; use of medications not approved for the age group; and evaluation of symptoms from 

one reporter versus a wider consideration of function and well-being across settings – were 

reported in studies of ADHD diagnosis and treatment with preschool-age children (Angold, 

Erkanli, Egger & Costello, 2000; Connor, 2011; Mayes, Bagwell & Erkulwater, 2008; Whitaker, 

2010). The diagnostic and treatment guidelines are in question, but so are the real-world 

applications of the system. The result either way, working with the system or outside of it, is that 

preschool-age children are possibly subjected to a highly variable assessment and treatment 

process that may hinder rather than support mental health promotion and disease prevention.  

To reiterate and move forward, the purpose of this exploratory descriptive study, using an 

approach based on Bhaskar’s and Cromby’s critical realist work, is to investigate how it is that a 

preschool-age child comes to be diagnosed (or not) with ADHD by examining discourse, related 



   
 

17 
 

to behavioral and emotional problems, of nurses in various settings (clinic, school, and 

psychiatric) working with children under age six. The aim is to describe how nurses talk about 

diagnosing and treating BEP in children under age six, using discourse analysis. I intend to meet 

this aim by conducting semi-structured interviews with nurses in school, clinic, and psychiatric 

settings on the topic of ADHD in preschool-age children (ages three to five), in order to conduct 

a critical discourse analysis of how nurses talk about ADHD in preschool-age children. 

SIGNIFICANCE 

This study will be used to discover how nurses (both APRN and non-APRN) talk about 

diagnosis of BEP and treatment decisions, focusing on ADHD, for children aged three to five 

years old. Current National Institute of Mental Health strategic objectives (2013) include 

tracking MD trajectories to determine the optimal context for intervening to prevent or cure MD, 

and incorporating diverse needs and circumstances of people with MD. This study addresses 

these objectives by contributing to the knowledge base and informing future studies in this area 

of inquiry about how a group of nurses describe intervening early in life and tailoring activities 

to promote health and prevent or cure BEP. This body of knowledge can be used to inform best 

practice for improving the ability of the health care system to effectively address mental health in 

children under age 6. 

 The proposed study is significant because it will show (a) how nurses working currently 

with young children talk about ADHD in preschool-age children – what they describe, 

emphasize, or neglect in relating their experience of ADHD in preschool-age children; (b) 

speaking patterns and material, physical dimensions in nurses’ language that portend taking a 

particular approach to ADHD; and (c) nurses’ language as it relates to considering prevention of 

ADHD or to health promotion (i.e., creating environments most conducive to enabling people to 
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care for themselves and maintain health). These elements and discourse patterns can help us 

understand what is and is not considered within diagnosis and treatment activities, and why 

nurses seem to make the practice choices they make.  

Describing How Nurses Talk About ADHD in Preschoolers 

 If it is accepted (as premised in this study) that ADHD is a particular social construction 

of a BEP that may have both physiological and environmental components, then how nurses talk 

about ADHD in preschool-age children has a weight that is important to address. There is not a 

study like this in the existing literature. Looking at nurses’ language about ADHD, preschool-age 

children, and diagnosis and treatment may help to show how it comes to happen that these young 

children end up receiving either inadequate screening attention and only medication (less than 

ideal intervention, although at times necessary), or thorough screening and context-level, age-

appropriate intervention.  

Discursive and extra-discursive elements of different approaches to ADHD 

In this study I will look for two elements of nurses’ talk composing the phenomenon of 

ADHD – discursive elements, or patterns of talk (vocabulary, grammar, textual structures, 

context, ideologies, social interactions), and extra-discursive elements, or repeated mention of 

factors in our physical bodies, our material existence, and our institutional structures. Both types 

of elements together will be discussed as a research participant’s “explanatory model” (Kleinman 

& Benson, 2006) of ADHD in a preschool-age child. More specifically, I will look for discursive 

and extra-discursive patterns that will illustrate how children wind up in the situation of 

undergoing inadequate screening, receiving a diagnosis while not formally meeting diagnostic 

criteria, and receiving medication without first or also receiving behavioral therapy. I will also 

look for patterns demonstrating how children can wind up in the situation of undergoing careful 
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screening, receiving an accurate diagnosis if diagnosis is considered necessary, and receiving 

comprehensive, contextualized, age-appropriate intervention. 

Considering Prevention of ADHD 

Whether there are (a) actual increases in rates of BEP in the U.S. (Mojtabai, 2011) or (b) 

an increasing acknowledgment of BEP in the U.S. (Baumeister, Hawkins, Lee Pow & Cohen, 

2012), or (c) over-diagnosis of MD, behavioral and emotional problems have a great impact on 

life expectancy and quality (Parks, Svendsen, Singer & Foti, 2006; Wahlbeck, Westman, 

Nordentoft, Gissler & Laursen, 2011). The impact is partly through suicide and injury but also 

from impacting other personal health behaviors, and from consequent, disproportionate exposure 

to poor environmental conditions (poverty, trauma, and homelessness, for instance). BEP are 

related to overall health and other illnesses (World Federation for Mental Health [WFMH], 

2010), and they impact productivity and efficient use of resources (CDC, 2011).  

Attempts to understand the origins of MD or BEP lead researchers to examine conditions 

of conception, pregnancy and early childhood during which circumstances necessary and 

sufficient for BEP to occur may be met, in those periods or later in life (Beauchaine & Hinshaw, 

2013, p.3). Research on developmental psychopathology, adverse childhood experiences 

(ACEs), allostatic load, and epigenetics have all made contributions to understanding the origins 

of BEP (Beauchaine & Hinshaw, 2013, p.6). Findings from these different areas show that an 

interplay of biological and environmental factors may underlie early and later-life BEP (National 

Advisory Mental Health Council’s Workgroup, 2010). In the proposed study I will demonstrate 

how origins of BEP are talked about by nurses and how these etiological ideas direct 

interventions, in order to understand how to integrate new knowledge for preventing and treating 
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BEP, in early life and throughout the lifespan. I will also show how current systems of care can 

facilitate or block the integration of new knowledge and innovative approaches.  

There is some background literature indicating how non-specialized health care providers 

(especially relevant to advanced practice nurses who have prescriptive authority) vary in 

diagnosing and treating BEP (Anderson, Chen, Perrin, & Van Cleave, 2015). Dominant practices 

of diagnosing BEP were not based on describing etiological pathways in order to prevent and 

address them. Rather, practices of diagnosing BEP were guided primarily by categorical 

descriptions of symptoms (the DSM-5 moved to a dimensional approach). Treatment of BEP is 

often guided by a practice and policy of health care primarily focused on using pharmaceutical 

means to control symptoms (WFMH, 2010). There is also growing concern that not all drug 

study results are available (especially studies showing no or negative effects on patients), thus 

skewing the pooled results that are available and creating a false picture of the actual efficacy or 

non-efficacy of different medications (Bourgeois, Murthy, & Mandl, 2010; Roest et al., 2015; 

Zarin, Tse, Williams, Califf, & Ide, 2011). The symptom-driven approach to addressing ADHD, 

a potential lack of reliability of the pool of drug study results, and the relative weakness of the 

evidence base for using drugs safely and effectively in young children led to my creating a study 

that will focus on talk of origins and prevention of BEP in preschool-age children. 

THEORETICAL FRAMEWORK 

Epistemology  

The epistemological framework for this study is critical realism (CR). As guided by 

Bhaskar (2008), critical realism is a philosophical perspective where reality is seen as constituted 

socially by the talk of health care providers and patients, but in situations where material 

circumstances cannot be ignored as a factor shaping those social interactions. The reality of MD 
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in its essence and boundaries is in language and social interactions interweaving with our bodies, 

our material resources, and physical environments. Critical realism thus is well-suited for a study 

of how BEP are perceived and addressed by providers and the health care system. 

This study is also informed theoretically by the works and collective thoughts of John 

Cromby (with Nightingale, 2002) and the Midlands Psychology Group (2012). The Midlands 

Group, composed of Cromby (a psychologist) and a variety of psychologists, propose an 

approach to BEP they call social materialist psychology, which propounds to say that what we 

currently think of broadly as mental disorders inside of individuals is actually collective distress 

experienced widely as a result of poor social and material conditions. They espouse an ethic that 

eschews individual blame and misplaced effort and focuses on challenging the social conditions 

producing distress in people undergoing adverse experiences. Similarly to critical realism, 

Cromby (2004) poses the idea of embodied subjectivity, wherein human subjective experience 

integrates with our physical bodies to produce a reality unique to each person and his or her 

experience, a process that happens for all human beings and is thus also a shared reality. The 

idea of embodied subjectivity is the basis for understanding the origins and prevention of BEP 

and MD.  

Within nursing, Hildegard Peplau’s (1952 and 1988) and Helen Erickson’s (Erickson, 

Tomlin & Swain, 1983) theories closely align with both CR and social materialist psychology 

(see Table 1). Peplau’s theory of interpersonal relations was widely adopted in psychiatric 

nursing, and it emphasizes a shared experience between the nurse and the patient (Forchuk, 

1993). Social materialist psychologists emphasize the idea of mental disorder as something 

evoked necessarily within a social context, which is a shared experience. Peplau also 

foreshadowed the concepts of CR and of greater understandings of the interplay of nature and 
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nurture in establishing mental disorder. Within CR, reality is constructed in the interaction of two 

humans – a shared experience. Embodied subjectivity expands on Peplau’s idea of shared 

experience (1995) by positing mechanisms for how subjective experience manifests in the body. 

Helen Erickson describes nursing as “a process between the nurse and client and requires 

an interpersonal and interactive nurse-client relationship” (Erickson, Tomlin, & Swain, 1983, 

p.43-4). Critical realism, social materialist psychology, and embodied subjectivity all emphasize 

these aspects of reality – process, the interpersonal, the interactive, and relationship. Erickson’s 

emphasis on nursing practice supporting the interaction of the biophysical, psychological, 

cognitive, and social subsystems of the whole person (p. 46) supports Bhaskar’s critical realist 

reality as socially constructed, The Midlands Group’s social materialist psychology contention 

that illness arises relationally in response to social conditions, and Cromby’s embodied 

subjectivity theory that subjective experience comes into and changes and influences the body. 

The complementarity of the epistemology and theoretical frameworks used here with existing 

nursing theory of Peplau and Erickson demonstrates the appropriateness of this study within 

nursing phenomena of concern. 

Table 1. Study Epistemology and Theoretical Concepts Parallel to Nursing Theoretical Concepts 

Outside of Nursing ↓ Helen Erickson 

Nursing as a process between 

the nurse and client and 

requires an interpersonal and 

interactive nurse-client 

relationship 

Hildegard Peplau 

Theory of interpersonal 

relations emphasizes a shared 

experience between the nurse 

and the patient  
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Midlands Group’s social 

materialist psychology 

Illness arises relationally in 

response to context  

Mental disorder arising out of 

social context (i.e., a shared 

experience) 

 

Bhaskar’s critical realism 

 

Reality is socially constructed  Shared experience 

Cromby’s embodied 

subjectivity 

Subjective experience comes 

into and changes and 

influences the body  

Human subjective experience 

integrates with physical 

bodies to produce reality 
 

Methodology  

The methodology I employ for the study is discourse analysis, i.e. using methods 

purposed for close examination of language for what they show about values, beliefs and belief 

systems, and attitudes. Having begun this degree program as a non-nurse with a background in 

cultural anthropology and public health, entering the nursing world as an advanced degree-

seeker, I am building this study in part on a unique experience of participant observation in a 

nursing school, an immersion experience closely paralleling an ethnographic approach. That is to 

say, I felt like both a member of and an outsider to nursing. This early orientation can be a useful 

opportunity for this kind of study. However, an ethnographic approach is a very involved step 

which may be too much to do at this early exploratory stage of study - thus a discourse analysis 

methodology will be used, which has some overlaps with ethnography but can be simpler to 

employ (Fairclough, 2015; Potter & Wetherell, 1987), while still providing insight into a 

relatively unexplored topic (that being how nurses talk about ADHD in preschool-age children). 

By interviewing nurses for their explanatory models of BEP in children under age six, discursive 

and extra-discursive aspects of explanatory models within the health care system can be 
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considered. This study will provide a better understanding of how nurses talk of perceiving and 

addressing BEP and health care in order to protect and improve short- and long-term health 

status of children under age six.  

Method  

Critical discourse analysis (CDA) is the analytic method employed for this study. As 

informed by Fairclough (2015), by Potter and Wetherell (1987), and by Sims-Schouten, Riley, 

and Willig (2007) using DA within a critical realist epistemology, I will take the data collected 

and systematically examine them for evidence of both discursive elements, or patterns of talk 

and communicative interaction, as well as for extra-discursive elements, or mention of physical, 

material circumstances influencing and interacting with discursive elements, and ultimately 

together forming an explanatory model of ADHD in preschoolers. More specifically, the 

discursive elements that will be examined include text, interaction, and social context 

(Fairclough, 2015).  

Sensitizing frameworks  

Extra-discursive elements in interview text will be examined as they fit the categories of 

embodiment, materiality, and institutions (Sims-Schouten, Riley, & Willig, 2007). Embodiment 

elements are things like physiological processes and anatomy. Materiality has to do with non-

human, physical, tangible elements such as medications, classrooms, playgrounds, and doctors’ 

offices. Examples of institution elements are things like school district policies regarding 

assessing BEP in students, or health insurance policy regarding coverage for addressing BEP. 

Discursive and extra-discursive patterns will be synthesized and discussed for insights they offer 

into approaching the nursing care of BEP in preschool-age children.  
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Kleinman’s explanatory models approach will also be used as a sensitizing interview 

framework (Kleinman & Benson, 2006). Kleinman’s approach is a technique to elicit a patient’s 

understanding of a health problem in order to resolve a health problem successfully. Questions 

posed in this approach include the following: What do you think has caused this problem? What 

is this problem’s course and severity? What does this problem do inside the body? How does this 

problem affect a person? The answers are crucial to helping the provider resolve the health 

problem successfully with the patient. The proposed study is innovative in that, rather than using 

the approach to examine patients’ ideas about their problems, the approach is directed towards 

nurses as representative actors in a health care system that is itself going through change as it 

seeks to improve on efforts to understand BEP.  

The proposed study will take up Kleinman’s suggestion that the explanatory models of 

health care providers are themselves of interest as cultural artifacts that influence how we 

perceive and deal with health care problems. In the proposed study I will look for nurses who are 

in an ideal position to have an overview of current health care practices and their utility – for 

example, nurses working in pediatric practices. I also approach those nurses as peers in 

negotiating meaning about BEP (whether they are APRNs or nurses, they all influence meaning 

and so do I). This approach is useful at this point in time because of shifts in understanding BEP, 

so that we in health care find ways of understanding, communicating about, and addressing the 

problem more effectively. Our explanatory models are useful data for considering how meaning 

is constructed about BEP in provider discourse (discursive elements). These models are useful as 

well for questioning how current system constraints and facilitators (extra-discursive elements) 

influence overall societal perceptions and beliefs about explaining and addressing the overall 

topic of interest of BEP.  
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RELEVANCE TO NURSING 

Improving health of preschoolers  

 Increased attention to the mental health of very young children is related to preventing 

and addressing BEP before they become chronic, lifelong impairments, or become life-

threatening. Nurses are deeply involved in helping parents, children, teachers, and other caring 

adults understand and address their behavioral and emotional problems. 

Improving nursing care of preschoolers  

 Study findings will be used for examining and continuing to improve on practices in 

nursing care of addressing BEP in preschool-age children. Nurses and APRNs are heavily 

involved in and have a great deal of insight contributing to how MD diagnosis and treatment 

with young children impacts them and their caring adults.  

Improving health care  

 Study findings will be used to produce insights contributing to improving health care 

overall. Understanding BEP in early life has implications for the entire lifespan and for arranging 

health care so as to optimally promote greater lifespans and well-being. Nurses are present 

throughout the lifespan, from birth to death, and again have great insight to offer about how well 

health care systems work to promote health long life and prevent or alleviate suffering. 

ASSUMPTIONS UNDERLYING THIS STUDY 

 MD diagnosis and treatment are discursive practices going on between and among care 

providers and their patients. 

 Discursive analysis will surface useful information about improving the health of 

preschool-age children, nursing care of same, and overall health care for same. 

 Nurses have explanatory models of BEP in preschool-age children in their minds.   
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To support this dissertation’s rigor, I will provide a brief statement here about my own 

position – experiences, attitudes, values, and beliefs relative to this study. This section is not a 

place where I am making any claims that my personal beliefs, values, attitudes, and experiences 

are “reality” or “the truth”, thus I do not cite an evidence base in this part of the chapter. This is 

essentially a sample of my reflexive memo-ing conducted as part of doing qualitative research 

(and I was directed to do this, unless I am misunderstanding the direction). I write and share 

them here in order to give readers a sense of where I am in my own biases and perspective, so 

that they are clear and readers can weigh how much they are informing my study.  

My Own Position 

For what it’s worth, I have had personal experiences with mental health struggles, and 

have peers, friends, family, and patients whom I have supported in their struggles. I have had 

patient experiences (either my own or in accompanying other people) with psychiatrists, 

psychologists, therapists, and alternative healers. I have a lay network of peer counselors whom I 

have supported and who have supported me during difficult moments of my life, for the last 20-

plus years. I am not in any way, shape, or form inexperienced about or unaware of what it feels 

like to suffer, and to watch loved ones suffer. My attitudes, values, and beliefs are hard won.  

As a result of life, educational, and work experiences I have come to see emotional and 

behavioral issues in children and adults as highly subject to the activity of meaning-making 

between individuals and situated within societal structures and institutions. I have experienced 

and witnessed what I perceived to be at times beneficial and other times harmful interactions 

within both formal health care settings and informal lay helping networks. I think mental health 

promotion training is both under- and over-developed. Many aspects of psychiatric care seem 

“off” and without a concrete evidence base in spite of psychiatry’s status at the top of a hierarchy 
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of mental health knowledge, and I think as a society our general understanding of ourselves and 

others is still feeble. We are uncertain as to what is happening when we see behavioral and 

emotional struggles in ourselves and other people, and our attempts to comprehend and to “treat” 

are filled with trial and error. Having said that, I also think there is some evidence building that 

our mental health is closely tied to our physical health and to our life experiences and how our 

bodies adaptively and flexibly respond to those experiences in the short- and long-term; and that 

there are many different ways of accomplishing recovery from mental illness that require a 

sharing of meaning among patients and helpers.   

I do not fault any person or family who decide to use psychiatric medication to relieve 

their suffering. What I find fault in is a mental health care system in which, often if not always, 

the easiest, most convenient ways of intervening, by design, are psychiatric and pharmaceutical; 

we made these choices at a societal level. That is, in an alternate universe what might have been 

set up instead (for instance) were classrooms and staff systems designed to incorporate behavior 

therapy for children with ADHD on site at school (but that’s an alternate universe).  

I consciously and expressly solicited dissertation committee members with whom I knew 

I had philosophical disagreements, in order to strengthen the rigor of this study in the process of 

negotiating its completion; however, I also did so in order to be able to clarify and define my 

own positions as I move forward, as a moment of reflexivity, of noting my own prior knowledge 

and value system in order to understand when it was interfering with my analytic activities. By 

doing this, I created a structure wherein my view was influenced to be more reasonably balanced 

in advising and thus in the dissertation than it might otherwise have been, with respect to the 

input of committee members who have philosophical and professional perspectives and biases 

that differ from mine. The strength of this paper, in contrast to many quantitative research 
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efforts, is that my biases are clearly laid out, in advance, and the reader does not have to guess at 

where they might lie. 

This is the end of my personal reflexive sample. 

Having completed this step of stating my own position and perspectives, I describe how I 

work to mitigate my biases in chapters three and four. Usually the first step is acknowledging 

and articulating them, as I have done here.  

LIMITATIONS 

The study findings will be the proffered thoughts of a group of nurses in central Texas. 

My own biases, that early childhood experiences are related to later-in-life behavioral and 

emotional problems, and that there is room for improvement in addressing BEP in preschool-age 

children, will shape the research study and findings. Using purposeful sampling means that there 

may be bias in who is invited to participate and who agrees to participate; their thoughts may be 

different from those of people who do not participate in a study like this. Having described these 

limitations of qualitative studies, it is nevertheless informative to explore what a group of central 

Texas nurses say about ADHD in preschool-age children. I have taken pains in the research 

study design to clarify the effects of personal biases and the biases inherent in purposeful 

sampling.  

SUMMARY 

 In this chapter I described the problem – controversy regarding identification of ADHD 

in children of ages three to five years old (preschool-age children). The chapter has a research 

question – how do nurses talk about ADHD in preschool-age children? The study’s significance 

lies in its usefulness for guiding the health promotion of very young children. I have outlined the 

study design (qualitative), theoretical framework (critical realism, materialist social psychology, 
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nursing as shared interactive experience), and methodology and method (discourse analysis and 

critical discourse analysis). I defined some crucial terms, explored implications for nursing, and 

surfaced some assumptions (discourse analysis as an appropriate approach) and limitations 

(sampling, author bias). In Chapter Two, I will explore the extant research literature to describe 

what is known and discussed about mental health nursing care, ADHD, and preschool-age 

children. In Chapter Three, I will break down the theoretical framework and methodology more 

specifically, and discuss sampling and data collection. In Chapter Four, I will describe study 

findings, and in Chapter Five, I will discuss the findings and their implications for nursing care 

of preschool-age children with ADHD or related BEP. 
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Chapter 2: Literature Review 

INTRODUCTION 

 Children aged three to five years old (preschool age) are being diagnosed with attention-

deficit/hyperactivity disorder (ADHD) with increasing frequency (Pastor & Reuben, 2008). 

There is a lack of agreement about how best to characterize and address these behavioral and 

emotional problems (BEP) in children and their families (Hartanto, Krafft, Iosif, & Schweitzer, 

2015; Smith, 2011; Thomas, Sanders, Doust, Beller, & Glasziou, 2015). A 2014 national survey 

found that one-third of the sample (N = 2,976) was diagnosed with ADHD before age 6 (Visser, 

Zablotsky, Holbrook, Danielson, & Bitsko, September 2015). Another study found that, despite 

the best practice directive that preschool-age children with ADHD receive behavioral therapy 

first or with medication rather than medication only, preschool-age children were not being 

treated according to best practice guidelines (Visser et al., 2015). Indeed, one-quarter of the 

sample surveyed were receiving only stimulant medication (which could reflect not an absence 

of effort to provide behavioral therapy, but rather possibly failure of behavioral therapy, lack of 

availability of behavioral therapy, or other factors not related to any purposeful withholding of 

treatment on the part of any care provider). 

Nurses are heavily involved in health promotion of preschool-age children (and thus 

presumably involved in the care of preschool-age children diagnosed with ADHD, if not directly 

diagnosing ADHD, in the case of advanced practice nurses). Therefore, examining how nurses 

discuss approaching the care of these children can offer insight into how language and power 

dynamics affect and are affected by nurses as they go about the work of promoting the health of 

preschool-age children diagnosed with ADHD. Examining discourse, or how nurses talk, about 

ADHD in preschool-age children, was the specific goal of this study, in order to understand more 
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about how nurses characterized describing and addressing it. In this chapter I reviewed the 

research literature for what is already known about the discourse of nursing of preschool-age 

children with ADHD, as well as for how the research has been approached theoretically and 

methodologically, for who has been doing the research, and for the historical paths the research 

has taken. 

The term “discourse” represents a broad variety of different kinds of data, or “text”. Most 

literally and immediately, discourse is written text – books, articles, pamphlets. Discourse is all 

written material. Within the scholarly arena of discourse analysis, discourse has expanded 

meaning: it may also be transcripts of conversation, of both audio and video material. This 

dissertation, for instance, will focus on audio transcripts of conversational interviews with 

nurses. Further expansion of the term discourse has led to inclusion of not just the spoken or 

written word but also of other aspects of peopled interactions. Discourse may include dynamics 

related to power, to possessing knowledge, to having and managing identity (Jaworski & 

Coupland, 2006, p.11). This dissertation also considered aspects of discursive power dynamics 

and established modes of knowledge, or ideologies (Jaworski & Coupland, 2006, p.27). Nurses 

were prompted during study interviews to discuss their nursing identities, roles (especially as 

they relate to defining professional boundaries), and their actual-versus-ideal nursing activities, 

as they relate to ADHD in preschool-age children. With respect to power dynamics and 

ideologies, nurses were also asked to relate their ideas about children and mental health – what 

does it mean to be a child, and what are their expectations of children, for instance.  

The scholarly development of discourse analysis (DA) began with the relatively simple 

examination of written text. DA contemporarily and routinely now includes these expanded 

definitions of discourse involving not just language but interactional positionality, power 
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dynamics, and historical context (Scheurich & McKenzie, 2008, p.329). Thus, in this literature 

review I considered not just research conducted using data in the form of transcripts of 

conversation, but also using data in the form of the already-known and –conceptualized 

discursive ideologies about identity, professional roles, power relations, larger societal structures, 

and historical contexts, especially as these informed the study of nurse discourse related to 

ADHD in preschool-age children. 

Focusing on the relevant literature  

Because there were several hundred articles about preschool-age children with ADHD, I 

narrowed the literature review search to finding those articles most relevant to this study. In this 

chapter I described and analyzed the literature available specifically on (1) nursing discourse and 

nursing-focused research, (2) regarding ADHD, (3) in preschool-age children (three to five years 

old). The preschool age range is set for several reasons. First, the rate of diagnosing ADHD in 

this age range of children was increasing (Pastor & Reuben, 2008), and that increase was 

controversial and is being questioned widely (Hartanto, Krafft, Iosif, & Schweitzer, 2015; Smith, 

2011; Thomas, Sanders, Doust, Beller, & Glasziou, 2015; Visser et al., 2015). Second, at the 

commencement of this study (but not at its end, and this literature review was conducted at the 

study beginning), ADHD and its related behaviors were widely considered not to be plausible 

diagnoses for children younger than three years old – thus the floor of age three (Smith, 2011). 

Third, the diagnosis in children was designed originally for school-age children (age six and up), 

not for preschool-age children (Beauchaine & Hinshaw, 2013; Smith, 2011), so part of the 

purpose of this study is to ask nurses about what it is like to work with a school-age diagnosis to 

address the behavioral and emotional problems of preschool-age children. Finally, the most 

commonly used treatment for ADHD – prescription of stimulant or other medication – is not the 
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first recommended intervention for children this young, on its own (the recommended 

intervention is behavior therapy, and then behavior therapy with medication). Yet medication 

only is the most common treatment observed for this group of children, with unknown long-term 

effect (Visser et al., 2015). This finding led to the question, what is it in or about our systems that 

leads advanced practice nurses and other health care providers who diagnose away from using 

non-pharmaceutical therapies? For nurses who don’t diagnose but who participate in managing 

assessment and treatment of children with BEP, what constrains them from speaking up about 

systemic constraints and facilitators in relation to helping patients in other ways? The stakes for 

children in this age group are high if they get diagnosed with ADHD, and that is therefore 

another reason to carefully consider what is happening with respect to the nursing care of this 

group of children. 

With regard to the focus of this study on ADHD in this specific population, ADHD is the 

most common mental disorder diagnosis in this age group (Centers for Disease Control and 

Prevention, 2013b). In a comprehensive neurobiological overview, Curatolo and colleagues 

(2010) note, “Attention-Deficit/Hyperactivity Disorder is not a single pathophysiological entity 

and appears to have a complex etiology. There are multiple genetic and environmental risk 

factors with small individual effect that act in concert to create a spectrum of neurobiological 

liability” (p.1). Generally, nurses and diagnosticians (which may include advanced practice 

nurses) observe or hear reports of hyperactivity, inattention, impulsivity, or all three, in a child - 

ideally across multiple settings, affirmed consistently by multiple stakeholders, and occurring 

over a sustained period of time. Recent Diagnostic and Statistical Manual of Mental Disorders 

(DSM-5) revisions have loosened the diagnostic criteria even more as they attempt to incorporate 

(a) an evidence base indicating the need for diagnostic expansion (to allow for the diagnosis of 
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ADHD in adolescents or adults with age of onset before 12 years old rather than six years old, 

and to allow for comorbid ADHD with autism; APA, 2000 and 2013; Sood & Sood, 2016), (b) a 

developmental aspect acknowledging the mental health struggles of children, and (c) a 

dimensional rather than categorical approach (Halter, Rolin-Kenny, & Dzurec, 2013). These 

changes are expected to lead to greater numbers of diagnoses and to what some say will be over-

diagnosis (Batstra & Frances, 2012).  

Curatolo, D’Agati, and Moavero (2010) review the wide variety of strong associations 

replicated by many considered to be at play in ADHD – genes, smoking or alcohol use in 

pregnancy, pregnancy and birth complications, low birth weight, malnutrition, iron deficiency, 

early social deprivation, and gene-environment interactions. When behaviors can be attributed to 

other conditions – known genetic syndromes, lead toxicity, chronic illness, or trauma, for 

instance, all of which can encompass ADHD behaviors – an ADHD diagnosis will not be used. 

ADHD appears to operate as a clinical diagnosis of exclusion when no other attribution can be 

made. Thus, the diagnosis is strictly descriptive, highly subjective, not etiologically based, and 

could divert attention from other possible problems going on for a child if any information is 

missing for or neglected by the diagnostician. A diagnosis of ADHD for a preschool-age child 

might be helpful, but it might also unintentionally obscure other problems that then go 

undiagnosed and untreated. Sometimes a diagnostician is a nurse or is weighing nursing staff 

observations and input; it is thus crucial that nurses have a sense of the broad etiological 

possibilities involved in assessing child BEP. 

Once diagnosed, a child and family face a highly varied range of treatment options, the 

most common being use of medication, despite best practice guidelines to first try behavioral 

interventions (such as Incredible Years; Webster-Stratton, Reid, & Beauchaine, 2013) with 
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preschool-age children and families before adding in medication. Behavioral interventions can be 

more challenging and less accessible than medication [Koerting et al., 2013; Smith et al., 2014], 

thus predisposing parents to resort to medications more readily. The long-term effects of ADHD 

medication for preschool-age children are mostly unknown (CDC, 2017; Punja et al., 2016). 

Preschool-age children also respond differently and seem to have more adverse events using 

medications than older children (Charach et al. 2011; Ghuman & Ghuman, 2013). These factors 

combined (descriptive diagnosis and use of a treatment with a weak evidence base) mean that 

preschool-age children with this set of BEP may be in a position of being misunderstood, 

misdiagnosed, and mistreated. Nurses may be the health care providers with whom patients have 

the most contact (since they are the most numerous group in the health care workforce). 

Therefore, nurses become powerful determinants of how a child will be perceived, characterized, 

assessed, diagnosed, and treated. Because nurses are in this position, it is important to have an 

understanding of how nurses speak about ADHD in preschool-age children. Thus, this review’s 

focus is on nursing as related to ADHD in preschool-age children.  

LITERATURE SEARCH 

 The next section describes three phases of the literature search for this review: (a) 

database searching in PubMed, PsycINFO, and PsycARTICLES; (b) scanning of nursing 

journals online for quantitative and qualitative research on nursing of preschool-age children 

with ADHD (done in part because I unintentionally omitted searching CINAHL); and (c) a 

search for discourse research related to ADHD, child mental health nursing, or adult mental 

health nursing. There were no date range limitations specified for any of the searching that 

follows. I searched PubMed, PsycINFO, and PsycARTICLES using (for PubMed) Medical 

Subject Heading (MeSH) main headings and qualifier terms or (for PsycINFO and 
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PsycARTICLES) Major Concepts (combinations of “mental, ADHD, attention deficit disorder, 

attention deficit disorder with hyperactivity, hyperactivity, impulsivity, inattention, 

distractibility, hyperkinesis, externalizing, psychopathology, child mental disorder”) to scan the 

literature for articles on addressing BEP in young children. I then searched PubMed, PsycINFO, 

and PsycARTICLES using (for PubMed) Medical Subject Heading (MeSH) main headings and 

qualifier terms or (for PsycINFO and PsycARTICLES) Major Concepts, combining each 

ADHD-related term mentioned above with one or more of the following terms: “culture, nursing, 

child, child behavior, child development, [child, preschool], medicalization, social control, 

behavior control, health communication, socialization, spatial behavior, social environment, 

medical anthropology, medical sociology, nurse’s practice patterns, nurse-patient relations, 

discourse, and qualitative research”; these terms were chosen during a browse through the MeSH 

terms at PubMed. I used a PubMed filter to gather articles in English, and about humans, and on 

populations age two to five years old, and Psyc- database limiters to gather articles only on 

humans and populations two to five years old; also the MeSH and Major Concept terms were 

exploded. This resulted in a pool of just under 1,500 unduplicated articles.  

A hand search was made of all titles, then abstracts, and then articles from the database 

search to retain the ones about nursing/health professional discourse and research related to 

preschool-age children (or children generally), as they made reference to questioning the 

existence, quality, measurement quality, or diagnostic quality of ADHD-related BEP or other 

BEP. All articles were searched from reference lists of articles retained from the primary search 

(the ancestry approach, per Polit and Beck, 2008, p.109), and also from checking PubMed to see 

who currently cites the early articles (the descendancy approach [Polit & Beck, 2008, p.110]), as 



   
 

38 
 

well as being searched from scientific research news websites such as Medscape and Public 

Library of Science (PLoS), and from federal websites (i.e., CDC and NIMH). 

I did not search CINAHL because searching the other databases provided comprehensive 

coverage of the topic, including nursing journal articles; however, in the interests of fully 

contextualizing this study within the body of literature related to nursing, child mental health 

nursing, and specifically ADHD, I also scanned 48 specific nursing journals – journals that might 

conceivably publish research related to child mental health nursing. A handful of journal 

websites did not offer a means of searching their archives – thus although they might have had 

relevant literature, they could not be searched. Of the remaining, approximately 40 journal 

websites, searches were conducted of any keyword text using the terms “preschool,” “attention 

deficit,” “hyperactivity,” or sometimes “behavior” or “mental health”. In scanning search results, 

I retrieved any citations that indicated a specific focus of ADHD in preschoolers.  

Following are the inclusion/exclusion criteria that were finalized to capture this review’s 

pool of articles: 

Criteria for inclusion in this review: 

 Published in English. 

 Human subjects only.  

 If the search showed articles that met three out of the next four criteria (the last four main 

bullets below), they were included if their findings seemed relevant to this study’s foci 

(so this could mean accepting the following in addition to any that met all four criteria):  

o quantitative research on nursing preschool-age children with ADHD;  

o qualitative research on nursing ADHD at any child age (0-18 years);  

o qualitative research on mental health nursing of preschool-age children;  
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o qualitative research on ADHD in preschool-age children (outside of nursing) 

 Qualitative research. 

 Focused on nursing – either on nurses as study focus, or (co-)authored by nurses, or 

published in nursing journals.  

 Focused on ADHD. 

 Focused on preschool-age children, three to five years old (if the focus group was two-to-

five years old, or three-to-six years old, those were included). 

As a final step, if discourse analysis research was found that missed two rather than just one of 

these last four criteria, I retained those studies as well if they were relevant to this study’s focus 

on child mental health nursing. Using these criteria, 83 articles were retained for review. 

I excluded from this review articles addressing nurse discourse on topics other than 

mental health care. Examples of bodies of articles omitted here were those examining discourse 

in forensic psychiatric nursing, non-mental health-related nursing, and the discussion of nursing 

as an academic discipline. They were excluded in the interests of focusing closely on the topic at 

hand, and because they did not add useful context to the study conducted here.  

Data Evaluation and Analysis 

My evaluation and analysis of all articles collected were guided by Cooper (1998), Polit 

and Beck (2008), and by Cohen and Crabtree (2008).  I used a methods-description approach per 

Cooper (1998, p. 86). I systematically collected the following pieces of information from all 

articles: the authors, publication dates, and publishing journals; details of design, methodology, 

and method (recommended in Polit & Beck, 2008, p. 128); threats to validity or credibility; and 

findings. Per Polit and Beck, (2008, p. 132), I also conducted a thematic synthesis of the body of 
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literature. Polit and Beck provide guidance on synthesizing study findings, and theoretical, 

methodologic, historical, and researcher patterns, as follows: 

 Findings (“substantive themes”) – describe the pattern, quantity, consistency, 

persuasiveness of evidence; power of observed effects; gaps in evidence. 

 Theoretical themes – describe theories and frameworks used (or absence of 

theory); congruence of theoretical underpinnings; how findings vary in relation to 

theory. 

 Methodologic themes – describe designs and methods used/not used to address 

question; deficiencies and strengths; features of more rigorous studies; variation 

in findings related to approaches. 

 Historical themes – describe trends over time in findings, theory, and 

methodology; whether evidence is improving; when most research was 

conducted. 

 Researcher themes – describe disciplines, specialty areas, nationalities, 

prominence, and other features of the researchers reviewed; whether research has 

been conducted within a systematic program of research. 

I used evaluative criteria according to Polit and Beck (2008) and for qualitative research 

created by Cohen and Crabtree (2008) to examine each qualitative article. Their criteria are as 

follows (p.331): 

 Is the research being carried out ethically?  

 Is the research important?  

 Is the research clearly and coherently reported in its question, context, design, and 

methodological rationale?  
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 Does the researcher use appropriate, rigorous methods?  

 Is the researcher attending to bias?  

 Is the researcher establishing validity (or credibility) within an interpretivist 

paradigm?  

 And is the research reliable or dependable within an interpretivist paradigm? 

Using these synthesis guidelines and evaluative criteria, I discuss results of this review in the rest 

of this chapter.  

RESULTS OF THE REVIEW – FINDINGS, THEORIES, METHODOLOGIES, HISTORY, AND 

RESEARCHERS 

Review of this body of literature (83 articles in total) is organized as follows: quantitative 

(15 articles) and qualitative research (68 articles). The quantitative research is focused on nursing 

preschool-age children with ADHD. The qualitative research is split into two bodies: (a) non-

discourse analysis research (12 articles) on ADHD at any child age in nursing, and (b) discourse 

analysis research on adult mental health nursing (40 articles), child nursing (10 articles), and 

ADHD in children (six articles). 

Articles are synthesized in the five ways explained in the previous section. Findings are 

presented first. Second, theoretical patterns are discussed; then methodologic patterns, third. 

Fourth is discussion of historical patterns in the articles. Finally, researcher patterns are 

considered.  

Review of Quantitative Research – Nursing Preschool-age Children with ADHD  

Fifteen articles are discussed here. Regarding findings, preschool-age ADHD and its 

related BEP are associated with the following: 

 Secondhand smoke exposure (Bauer, Anand, Carroll & Downs, 2015) 
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 Respiratory sinus arrhythmia (Beauchaine et al., 2013) 

 Injury risk-taking behaviors (Garzon, Huang & Todd, 2008) 

 Repetitive and restricted behaviors (like what is seen in autism; Ghanizadeh & 

Moeini, 2011) 

 Child behavior informant and home context characteristics (Gross, Fogg, Garvey 

& Julion, 2004) 

 Maternal depression (Gross et al., 1995) and parent bipolar disorder (Birmaher et 

al., 2010) 

 Sex (being male), perinatal morbidity, socioeconomic status, birth weight, and 

gestational age (McGrath et al., 2005; Tobey & Schraeder, 1995) 

 Race or ethnicity status (Brinkman & Carlson, 2008) 

 Cognitive and temperament (adaptability, persistence, mood, and rhythmicity) 

clusters (Sakimura, Dang, Ballard & Hansen, 2008) 

 Lack of care from a non-parent, alternate care experience (Youngblut & Brooten, 

1999) 

 Absence of parent training (Reid, Webster-Stratton & Beauchaine, 2001; 

Webster-Stratton, Reid & Beauchaine, 2011; Webster-Stratton, Reid & 

Beauchaine, 2013). 

In terms of theoretical frameworks and hypotheses, there is wide variation within the 

body of 15 articles. Nurse author-researchers take a variety of approaches to examining ADHD, 

similar to other disciplines – ranging from hypotheses of associations with maternal depression 

(Gross et al., 1995) to association with a history of alternate child care experience (Youngblut & 

Brooten, 1999), to developing complex models of biopsychosocial interactions addressed with 
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comprehensive family treatment programs (Webster-Stratton, Reid & Beauchaine, 2013), where 

behavior of both children and their family members are equally the focus of treatment. Among 

the articles published in nursing journals but not nurse-authored, approaches to considering the 

presence and treatment of ADHD again vary greatly, from observing child characteristics 

relative to psychotropic medication use (Brinkman & Carlson, 2008) to observing associations 

with secondhand smoke exposure (Bauer et al., 2015). It’s clear from a scan of these articles that 

nurses view ADHD through a wide variety of theoretical/epistemological lenses – this bird’s-eye 

view supports the idea that ADHD is a socially constructed idea, in that assessing and addressing 

problem behaviors is very socially affected. The behaviors are characterized variably. The 

treatments vary greatly.  

With regard to design and methodology, most of the articles (12) are observational 

studies; three articles are about one intervention (the Incredible Years parent/child training 

program). Sample sizes range from 31 to 2,441. There are some consistently used measurements 

of child behavior – the Child Behavior Check List (CBCL), Eyberg Child Behavior Inventory 

(ECBI), Teacher Report Form (TRF), and the Conners Parent Rating Scale (CPRS) – but no 

studies use all the same measurements. Most studies have other measurements they also use and 

there is little to no overlap in those across studies. Limitations and threats to validity common to 

many studies include reliance on reporting from just one source and neglecting to do direct 

observation; being cross-sectional studies; and neglecting to factor in all confounders.  

With respect to history and researchers, viewing the literature historically shows nursing 

quantitative research literature focusing on preschool-age children with ADHD spanning the 

years 1990 to 2015. However, there are only three articles from the 1990s; the bulk are in the 

2000s and 2010s. Within these 15 articles, three are published in nursing journals but not 
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authored by any nurses (Bauer et al., 2015; Brinkman & Carlson, 2008; Ghanizadeh & Moeini, 

2011). When nurses are publishing about this topic, it is in non-nursing as well as nursing 

journals, often as one nurse among many medical doctors or psychologists (for instance, 

Beauchaine et al., 2013; Sakimura et al., 2008; Webster-Stratton et al., 2013 and 2011).  

Review of Qualitative Research – Discourse and Non-Discourse Study 

In the next section I review the qualitative articles (68) collected, in two main bodies, i.e., 

those studies not taking a discourse analysis approach (12), and those studies using a discourse 

analysis approach (56). Articles are again synthesized in five ways. Findings are presented first. 

Second, I discuss theoretical patterns; then methodologic patterns, third. Fourth is discussion of 

historical patterns in the articles. Finally, I consider researcher patterns.  

A main observation of this review is that there is a relative absence of nurse-focused, 

qualitative, reflexive research on the event of working with ADHD or generally with BEP as 

forms of mental disorder in preschool-age children. The narrower point to make is also that there 

is little to no qualitative research of a discourse-analytic nature on child mental health nursing, 

by nurse authors/researchers. This is an important finding because discourse analysis research 

can show in part how much and why nurses are or are not involved in addressing preschool-age 

ADHD. If nurses comprise the largest sector of the health care workforce and are among the 

most trusted of health care professionals, and there is a large cohort of children who are not 

necessarily receiving optimal care (as may be the case with preschool-age ADHD), then nurses 

are well-positioned to effect improvements in the standard of care for these children. 

Review of non-discourse analysis (DA) research - ADHD at any child age in nursing  

There are 12 articles in this section. There was not a qualitative study (in either discourse 

or non-discourse research) on nursing care of ADHD focused on preschool-age children; thus the 
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articles considered here are non-DA studies of nursing care of either preschool-age behavior 

problems (one article), or of ADHD at other stages of childhood (11 articles).  

With regard to findings, all 12 studies focus in part or wholly on the perspectives of 

parents or siblings of children with ADHD, or on children with ADHD themselves (and these 

were school-age children, adolescents, or early college students). One study also examines 

professionals’ perspectives (including 6 nurses) in comparison to parents’ perspectives. 

Perspectives of children with ADHD included the following: 

 Parents and teachers were most helpful; caring behaviors and active teaching/learning 

strategies were most successful in helping them manage ADHD (Bartlett, Rowe, & 

Shattell, 2010) 

 They experienced problems with learning/thinking, behaving, and feeling from their 

ADHD (Kendall, Hatton, Beckett, & Leo, 2003). 

 ADHD affected self-identity – seeing themselves as hyper, bad, troublesome, weird, and 

ill and not normal (Kendall et al., 2003). 

 Pills had benefits (physiologic, increased interdependence, normativity) and 

consequences (a hassle, stigma [Kendall et al., 2003; Knipp, 2006; Meaux, Hester, 

Smith, & Shoptaw, 2006]). 

 They looked for causes and explanations, and sometimes disagreed with others (Kendall 

et al., 2003). 

 Gender, ethnicity, race, and racism seemed to affect their experience of ADHD (Kendall 

et al., 2003; Krueger & Kendall, 2001). 

Perspectives of parents, siblings, and other family members included the following: 
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 They felt obligated, required, burdened with coping with ADHD, and also concerned 

(Dellve, Cernerud, & Hallberg, 2000; Lin, Huang, & Hung, 2009). 

 There were positive aspects of caregiving (Ho, Chien, & Wang, 2011; Kilgour & 

Fleming, 2000). 

 They explored understanding ADHD and their own coping processes (Dellve et al., 2000; 

Dennis, Davis, Johnson, Brooks, & Humbi, 2008; Ho et al., 2011; Lin et al., 2009; 

Kilgour & Fleming, 2000; Moen, Hall-Lord, & Hedelin, 2011; Perry, Hatton, & Kendall, 

2005a). 

 They had different explanatory models from professionals and experienced disconnected 

encounters and a crisis orientation in health care interactions (Dennis et al., 2008). 

 They needed more support from professionals, family members, and child care (Dennis et 

al., 2008; Kilgour & Fleming, 2000; Lin et al., 2009). 

 They struggled to stay engaged with the surrounding world and to maintain a sense of 

self in relation to the child relative with ADHD (Dellve et al., 2000; Moen et al., 2011). 

 Ethnicity affected the complexity of dealing with the fact of ADHD (Perry et al., 2005a). 

In summary, studies focused on the perspectives and experiences of caregivers, family members, 

and children with ADHD themselves, and provided some information that is helpful for health 

care professionals to understand more and offer better care for families and children struggling 

with the issue.  

 In terms of theory, there were a few different approaches to examining children and 

families experiencing ADHD. Two studies used phenomenology, which focuses on the lived 

experience of research subjects. The remaining studies used content/thematic analysis (and were 

otherwise atheoretical) or grounded theory/constant comparison, or a combination of the two. 
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Content/thematic analysis focuses on finding commonalities within and among research subjects’ 

experiences. Grounded theory focuses on developing an original theory from a systematic coding 

of research subjects’ experiences. One study used critical social science theory to foreground 

exploration of parents’ experiences of more and less oppressive approaches to providing support 

for parents.  

With respect to evaluating design, methodology, and methods according to the criteria 

mentioned at the beginning of the chapter, all studies appeared to be related to important issues, 

and to have been conducted ethically (per evaluative criteria listed earlier in the chapter). All 

were clear and coherent in discussing context and the rationale for the particular design and 

methodology of their studies. Two studies were missing some detail in describing their methods, 

and the authors also did not address bias in the research; the rest were adequately detailed and 

attended to bias. Within an interpretivist paradigm, the authors all took pains to consider and 

establish credibility and dependability in their studies, noting possible threats to those qualities 

and study limitations. 

 Historically, the range of article dates are from 2000 to 2011. There were some articles 

found, but not included in this review because they did not fully meet inclusion criteria, that were 

distantly related to the topic of this review and were published in the 1980s, 1990s, and 2000s. It 

is not that there is not earlier research, but it was less focused on ADHD, and more broadly 

focused on mental health nursing of (mostly) adolescents. 

 Researcher themes for this set of articles include that one author (Kendall, from Oregon) 

appears three times, constituting co-authorship of one-quarter of the article set reviewed; this set 

of articles appears to represent a systematic program of research. Most but not all articles are 
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published in nursing journals and about half are authored only by nurses – demonstrating 

consistent cross-disciplinary work.  

 Although there are no non-DA qualitative studies of nursing of preschool-age children 

and ADHD, there is a body of work related to studying nursing of ADHD in older children – 

school-age and mostly adolescent (and one article exploring nursing of behavior problems 

generally in preschool-age children). Findings relate to how ADHD affects sense of self and self-

identity, and to how children and parents cope with the diagnosis and with treatment. There is 

little to no focus on nurse perspectives, experience, or interactions with children with ADHD. 

Study theory and design tend toward grounded theory, phenomenology, and content or thematic 

analysis. There seems to be more of a focus over time of researchers specifically examining 

ADHD rather than mental disorder more broadly, and one-quarter of the articles are generated by 

one researcher in a team of authors. I will now turn from reviewing generally qualitative work to 

focusing on specifically discourse analysis research related to mental health nursing, child 

nursing, and ADHD. 

Review of discourse analysis research - adult mental health nursing, child nursing, and 

ADHD in children.  

 There are 56 discourse analysis studies on combinations of the following topics: (a) 

nursing; (b) ADHD, BEP, and mental disorder; and (c) the health monitoring of children. There 

is not, however, a discourse analysis study of the nursing of preschool-age children with ADHD; 

thus, these articles represent the set of articles retained which met two to three of the four main 

inclusion criteria for the review (i.e., qualitative research, nurse-focused, preschool age-focused, 

and ADHD/BEP-focused).  As in the two previous sections, I will discuss this set of 56 articles 

first in terms of their findings, then their theoretical details, the quality and pattern of their 
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design, methodology, and methods, and then in their historical trajectories and researcher 

themes.  

Findings 

 Nurse identity, power struggles, alternate discourses, and no preschool-age research. 

Findings of these 56 articles have several findings in common, including the following: 

 Identity struggles over what constitutes nursing (for example, Alex & Whitty-Rogers, 

2012; Hamilton & Manias, 2006 and 2008; Middleton & Uys, 2008; Stevenson & 

Cutcliffe, 2006).  

 Appropriation of nursing practice by medical, professional, management, and 

technological models or discourses (for example, Crowe & Carlyle, 2003; Griffiths, 

2001; Hamilton, Manias, Maude, Marjoribanks, & Cook, 2004; Handsley & Stocks, 

2009; Lloyd, 2007; Walsh,  Stevenson, Cutcliffe, & Zinck, 2008).  

 Power dynamics – between and among nurses, between nurses and other health care 

professionals, and between nurses and patients – affect the quality and outcomes of health 

care for patients (Anderson & Roper, 1991; Buus, 2006; Chapman, 1988; Cutcliffe & 

Happell, 2009; Frigerio, Montali, & Fine, 2013; Hamilton et al., 2004; Hardy, Garbett,  

Titchen, & Manley, 2002; Harper, 1994; Hazleton, 1999; Henckes, 2014; Horsfall & 

Cleary, 2000; Hui & Stickley, 2007; Hydén & Baggens, 2004; Kavanagh, 1991; Keddy, 

1996; Lloyd, 2007; Mac Neela, Scott, Treacy, & Hyde, 2007; Mohr, 1999; Middleton & 

Uys, 2009; Rahimi, 2014; Rindstedt, 2013; Stevenson & Cutcliffe, 2006; Tilley, 1995; 

Tilley, Pollock, & Tait, 1999; Varga, 2011; Walsh et al., 2008; Wilson, 2001).  

 There are suggested re-framings or alternative discourses of mental health issues – that 

routinely locating health problems and resolutions inside of individuals may result in 
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health outcomes not improving (Adams, 1998; Alex & Whitty-Rogers, 2012; Einboden, 

Rudge, & Varcoe, 2013a and b; Gray Brunton, McVittie, Ellison, & Willock, 2014; 

Jakubec & Campbell, 2003; Rafalovich, 2001a; Varga, 2011).  

 Established discourses relating to norms – for children, and for behavior – lead to 

characterizing children and those with behavior outside of those norms as ill, when illness 

may not be an adequate characterization of the problem at hand (Crowe, 2000; Einboden 

et al., 2013 a and b; Kelle, 2010; Varga, 2011; Walsh et al., 2008).  

 These established discourses (again, about children, behavior) are often those created by 

other disciplines and taken up by nurses, and actually conflict at times with what are 

considered nurse-derived discourses focused on caring and holism (Buus, 2001; Canam, 

2008; Crawford, Johnson, Brown, & Nolan, 1999; Einboden et al., 2013 a and b; 

Hamilton & Manias, 2006; Handsley & Stocks, 2009; Rindstedt, 2013).  

The pattern of evidence suggests that, indeed, power dynamics and established and 

competing ideological discourses all play a part in the quality of health care for children, with 

mental health issues, who are being cared for by nurses. There is a small but long-term focus on 

researching these issues, and mostly consistent results. Because this is qualitative research, 

effects are not quantified; power dynamics are not easily quantified, although they are observable 

and can show patterns and some predictability. And as shown, there has not been any discourse 

analysis research specifically on how nurses talk about ADHD in preschool-age children.  

Among these 56 articles was a subset specifically about adult mental health nursing 

(included because there was so little retained on child nursing). In these 40 adult mental health 

nursing articles, there were some common findings, as follows: 
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 There are discursive patterns related to biomedicine, diagnostic systems, and care of a 

vulnerable population.  

 Discourse, in the form of conversational strategies and ideological positioning, is used to 

describe conflicts between maintaining a routine and efficiency of care at the expense of 

patients’ well-being (Buus, 2006 and 2008; Chapman, 1988; Crowe & Carlyle, 2003; 

Griffiths, 2001; Irving, 2002; Leishman, 2004; Middleton & Uys, 2008; Robertson et al., 

2010; Tilley, 1995).  

 Special observation (one-to-one nurse-patient assignment) policy created a set of roles 

and responsibilities that shifted (sometimes for the better, sometimes for the worse) how 

caregivers and patients related to each other, and how health professionals related to each 

other in terms of responsibility and authority (Buus, 2008; Hamilton & Manias, 2008; 

Horsfall & Cleary, 2000; Robertson et al., 2010; Stevenson & Cutcliffe, 2006).  

 Nurses’ perceptions and word choice changed the possibilities for patients’ well-being 

and recovery (Adams, 1998; Crawford et al., 1999; Hazleton, 1999; Irving, 2002; 

Hamilton & Manias, 2006; Mohr, 1999; Ringer & Holen, 2015; Robertson et al., 2010).  

 There were conversational strategies and interaction patterns that supported better health 

outcomes and nurse-caregiver-patient relationships (Adams, 2001; Perry, Galloway, 

Bottorff & Nixon, 2005b). 

 Discipline- or policy-level discussion changed what happened for patients who were 

cared for within that disciplinary structure or policy environment (Crowe & Carlyle, 

2003; Hui & Stickley, 2007; Jakubec & Campbell, 2003). Visit setting, screening tools, 

and terminology (all established at discipline/policy level) shifted the dynamics, 

possibilities, and outcomes for nurses and recipients of care (Hydén and Baggens, 2004). 
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 There are models of care that support recovery and patient empowerment (Lloyd, 2007; 

Tilley, Pollock, & Tait, 1999; Walsh et al., 2008).  

 There was also a subset of the 56 articles that focused on child nursing (10 articles) and there 

were some findings specific to those articles, as follows:  

 There is some lack of consideration of power dynamics in the interactions. Power 

dynamics are acknowledged between nurses and parents and among health care providers 

(Wilson, 2001), but not between nurses and children, generally. Exceptions are Anderson 

and Roper (1991), Alex and Whitty-Rogers (2012), and Rindstedt (2013. 

 There are different attitudes and beliefs about children – children are compared against 

normalizing standards for adults, Whites, the privileged, and colonizing forces (Alex & 

Whitty-Rogers, 2012; Varga, 2011); and against norms influenced by tools and 

technologies (Einboden et al., 2013a and b). Children as a group are characterized in 

ways that are passed from nurses to parents (Kelle, 2010); and children are characterized 

in relation to systems – capitalism, education, and health care, for instance, and they are 

sometimes made the focus of the problem, rather than the systems around them 

(Anderson & Roper, 1991; Kelle, 2010; Rindstedt, 2013; Varga, 2011).  

 Screening tools and technologies may characterize or frame child behaviors and health 

status that are more and less accurate, and more and less holistic (Einboden et al., 2013b; 

Kelle, 2010).   

While these articles focused on discourse related to the health care of children, some were 

studies outside of nursing, and none were focused on the mental health nursing of children. They 

were included in order to establish what is already known about the workings of discourse 

related to children. 
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There were six articles in this body of 56 that focused on discourse analysis of ADHD, 

but were outside of nursing contexts – they were included in order to capture findings 

specifically related to ADHD discourse, since the other articles focused more on discourse in 

adult mental health and child nursing. Social and historical context, as well as positioning efforts 

of the “text” authors, are consistently examined in this body of articles. Findings included the 

following: 

 Demonstrating how ideological assumptions about motherhood/parenthood and its 

influence on attention deficit disorder (ADD) are interwoven into alternative and 

complementary medicine written materials created for parents (Malacrida, 2002).  

 Identified discourses of establishing credibility, and modifying behavior through 

parenting, in ADHD literature aimed at parents (Rafalovich, 2001a). 

 Competing narratives of parents and professionals regarding the source and treatment of 

their children’s behavioral problems (Edwards & Howlett, 2013; Frigerio, Montali & 

Fine, 2013). 

This concludes synthesis of findings for the 56 discourse analysis research articles. The 

next part of this chapter goes into synthesized themes related to article theory, methodology, 

history, and researchers. Themes common to all 56 articles will be discussed, and then themes 

common only to discourse analysis articles on adult mental health nursing (40), child nursing 

(10), and then ADHD in children (6) will be explored.  

Theoretical themes  

Given that I focused this search on finding discourse analysis research, it is unsurprising 

that there are common theoretical and methodological themes, as I will discuss in the next couple 

of sections. There are many variations within discourse analysis, however, that are present in this 
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review and worth discussing for how they will inform this study’s design. There are three articles 

that do not name a theoretical approach (Edwards & Howlett, 2013; Griffiths, 2001; Kavanagh, 

1991). 

First there is the overall perspective on the body of 56 discourse analysis articles. Michel 

Foucault’s philosophical/theoretical work is cited in 27 of these 56 articles. Foucauldian 

concepts repeatedly employed by authors include the following:  

 power/knowledge structures, ideology, discipline and disciplinary mechanism, 

surveillance, genealogy, normalizing judgment (Rabinow, 1984, p.51; 60; 181-3; 

189-92; 7, 59 & 76-7; and 193-7, respectively),  

 discourse (Foucault, 1972, pp.26-39),  

 archaeology (Foucault, 1972, p.137; Foucault, 1994, p.261),  

 governmentality (Lemke, 2001),  

 and the medical/clinical gaze (Foucault, 1973).  

Using examples, the more commonly used theoretical concepts listed will be explained here. 

Rafalovich (2001b) uses “genealogy” (or archaeology, depending on whom you consult), or 

tracking the roots of the ADHD diagnosis, back to older descriptions of child deviance and 

medical diagnoses of idiocy, imbecility, and encephalitis lethargica in the late 1800s to early 

1900s. Using Foucault’s ideas of “disciplinary mechanisms” (structures of knowledge used to 

wield power), Rafalovich also examines contemporary health education literature (2001a) 

directed at parents of children with ADHD. Edwards and Howlett (2013) examined how 

structures of medical knowledge (again, disciplinary mechanisms) competed with lay 

alternatives created by non-medical stakeholders (parents, patients, and alternative advocates). 

The Wilson (2001) and Alex and Whitty-Rogers (2012) articles also draw on Foucault’s 
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discourse theory, or the idea that language, tools of communication, and human interaction shape 

reality, and thus shape our bodies of knowledge that we assume, at times, to be fully 

generalizable. 

Potter, usually with Wetherell (1987), is also cited for his/their discourse theoretical 

framework (as well as methodologic guidance, as will be discussed later), in nine of the 56 

articles. The main tenets of their discourse theory are the ideas of language as having functions 

and consequences, being constructed and constructive, flexible in its description of phenomena, 

and having variation in its accountings which bar establishing any one account as more or less 

real. Finally, their discourse theory posits that this flexibility and variation should itself be 

studied (Potter & Wetherell, 1987, p.35). They define discourse as “all forms of spoken 

interaction, formal and informal, and written texts of all kinds” (p.7), thus distinguishing their 

discourse theory from Foucault’s much broader view of discourse as broad historical patterns of 

linguistic practices (p.6-7), informing how infrastructures such as prisons, schools, or health care 

systems are built.  

Fairclough (2015) is also cited for theory of discourse ideologies and language as social 

practice, in seven articles. What is unique to Fairclough is a critical theory stance – that it is 

important to not just observe and analyze discourse but to then advocate for change based on the 

results, in order to improve social conditions generally (Fairclough, 2015, p.6). Fairclough’s 

particular definition of discourse is “language in its relations with other elements in the social 

process,” also including semiosis, or “meaning-making and the resources that are used in it” 

(p.8).  

In four of the 56 articles in this section, Dorothy Smith is employed, cited for her 

sociology of knowledge work. Smith writes (1990) that she aims to “explore practices of 
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knowing, particularly the objectified forms that are properties of institutional organizations” 

(p.11) – exploring ideology within institutional structures. She says these practices of knowing 

become apparent especially at the moments when they contradict the experiences of women, and 

so her feminist perspective distinguishes her from the rest of the theorists here, but shows some 

overlap with the activist aims of critical theory as discussed by Fairclough. Those authors 

employing her theory are not necessarily focused on the experiences of women (for instance, 

Jakubec and Campbell, 2003 and Rafalovich, 2001a and b). They employ her work similarly to 

critical theory. 

There are four theorists whose ideas are used in only two to four of the 56 articles. 

Goffman’s idea of interactional footing, or framing of relationships and interactions (1981), is 

employed four times (Anderson & Roper, 1991; Hazleton, 1999; Hydén & Baggens, 2004; Mohr 

& Noone, 1997), as well as his characterizations of the processes of social exclusion and 

alienation in asylums (Goffman, 1981). Davies and Harré’s positioning theory (1991) is used 

three times (Frigerio, Montali & Fine, 2013; Ringer & Holen, 2015; Robertson et al., 2010). 

Positioning theory is a framework used to examine how individuals relate to and interact with 

each other, and what power dynamics those relations and interactions reveal. Bakhtin’s (1981) 

concept of “social heteroglossia,” or multiple discourses, is used twice (Frigerio et al., 2013; 

Leishman, 2004). To conclude, most theorists included in this body of 56 articles can be broadly 

summarized as working within a sociological and social constructionist paradigm. Many 

theorists used discuss ideas about socially constructed meaning, power dynamics in work and 

institutional situations, and negotiation of meaning and reality through language.  

In the 40 discourse analysis articles on adult mental health nursing (a subset of the 56 

discourse analysis articles), there is much more theoretical variation than in the other 16 articles 
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on child nursing and on ADHD. Unique to these 40 articles are the following discourse analysis 

theorists:  

 Teun van Dijk, cited (in Horsfall & Cleary, 2000; Kavanagh, 1991) for his idea of the 

maintenance of social attitudes through discourse (1997).  

 Pierre Bourdieu (cited in Crawford et al., 1999), known for his theoretical work on power 

dynamics, from within sociology and anthropology (1991).  

 Whorf (1956) and Schegloff (Schegloff and Sacks, 1973), earlier discourse analysts, are 

cited in Mohr and Noone (1997) and Robertson et al. (2010).  

There are several theorists cited only once who are basically part of the social and discursive 

psychology tradition, as follows: Howarth (social representations, power relations; 2006); Lemke 

(discourse social dynamics; 2001); Moscovici (theory of social representations; 2006); Swales 

(discourse communities; 1990); and Parker (discourse; 1998).  

 Then there are non-DA theorists whose work is cited in support of doing discourse 

analysis. These articles demonstrate a unique fusing pattern (as described by Crotty; 1998) of 

theories and methodologies for each study:  

 Denzin’s interpretive interactionism (1989) and Benner’s lifeworlds concept (1991), 

within a hermeneutic phenomenology, are combined with Billig’s quantitative narrative 

approach (1994) and Lyotard and Barker’s meta-narrative approach (Barker, 1989; 

Lyotard, 1979) together in Tilley (1995). Benner is also cited in Lloyd (2007). 

 Ricoeur’s ethical implications of narratives (a hermeneutic phenomenology approach, 

1990) is combined with Foucault in Henckes (2014).  

 Greenblatt’s cultural ensemble concept and constraint and mobility model (1990) and 

Kleinman’s concept of culture (1978) are used together in Rahimi (2014).  
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 Szasz (1997) and Bracken and Thomas (2001) are cited in Cutcliffe and Happell (2009), 

and Bracken and Thomas also are cited in Walsh and colleagues (2008).   

 Freire’s dialogic action (1970) and Kanter’s notions of empowerment (1993) are used to 

examine discourse about empowerment in nursing environments (Lloyd, 2007; Mac 

Neela et al., 2007).  

 Almquist (1984) is cited for social order theory and occupational division of labor in 

Kavanagh (1991).  

Another set of theorists focus on concepts and ideas more specific to nursing:  

 Benner’s lifeworld concept (1991) cited in Tilley (1995) and Lloyd (2007).  

 Barker’s philosophy of caring (1989) cited in Tilley (1995).  

 Peplau’s theory of interpersonal relations (1995) is used in Cutcliffe and Happell (2009).  

 Hall’s stress threshold model (1994) undergirds Perry and colleagues’ (2005b) study of 

nurse discourse.  

 Gilbert (1995) is cited in MacNeela et al. (2007) for empowerment concepts.  

 Multiple theorists are cited for their recovery models of mental health patients’ courses of 

illness and recovery, and for how nurse talk influences recovery in Walsh and colleagues 

(2008).  

 Atkinson is cited for the model of patient handovers (1995) by nurses (Buus, 2006).  

With respect to the 10 child nursing articles that are part of the 56 discourse analysis 

articles, there are again unique theoretical approaches (four) not found in the other 46 articles:  

 The two Einboden articles (2013a and b) employ feminist/science history theorist Donna 

Haraway’s idea of “technoscience”, focused on how our development and uses of 
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technology shape our conceptualizations of what humans are and how they should behave 

(1997).  

 Hydén and Baggens (2004) draw on interactional linguistics to theorize about nurse 

interactions with children.  

 Postcolonial theory posits that interactions throughout history between dominating and 

marginalized peoples should be studied for how those interactions are initiated and 

maintained, in order to move beyond colonializing dynamics (Varga, 2011, p.137-8).  

 Nurse theorist Rosemary Parse’s theory of human becoming, and her idea of 

“languaging” is used in Alex and Whitty-Rogers (2012). 

Varga (2011) wrote for a political science and psychology audience more than a medical or 

nursing audience; within that arena she used postcolonial theory to consider interactions between 

adults (as a dominating group) and children (as a marginalized group) - to study developmental 

science and the power relations revealed by considering the positions and practices of the early 

pioneers of developmental science.  

Finally, there are no theoretical or epistemological moves unique to the six articles that 

are focused on discourse about ADHD (that are part of the overall 56 discourse analysis articles). 

So while there are some commonly used theorists within the body of 56 DA articles, there is also 

a great deal of variation within the articles focused on adult mental health nursing that provides a 

basis for considering many different aspects of child mental health nursing, and may be useful 

for informing this dissertation’s theoretical approach. This concludes discussion of the 

theoretical themes of the 56 DA articles and their subsets. Now methodological themes of 

discourse analysis articles and their subsets will be explored.  
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Design, methodology, and method themes  

Again, this search focused on finding literature about discourse analysis of nurses talking 

about ADHD in preschool-age children – thus the search results do not include research done 

within other methodological camps such as phenomenology, grounded theory, or hermeneutics. 

There are results showing the use of discourse analysis along with other methodologies, 

especially ethnography and ethnomethodology – there is often a fusion within qualitative 

research of methodologies depending on the focus of the research (Crotty, 1998, pp. 12-14). 

These results are what I will discuss in the following section.  

In this methodological synthesis, I will discuss patterns I noticed, after which I will 

discuss methods used, and then I will evaluate design quality and strength. While there is a lot of 

variation in how methodologists are represented in the articles, there is an overall agreement in 

the body of articles of what comprises discourse (i.e. talk between individuals, footings, non-

verbal interactions, settings, ideologies, and more). There is also agreement that what’s 

interesting (i.e., worthy of study) are how the interactions of research subjects - with each other, 

with patients, and with their shared worlds – come to be the shape they are (whether because 

they are shaping them or being shaped by them). So in the following paragraphs, these common 

bases should be understood. I will now more specifically consider how the entire body and then 

different subsets of these 56 DA articles align and differ in terms of exact methodology and 

method.  

Foucault (in Rabinow, 1984; Foucault, 1972, 1973, and 1994; and Lemke, 2001) is a 

prominent driver of discourse analysis methodology, across author disciplines. 

Methodologically, Foucault directed analysts to conduct archaeological observations of how 

dominant ideologies (as a form of discourse) in health and health care came to exist, by tracing 
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their development back in time and historical context (archaeology was both a theoretical and 

methodological framework for Foucault, and for the researchers using him).  However, 

Fairclough (2015) and the team of Potter and Wetherell (1987) also are influential in guiding 

research design and analysis, especially as practical/logistical complements to Foucault. There 

were authors who cited Foucault’s discourse analysis for their methodology and method 

approaches, but this was less common. Usually authors would cite Foucault philosophically and 

theoretically, and then use other methodologists, especially Potter and Wetherell, and then 

Fairclough, for more specific details about approaching the practical analysis of the research. 

Critical discourse analysis (CDA) was the most common methodology employed by this 

body of articles. CDA is critique-driven – there is a founding assumption that study results will 

include insights into what might need to change with respect to the study focus (Polit & Beck, 

2008, p.238; Fairclough, 2015, p.5). In CDA there is a long-term focus, but less on long-term 

field placement and observation (as in ethnography, for instance) and more on examining social 

and historical contexts (which might mean placing oneself in the field, but not necessarily). 

Within CDA there is closer examination of discourse, in all its levels – text, tools, infrastructure, 

and other contexts of interaction and communication. (Fairclough, 2015, pp.252-3). 

Potter and Wetherell’s discourse analysis (1987) is a common methodological theme in 

this body of literature (cited for methodology in Adams, 2001; Hui & Stickley, 2007; Irving, 

2002; Leishman, 2004; Robertson et al., 2010; Tilley, Pollock & Tait, 1999; Wilson, 2001). 

Where Foucault gave the (perhaps) more sociological, most broad, and most philosophical 

context for describing discursive practices in societal infrastructures, Potter and Wetherell 

worked within psychology to create an methodology that focused more practically on how 

individuals and their discourse interactions were to be approached in order to gain an 
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understanding of how discourse shaped their identities and experiences (Potter & Wetherell, 

1987, p.1).  

Ethnography was used three times. Kelle (2010) used Smith’s and Scheffer’s approaches 

of institutional and analytic ethnography. Rindstedt (2013) drew on sociology of emotion and 

discursive psychology as theoretical groundings for her ethnographic work. Finally, Anderson 

and Roper (1991) drew on ethnography of communication to examine nurse interactions with 

patients in juvenile detention. 

The common methodological themes of the entire body of 56 DA articles are 

Foucauldian discourse analysis (methodology), critical discourse analysis (guided by 

Fairclough), Potter and Wetherell’s discourse analysis, and ethnography. Next there will be a 

brief discussion of methodologic themes specific to two subsets of this body of 56 articles – adult 

mental health nursing and ADHD discourse (there are no specific methodological findings for 

the subset of 10 child nursing articles mentioned earlier in the paper). 

Ethnomethodology is a methodologic theme specific to the subset of 40 adult mental 

health nursing articles (cited in Adams, 2001; Buus, 2006; Chapman, 1988; Leishman, 2004; 

Lloyd, 2007). As described and expanded on by Garfinkel (1967), Leininger and McFarland in 

Lloyd (2007), Potter and Wetherell (1987, p.23), and Pollner and Emerson (2001), 

ethnomethodology sits in contrast to ethnography (which is traditionally anthropological), 

emphasizing exploration of how research subjects (rather than researchers) order and interpret 

their own worlds. Unlike critical discourse analysis (CDA), ethnomethodology pointedly does 

not assume in the research approach that change needs to occur (Polit & Beck, 2008, p.223). 

However, Jaworski and Coupland (2006) cite ethnomethodology as providing a critical 

underpinning for the development of CDA (p.44) because of the way it demonstrated the social 
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constructionist nature of societal order. Another interesting contrast with CDA is that for 

ethnomethodology there is an explicit attention to embodiment as it influences the interpretation 

and ordering of the world by research subjects (Pollner & Emerson, 2001). One last important 

distinction between ethnomethodology and CDA is that for ethnomethodology the time scale of 

field research is usually longer-term (although there are examples of what is called micro-

ethnography or close ethnography) than for CDA. Like ethnography, ethnomethodology 

endorses participant observation, extensive field noting, and focus groups and interviews with 

subjects (Pollner & Emerson, 2001; Garfinkel, 1967).  

A unique methodological theme in the subset of six articles on ADHD and children is 

that the “text” data under consideration are not the conversations, discussions, or activities of 

nurses. There is not attention trained on nurses as ADHD is discursively analyzed, although the 

“texts” under consideration here are certainly employed by nurses. In summary, the common 

methodological themes of discourse analysis and ethnography are joined by ethnomethodology 

and use of non-text discourse in subsets of the body of 56 articles. The next part of this 

methodological synthesis is patterns of method use. 

First to be considered is the entire 56-article body of discourse analysis. In terms of what 

happens with method, authors are left (usually by Foucault, who was vague in practical details) 

to carefully articulate how they operationalize Foucault’s ideas, usually drawing on more 

specific direction from other seminal researchers (like Potter and Wetherell, who offer a 10-step 

approach to doing discourse analysis [1987, pp. 160-75]). What discourse is considered for 

analysis varies – some of it is interviews of nurses or other health professionals; some of it is 

policy or protocol documentation; some are screening tools and technologies; some are 

transcripts of conversations between nurses and patients, or among nurses and other health 
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professionals. Rindstedt (2013) and Hydén and Baggens (2004) do video ethnography and use 

field notes and interviews to approach examining interactions between nurses and children and 

parents. Common discourse elements used to examine data in the body of literature include 

social and historical contexts, positionings, established discourses, and various semantics, 

phrasings, and specific language use.  

There are various forms of text analysis used - thematic, content, conversation, and 

narrative. Thematic analysis as guided by Lofland and Lofland and by Grbich (2012) are used; 

Miles and Huberman’s content analysis is used in Mohr (1999) and Buus (2008). Discourse 

analysis methods directed by Howarth, Parker, and Shotter and by Jørgensen and Phillips (2002) 

are yet more variants of DA method used in these articles. Silverman is cited twice (Middleton & 

Uys (2008); Adams, 2001), although Middleton and Uys fuse the guidance of Silverman, 

Mishler, and Fairclough into their own unique method of transcription and analytic reading. 

Phenomenological thematic analysis, conversation analysis (ten Have), and narrative analysis are 

also used. There are few articles whose method designs are truly equivalent; most authors draw 

from a variety of methods and fuse them into unique approaches for their specific analyses.  

Within the subset of 10 child nursing articles, Kelle (2010) used Strauss and Corbin’s 

axial and selective coding for their analysis (usually this is within grounded theory work – so, 

not so consistently used). A method theme unique to the subset of 40 adult mental health nursing 

DA articles is that many are focused especially on mental health nurse “text” – interviews, 

interaction, with other staff, and interactions with patients, as well as on broader mental health 

nursing policy and mental health nursing education. This subset of articles extends further back 

into the past (to the 1990s) - older articles focused more on nurse interview text and charting, and 
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less on broader samples of text such as screening tools, policies, and education materials that are 

the focus of more recent studies.  

 To summarize the method patterns, there are a wide variety of methods employed, and 

specific to subsets of articles are use of Strauss and Corbin’s axial and selective coding, and use 

of non-“text” discourse in the child nursing and ADHD article subsets. The last part of this 

methodological synthesis is evaluating overall study design and methodology. 

In terms of the quality and strength of the research designs in the whole body of 56 DA 

articles, there is a great deal of variation. Articles on discourse related to adult mental health 

nursing constitute the bulk of articles in this section of the paper, thus the overall summary of 

research quality is more or less determined by the quality of this subset, as follows: 

 All studies appear ethically designed and done, and important. 

 Clarity and coherence of design vary – 33 of the 40 adult mental health nursing articles 

are clearly and coherently designed in terms of giving context, rationale, and adequate 

detail – statement of the research question, and theoretical and methodological bases. The 

rest (and some of the child nursing and ADHD articles) mostly lack detail on these 

components. 

 Rigor of methods – Some studies lack adequate details of methods used. Most studies 

provide adequate detail. 

 Attention to bias – this is probably the most commonly omitted component – is missing 

in 38 studies. 

 Establishment of credibility and dependability – most studies spoke in a sufficient level 

of detail, but about 15 studies showed some neglect. 
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I retained some poorly designed or reported discourse analysis studies on child nursing and on 

ADHD discourse for this review because there is not very much literature available, and so any 

literature at this point is useful. Other studies seemed well-designed and reported. Alex and 

Whitty-Rogers (2012), being one of the few pieces done by nurse researchers, is included 

because it is preliminary discourse analysis work being done on the topic of nursing children, 

although it offers no official research question, context, design, methodological rationale, or 

method detail. However, the other two nurse-focused articles (Anderson & Roper, 1991; 

Einboden, Rudge & Varcoe 2013a and b) are stronger in terms of ethics, importance, and clarity 

and coherence of reporting. Einboden and colleagues offer some good detail about their methods, 

but do not speak to researcher bias or to the rigor of their work. They do justify their approach 

well, and explain how they use their theory and methodology to draw out “assumptions, images, 

and observations of the developing child” (p.214) so as to demonstrate the socially constructed 

nature of supposedly objective approaches to nursing children. Anderson and Roper attend to 

bias and offer strong detail about their methods.  

All 10 child nursing articles demonstrate clear ethics and are important in shaping child 

nursing. Clarity and content of the research and its reporting are sometimes lacking, as 

explained, but the majority of these articles do demonstrate a clear research question, context for 

the research, and good designs and methodological rationales. The quality of the research in the 

subset of six ADHD articles is consistent in being ethical, important, and having clarity and 

coherence in its reporting of research, although some articles showed weak rigor and did not 

address researcher bias (Edwards & Howlett, 2013; Malacrida, 2002; Rafalovich, 2001a); they 

were included anyway because there are so few articles available. This concludes 
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methodological synthesis of the 56 DA articles. The final syntheses are historical patterns and 

researcher themes, discussed next. 

Historical trajectory and researcher themes  

Historical themes will be discussed first, briefly. Earliest articles date to the 1980s. 

Almost all of the 1990s articles are nurse-authored and published in nursing journals; the 2000s 

and 2010s articles are more varied, with the bulk still from nursing journals and nurse-authored, 

but also about one-quarter coming from psychology, anthropology, psychiatry, pharmacy, 

medicine, sociology, and social science, and published in a variety of disciplinary journals. 

Perhaps as ADHD became more prevalent, a wider variety of researchers took up investigating 

it, and from different epistemological positions, in order to ask why and how the prevalence was 

increasing.   

Only the body of 40 adult mental health nursing articles extends into the last century 

(1988 – present). ADHD articles came out over the last 15 years. Most child nursing discourse 

analysis has been published just within the last five years. In looking for historical patterns in the 

body of articles, one observation is that Fairclough’s critical discourse analysis is more recently 

used and cited (almost all since 2006 – one 2001 citation) than are Potter and Wetherell and 

Foucault, who are cited throughout the 15-year range body of articles. Another shift over time in 

method already mentioned is that the data under consideration becomes more varied in more 

recent years. There doesn’t appear to be an improvement in study design, methodology, and 

method over time; study rigor is not dependable, but rather seems to vary randomly.   

It is possible that the number of publications in this subset has slowed down over the last 

five years or so; before that, there seemed to be a steady amount of publication in the 1990s and 

the 2000s. There were three journals in those two decades - Journal of Advanced Nursing, 
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Journal of Psychiatric and Mental Health Nursing, and Nursing Inquiry - that were responsible 

for most of the publications in that time period, and then in the last 5 years, there did not seem to 

be anything from them. That was an interesting finding.  

In terms of researcher themes, the body of work is international but most articles are from 

the United Kingdom, Australia, and Canada, with a number having multinational authorship. 

Most of the (very small amount of) U.S. work in this body of literature is authored by people 

based in Texas. Because the search was specifically for nurse-authored, nurse-directed work, 

these are almost all nurse authors. Non-nurse authors were included if they were doing discourse 

analysis of adult mental health nursing, or child nursing, or of ADHD. These authors are 

employing either sociological theories and methodologies, or Foucault, or both, across the body 

of articles. Co-authors in the entire review come from a wide variety of other disciplines, 

including social science, sociology, psychology, anthropology, psychiatry, and medicine. Several 

authors are clearly developing programs of research - Einboden, Buus, Stevenson, Cutcliffe, 

Rafalovich, Tilley, and Crowe. 

Within the 40 articles focused on adult mental health nursing, Buus (2008, 2006, 2001) 

doesn’t currently appear to be pursuing this topic systematically, although this topic is a subset of 

his work on lay perspectives on illness and treatment. Hamilton and Manias in Australia have 

three articles; Hamilton is pursuing harm minimization research for mental health patients, 

focusing more directly than Buus on nurse talk. Manias studies communication processes in 

health care. Tilley and Cutcliffe both have a couple of articles, which does not clearly indicate a 

pattern of research, but their contributions should be mentioned. There is some (if sparse) nursing 

discourse research on children and nursing (in contrast to basically none with regard to nursing 

and ADHD or child BEP). 
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Researchers of discourse on ADHD in children (six articles) are in the disciplines of 

sociology, social studies, psychiatry, psychology, pharmacy, and (barely) nursing. Only one of 

these articles is authored by nurses and published in a nursing journal (Alex & Whitty-Rogers, 

2012). Most of this work is sociological and has not been happening within nursing. Rafalovich 

seems to have a systematic program of research about ADHD discourse analysis work, but not 

focused on any age group other than children (i.e., not adults). This concludes synthesis of 

themes within the 56 discourse analysis articles retained for this review. In the next section I will 

discuss overall review findings and implications for design of this dissertation focusing on child 

mental health nursing discourse related to preschool ADHD.  

DISCUSSION/IMPLICATIONS/CONCLUSION 

Quantitative nursing research shows a small body of studies on preschool-age children 

with ADHD, mostly focused on observing associations of a wide variety of factors with ADHD-

related behaviors, and demonstrating an increasing momentum over time of studies focusing on 

these behaviors at preschool age. Among qualitative studies there is a small amount of non-

discourse analysis research focusing mainly on the experiences of children and family members 

dealing with a diagnosis and management of ADHD in mostly adolescents and some school-age 

children (but (a) not in preschool-age children (with one exception), and (b) not examining 

nursing other than being nurse-authored and nursing journal-published). There is a body of 

research on adult mental health nursing discourse, on child nursing discourse, and on ADHD 

discourse. There is not a body of research on child mental health nursing discourse, and 

especially not on ADHD in preschool-age children.  
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Regarding findings of discourse analysis studies 

The set of discourse analysis articles is generated mostly from a critique-driven approach; 

thus, what emerges is often critical, and it’s refreshing when a discourse analysis results in 

findings of what worked (for instance, various conversational strategies and footings in Perry et 

al., 2005b, and Rindstedt, 2013), as opposed to what failed. In the interests of creating a final 

dissertation product that will help reveal what in nursing works about discussing ADHD in 

preschool-age children, I will make a conscious effort to surface in nurse interviews stories of 

success and self-reflection in child mental health nursing.  

There is an absence of discourse analysis research on child mental health nursing, and 

specifically nursing preschool-age children with ADHD. To be fair, there may not be very much 

literature generally on how ideologies about children originated and evolved over time, except 

perhaps, in cultural anthropology. It is also the case that, in the course of searching for this 

literature review, there were quite a few articles, not research-based, that were commentaries, 

editorials, or discussions of and on child mental health nursing. It may be that there is a great 

deal of examination of or reflection on the work of child health nursing, but 

examination/reflection which has not been conducted as part of systematic qualitative research. 

Regarding theory of discourse analysis studies  

Foucault is the most commonly referenced theorist/methodologist, but discourse analysis 

has many other theoretical and methodological roots – it may make sense to draw on them as 

much as or more than Foucault. Scheurich and McKenzie’s (2006) interpretations of Foucault’s 

ideas offer some guidance as to how to most accurately use Foucault to provide theoretical 

grounding for discourse analysis research. Specifically, Scheurich and McKenzie offer this 

critique: “…while Foucault is opening up new ways to think about our social world, his 
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relenting, almost totalized critique serves to foreclose how to use those new ways of thinking for 

resistance, for countering ‘the grips of power,’ and for developing spaces of valuable change” 

(p.340). They encourage the use of Foucault’s ideas to consider ways of countering unjust power 

relations and creating meaningful change. The otherwise wide variation in theoretical approaches 

shown in the synthesis of theoretical themes demonstrates that it may be useful to consider which 

theories would be most useful for examining child mental health nursing related to preschool-age 

ADHD. Foucault’s approaches may be helpful but Fairclough, Smith, and Potter and Wetherell 

also provide more tangible theoretical guidance.  

Regarding methodology of discourse analysis studies  

To contextualize the synthesis of the literature regarding discourse analysis design, 

methodology, and method, a discussion of epistemological and methodological considerations 

with respect to DA is considered. Stevenson (2004) describes methodology as the “principles and 

procedures of inquiry in a particular discipline… [systematizing] the methods followed in a 

particular discipline” (p.18). He says that Foucauldian DA is slightly different from “radical 

social constructionist” DA in that Foucault would say that language is not only used by 

interactors but that language informs the interactors as well (p.20) – that actors (say, nurses) are 

shaped by language and discursive systems as well as shaping it themselves, and thus discourse 

is slightly less flexible than social constructionist discourse analysts would posit. However, 

Stevenson says that both methodological camps still fall into an overall social constructionist 

epistemology and theory. 

Stevenson also described a discomfort within nursing research about taking a completely 

social constructionist approach when the experience of nurses is that, yes, there is social 

constructionism, socially constructed reality, but there are also bodies moving through space and 
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material aspects of reality - biology, physics, and the earth - informing that social constructionist 

context, and vice versa. Thus, he proposes a fusion of methodologies that allows for not just 

these social constructionist approaches but also for aspects of materiality and biology as they 

interact with discourse (and Foucault did also think that the body was a crucial part of genealogy 

[1998, p.375]). This particular fused methodology is a less-used approach that is mentioned in 

Stevenson and in other articles that lie outside of this review – but this approach is important to 

consider for this dissertation’s design. It is not an approach explicitly mentioned in this body of 

articles but it seems that this issue of materiality and embodiment was present and provided 

some explanation for variations in methodological approaches in the review.  

A methodological concern regarding this body of articles was a lack of rigor, especially 

in doing some kind of “negative case” checking against their findings. In qualitative research, 

there is a stress on qualifying the findings - noting researcher bias and positioning, carefully 

detailing one’s analytic process, and considering how one’s findings may not carry across 

settings. Many of these articles stated a method approach but failed to do these basic checks 

against their findings; some made methodological statements against doing this kind of work, 

and other articles did not do this work and also did not justify this neglect methodologically.  

Methodologic strengths of discourse analysis include its focus on the importance of 

context in examining its data. Deficiencies might be that there is less focus on participants’ 

perspectives – rather the focus is more on the researcher’s findings and perspective as informed 

by the study design. Some might call this a deficiency, although there is something to be said for 

the importance of the researcher’s perspective as much as the participants. It seems like the most 

rigorous studies examined here did not rely just on Foucault but combined his approaches with 

those of others, in order to strengthen the study rigor by more carefully describing their approach 
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and analytic process, so that readers can at least decide for themselves if the researcher’s 

approach was consistent, somewhat rational, and comprehensive in some fashion.  

Regarding history and researchers of discourse analysis studies 

Synthesis of historical patterns showed an increase and then decrease in nursing discourse 

research, in the late 20th century and from 2001 to 2015, respectively. Given the economic 

downturns and rising health care costs of the last 10 or so years, perhaps there was a retreat 

within nursing journals from publishing research that does not have an immediately apparent 

economic return implication to study findings. Perhaps the editorial decision-making of journals 

changed. Perhaps there is just less nursing discourse research than there has been. 

Other implications of discourse analysis studies 

Many researchers felt a need to do this type of discourse research on adult mental health 

nursing, and are starting to in relation to the mental health nursing of adolescents, and even of 

school-age children. Now that preschool-age children are being included more and more in the 

population of people with diagnosed mental disorder, it is now necessary to do this research with 

a focus on preschool age. Secondly, and again, because preschool-age children are not just 

occasionally but regularly receiving ADHD treatments with a weak evidence base, it is important 

to focus attention on why that is happening – “why” questions usually call for qualitative 

research. Nurses have great insight to offer about their work and trends they are seeing; and the 

way they are educated and trained to operate within the health care system can be heard in the 

way they talk – about health and illness and about children. This review demonstrates that the 

proposed study would be timely and useful.  

An important implication of this review concerns how nurse discourse is characterized 

(mostly with respect to the mental health nursing of adults). Results are focused on how nurses 
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talk - to each other, to patients, to colleagues. Their work is spotlighted, and it is easy to fall into 

a trap of blaming nurses, much as patients are blamed, for unpleasant findings and outcomes. It 

will be important for the success of this study to ensure that whatever discursive patterns surface 

in the talk of nurses about preschoolers with ADHD, that they are at least some of the time 

carefully contextualized in order to note that nurses are facilitated and constrained by the 

structures in which they are required to operate – inside of nursing schools, hospitals, clinics, and 

schools, within policy structures, and within societal boundaries, all of which have limitations 

and flaws. It is certainly the case that nurses themselves have agency and choice in how they 

conduct themselves and that they must take responsibility for monitoring and improving their 

own practices. However, it is just as important to make sure that their contexts receive equal 

weight for how they shape what nurses can do.  

It would add to the body of research to examine discourse of nurses for evidence of 

discursive patterns and other extra-discursive elements (materiality, embodiment, societal 

infrastructure) that facilitate as well as constrain optimal care and treatment of preschool-age 

children and families diagnosed with ADHD. How do nurses position themselves within these 

structures of knowledge, within the power dynamics described in these studies of ADHD? Where 

and how are nurses talking about child mental health nursing? 
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Chapter 3: Methods  

 This study was exploratory research investigating the discourse of nurses regarding 

ADHD in preschool-age children. While there is a solid body of literature regarding nurse 

discourse on adult mental health nursing, there is very little discourse analysis so far on the topic 

of child mental health nursing. I undertook this work to understand more about how nurses talk 

about behavioral and emotional problems (BEP) in very young children, focusing specifically on 

how they talk about ADHD at preschool age. Further, I did this study to examine what is gained 

or lost in how nurses talk about ADHD in preschool-age children – how the discourse functions 

to shape reality, and what that functioning indicates about whether and how our approach to 

addressing ADHD in preschool-age children should shift in order to effect better outcomes 

(Fairclough, 2015, p.5; Potter & Wetherell, 1987, p.161).  

I focused in this chapter on the design, methodology (or justification for this analytic 

approach), and method (or analytic tool) for the study conducted. I discuss design and 

methodology first, and then methods. I organized this discussion of methods according to Potter 

and Wetherell’s (1987) ten stages in analysis of discourse, as follows: (a) research questions, (b) 

sample selection, (c) collection of records and documents, (d) interviews, (e) transcription, (f) 

coding, (g) analysis, (h) validation, (i) report, and (j) application. 

In the next section I address study design. 

DESIGN 

I based this study’s design in a critical realist, social constructionist epistemology. The 

methodology I chose is a critical realist-informed discourse analysis and the method I chose is 

critical discourse analysis (CDA) in order to identify discursive and extra-discursive elements 

related to how nurses talk about ADHD in preschool-age children. I consciously did not choose 
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other epistemologies – for instance, my questions do not come from a strictly empiricist 

approach in which I am asking, what are my senses telling me (Rodgers, 2005)? My questions 

have to do with wanting to know why and how I explain what my senses are telling me in the 

particular way that they have. I did not choose to use a positivist epistemology to this study 

because the questions I have are not (a) do these behaviors (high energy and activity, impulsive 

activity, inattention) exist, and (b) in what quantity, and (c) can they be predicted (which is what 

using a positivist epistemology would lead me to do [Rodgers, 2005]). Rather, my questions are 

as follows: why and how do we choose the conclusions we are coming to about explaining these 

BEP? These why-and-how questions have to do with approaching how we know things as the 

product of a combination of our senses and our interactive meaning-making activities – this is a 

critical realist epistemology. In this next section I will further discuss the epistemological and 

theoretical bases of this study. 

Critical realism  

The data collected (i.e., interviews with nurses) constituted this socially constructed 

reality of health care providers discussing their work, but in situations where physical, material 

circumstances undeniably influence that social reality. Therefore, the most appropriate 

epistemological framework for the study was critical realism as described by Sims-Schouten and 

colleagues (2007; also Riley, Sims-Schouten, & Willig, 2007). Critical realism is unique in 

allowing for both the socially-constructed nature of reality (through sharing meaning by talking, 

or discourse) as well as the interplay of an independent, external, physical dimension (extra-

discursive elements, such as the physical body and available material resources). Sims-Schouten 

and colleagues’ approach (2007) is supported more generally by Bhaskar’s (2008) critical realist 

paradigm as well as by Fairclough’s CDA approach (2015, pp.57-9).  
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Using a critical realist approach to this study considering the reality of child behavior and 

emotional problems (BEP), I would start with the observation that the concept of a normal child 

is a social construction (Burman & Stacey, 2010; Katz, 2008). What behavior qualifies as normal 

is defined within a historical, cultural, regional context (Burman & Stacey, 2010; Prout & James, 

1997). Normality is shaped by social norms via discursive interaction (Burman & Stacey, 2010; 

Castañeda, 2002). Some aspects of normality, however, are more concrete and absolute (and are 

therefore extra-discursive) – having a body made of flesh that moves, breathes, and changes 

shape over time, for instance, is a generally accepted child norm. Other extra-discursive, 

material, physical factors such as resource distribution systems shape the context of defining 

normality. Institutions – social structures like organizations, economies, governments, policies, 

and laws – also have tangible, material effects that influence defining normality (Fairclough, 

2015, p.51; Sims-Schouten et al., 2007). The reality of normality is made, both in the physical 

happening of normality (i.e., we have bodies, generally speaking) and also in how we perceive 

and respond to it (e.g., establishing standards for how many arms and legs there should be, to be 

“normal”). Stevenson (2004), a mental health nurse researcher in the United Kingdom, discusses 

the use of discourse analysis methodology in nursing research, recommending the addition of a 

dimension addressing the need to account for non-discursive elements - embodiment, materiality, 

and institutions - of which nursing practice generally demands acknowledgement. 

By using critical realism, I am acknowledging an extra-discursive, material influence on 

socially constructed, discursive reality, and as such, critical realist epistemology best suits the 

analysis done here. Within the broader epistemology, I decided to use a critical discourse 

analytic methodologic approach (Fairclough, 2015; Sims-Schouten et al., 2007; and Wertz et al., 

2011) to facilitate close inspection of a text’s language as that language shapes and is shaped by 
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social reality and circumstances surrounding the occurrence of naming BEP as such for 

preschool-age children. 

Having established the rationale for the study design, I will now explain the rationale for 

the study and describe the methodology and method. Crowe, a mental health nursing discourse 

analyst, offers a methodological discussion (2005) regarding the usefulness of discourse analysis 

for nursing research, for producing comprehension of how language, and thus knowledge and 

culture, influences nursing care. Crowe’s articles on how the DSM-IV language constructs 

normality (2000) and on how the idea of risk is built from economic and government policy 

language into clinical nursing practice (with Carlyle, 2003) are strong examples of how discourse 

analysis methodology functions. Campbell and Arnold (2004) also wrote a methodologic 

commentary on using discourse analysis in nursing research which is helpful for clarifying 

discursive approaches. In demonstrating how examining nursing language can show how 

psychiatric and mental health professionals build their explanations of roles, identities, and 

perceptions (of themselves, co-workers, and patients), especially in relation to issues of power, 

as well as building meaning into their practice, they emphasize the importance of articulating 

methodologic choices.  

METHODOLOGY 

Methodology has to do with justifying a particular approach to a research question and 

set of data (Crotty, 1998, p.2-3). I used discourse analysis (DA) methodology to do several 

things that other methodologies do not necessarily prioritize or make easy (Fairclough, 2015; 

Wertz et al., 2011). With DA I approach a study topic in terms of how it shapes and is shaped by 

language, social interaction, and social context (Fairclough, 2015, p.128; Jaworski & Coupland, 

2006, p.3). For instance, within DA I did a systematic examination of text for silences, or 
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absences of topics or absences of responses to questions, and how those gaps shaped the study 

topic, as much as the text (i.e., topics or responses) that was there. I focused on how language 

was used and to what effect. Within DA there was also space for me to explicitly pay attention to 

identity relations among speakers and to social-historical context, to positioning within larger 

systems and infrastructures (Fairclough, 2015; Jaworski & Coupland, 2006). These were not 

items I would systematically examine in other qualitative methods such as grounded theory, but 

they were the foci of interest for this study. Thus, in this study I worked methodologically from a 

discourse analytic approach. 

More specifically within discourse analysis methodology is critical discourse analysis 

(CDA; Fairclough, 2015). While I mainly discuss it here as the study method or tool within DA 

methodology (Crotty, 1998, p.2-3), CDA is also methodologically relevant in that I used CDA 

not just to examine these features of discourse – text, interaction, and social context – but also to 

understand how they functioned in order to critically question whether the focus of study needs 

change. In the case of this study, I chose CDA methodology in order to have the opportunity to 

examine the discourse of nurses as they discuss ADHD in preschool-age children, in order to 

then understand how BEP in very young children are shaping and shaped by our (nursing) 

discourse, and then in order to formally question how nursing practice might change in order to 

reach a consistent best nursing practice result of the health promotion of young children. This is 

the methodological approach – using the findings to consider how we might change - that made 

CDA the uniquely satisfactory component for this study. Next, I discuss practical procedures and 

CDA as the method for conducting this study.  
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METHOD 

As mentioned in the introduction, I organized this section on methods according to Potter 

and Wetherell’s (1987) 10 stages of discourse analysis, to discuss the following practical study 

features and processes: research questions; sample selection; collection of records and 

documents; interviews; transcription; coding; analysis; validation; report; and application. Within 

the analysis (seventh) stage of Potter and Wetherell’s process, I placed Fairclough’s CDA 

analytic approach (2015) to working with the interview text that were the bulk of the data I 

collected for this study. 

Research questions  

The research question was as follows: how do nurses talk about ADHD in preschool-age 

children? I asked this question in order to then examine (according to Potter and Wetherell 

[1987] and Fairclough [2015]) how that constructed discourse functioned to support the 

approaches we conventionally take in considering the BEP of young children, specifically how 

we approach ADHD in preschool-age children. I then used this analysis to propel consideration 

of how to effect improvements in nursing practice focused on the immediate and lifespan mental 

health promotion of young children, and specifically, preschool-age children diagnosed with 

ADHD. 

Sample selection  

I used purposeful and snowball sampling to recruit participants. I chose purposeful 

sampling (of several types) in order to aim recruitment efforts at those most likely to be involved 

in the study focus of explaining BEP (per Polit & Beck, 2008, pp.355-6). Initially, I contacted 

informal and professional networks of nurses (people I knew personally and organizations with 

whom I worked formally and informally), shared study information, and asked for interested 
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parties to contact me. I specifically attempted to recruit nurses who had had regular formal 

contact with preschool-age children having behavioral and emotional problems (or with families 

of these children), in a few different settings – preschools, family practitioner and pediatric 

offices, and home health, mental health, and community health settings. The sample was 

homogeneous in all having an experience of preschool-age children diagnosed with ADHD, but 

with variation in terms of work settings and in terms of education and credential level. Once I 

completed interviews of the first set of recruits, I purposively sampled to find deviating cases 

(for instance, many nurses in psychiatric settings up front, so focused on looking for school and 

pediatric/primary care nurses), given developing discursive and extra-discursive patterns, in 

order to examine how I might have needed to modify initial findings (Polit & Beck, 2008, p. 

356). 

I included snowball sampling because once nurses heard about or participated in the 

study, they had recommendations for other nurses to talk to who are also involved in the study 

focus topic and qualified to participate. I asked participants/recruits to contact potential snowball 

recruits first (rather than my first contacting them and explaining the recommendation) to inquire 

as to whether there was any desire to be contacted about participating and encourage initiating 

contact with me him- or herself (Polit & Beck, 2008, p.354).  

With this kind of qualitative work, this number of participants was on the higher end of 

the sample size thought necessary for conducting thorough study of the topic (Polit & Beck, 

2008, pp.357-9; Potter & Wetherell, 1987, pp.161-2); however, the interview conducted was 

short enough, and the focus population (i.e., nurses working with preschool-age children and 

their families) broad enough, that it seemed important and feasible to collect data from 13 

people. As Potter and Wetherell state (1987, p.161),  
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If one is interested in discursive forms, ten interviews might provide as much 

valid information as several hundred responses to a structured opinion poll. 

Because one is interested in language use rather than the people generating the 

language and because a large number of linguistic patterns are likely to emerge 

from a few people, small samples or a few interviews are generally quite adequate 

for investigating an interesting and practically important range of phenomena. 

I consider the sample to have reached saturation level in that there were solid patterns, 

and in the last two to three interviews no new discursive patterns in the data. 

Ethics review  

I obtained IRB approval before conducting recruitment. I conducted recruitment both by 

using my social and professional network as mentioned and also by directly approaching nurses 

(via email, phone call, or direct contact in school and work settings) I determined to be doing 

health care for children under age six. I recruited 13 nurses who were currently practicing or had 

recently practiced health care delivery for children under age six.  

I conducted the proposed study in Central Texas with nurses recruited from local health 

care provider offices, clinics, health-related settings, schools, and professional networks. I sought 

out specific types of non-mental health care-focused nurses, as well as advanced practice nurses, 

mental health nurses, and nurse practitioners: general practice nurses; family practice nurses; 

home health nurses; pediatric nurse practitioners; mental health nurse practitioners working with 

the age group; school nurses; public health nurses; clinical nurse specialists. I made an extra 

effort to recruit general and family nurse practitioners in order to reach clinicians who are seeing 

many children, both with and without BEP in their histories. I did not make a conscious effort to 

capture a range of education and credential levels, but as it turns out I did recruit a widely 
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varying sample that ranged from an associate’s degree-level school nurse to master’s degree-

level, advanced practice pediatric, psychiatric, primary care, and public health nurses or nurse 

practitioners. 

Inclusion/exclusion criteria  

Inclusion criteria for the study were as follows: (a) English-speaking (including bilingual 

English-speaking); (b) work experience as a pediatric, family practice, community health, or 

child mental health nurse or advanced practice nurse (or retired within the last year); (c) 

experience with delivering health care to children under age six when performing that role, 

including managing treatment of or diagnosing BEP and prescribing treatment or referral to 

specialty care, for patients under age six. Nurses with experience only in acute care were 

considered if in a screening conversation they could easily relate experiences with BEP in 

children under age six in their work setting. Exclusion criteria were as follows: (a) no experience 

in delivering health care to children under age six; (b) or parents of children diagnosed with 

ADHD who are nurses but otherwise have no experience of caring for children with BEP other 

than their own. I set inclusion criteria to allow for recruitment of recently retired providers 

because there may have been more availability and those participants were likely to have 

participated in the activity of interest over a work lifetime.  

Consent  

As principal investigator I explained the study briefly via email, phone, or direct 

communication to potential recruits, emphasizing its purpose, brevity (60 to 90 minutes) and 

relative informality (conducted at a convenient time and place of the recruit’s choice). If the 

potential recruit was interested, we traded more logistical information and I sent the recruit (via 

email, fax, or US Postal Service) the informed consent/information sheet. If the recruit was still 
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interested I scheduled an interview date. At the interview date, I did the following: (a) described 

the study purpose and interview; (b) informed the participant of any risks or benefits of 

participating in the study; (c) addressed any concerns; (d) obtained written informed consent by 

signature (and left a copy of the consent with the participant); (e) conducted a 60- to 90-minute 

audio-taped semi-structured interview; (f) asked the participant for referrals to other potential 

participants; (g) asked the participant if I may contact him/her in the future with follow-up 

questions, or more research activities; (h) asked the participant if s/he would like to be sent the 

study results; and (i) thanked the participant for his or her time.  

Research protocol  

Recruitment and data collection took six months. I specified the type of nurse sought to 

include a wide variety of providers involved in doing children’s health care (because in the pilot 

work it became clear that there are many different settings in which nurses might be doing this 

work – for instance, not just specialist settings but also family practice). I asked participants if 

they would like to be in contact after the interview (in order to participate in a form of member 

checking [to be described], to hear about study results, or to be contacted for future research 

opportunities – which had been requested by a previous study participant), or not.   

Privacy and confidentiality  

I have kept all recordings in a locking security pouch in a locked filing cabinet accessible 

only to me, and omitted, removed, altogether not used in drafting publications, or coded to 

protect confidentiality any identifying information that transcripts may have. I have altogether 

removed names and contact information; I did not include in analysis (nor will I publish) any 

information specific enough that there could be potential identification (including unusual 

details, unique combinations of circumstances, and unique work practices). I have not revealed 
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identities in sharing information about or findings of the study. Only I or a professional 

transcriber, who worked under non-disclosure agreement, heard or viewed data. I have kept all 

research data and any identifying information in a locking security pouch in a locked filing 

cabinet.  

Collection of records and documents. I collected data including field notes and audio 

tapes of interviews. Depending on interview settings there was minimal to moderate context 

which was of use; most field notes were about framing and conducting interviews with 

participants. I did not ask for or attempt to collect any formal health care records. I conducted 

semi-structured interviews, but given the variety of roles that were included in the study, I 

improvised some questions and probes for each interview.  

Field notes and memos 

I took field notes, initiated upon successful recruitment of a participant, and noted all 

communications. I made observations of interview settings, and noted participant affect and non-

verbal features, behaviors, activities, and events. I considered and recorded how one interview 

framed the subsequent ones. In analytic and reflexive memo-ing I noted my thoughts, questions, 

concerns, and reflections as I observed. I was prepared to take note and samples of written 

materials used by participants in interviews, if they were offered, but none were. Here is a 

sample of one field note from one interview: 

She has an interesting name, which makes me think of ___ and of ___ culture. 

She spoke with a slight accent. She's ___-haired, ___-eyed, ___-skinned, her 

husband too. Her home reminded me of my grandmother's - a front room, a dining 

area that was a pass-through to a den in the back, with a mostly walled-off kitchen 

that had a pass-through window to the dining area. Bedrooms away out of sight, 
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tucked away. You could tell they had nested and been there a long time. It 

smelled good. 

She talked more about specific drugs than any other interviewee so far, about how 

each drug affected different parts of the brain and so you want to factor that in to 

what kind of ADHD is going on. She had a lot to say on the system level about 

effects on children. She was the only interviewee, I think, who volunteered 

knowing about ACEs and about epigenetics. Could she have been prompted by 

my other interviewees? Maybe but she said she just reads a lot and came across it. 

I started reflexive/analytic memo-ing with recording my experiences, values, and attitudes with 

respect to this topic, before data collection. As data collection commenced I would go back and 

examine these periodically, write a date and add reflexive and analytic thoughts, referring back 

to participants’ interviews and field notes. In writing these memos I did notice that the process 

helped to keep my thoughts organized about how the analysis developed, and where I needed to 

consider the effect of my own values, attitudes, beliefs, and reactions. Here is a sample of 

reflexivity/developing analysis: 

5.17.16 Dan Oppenheimer at Hogg wrote this awesome essay ("Too Human" 

[2016]) I read yesterday, and there's pieces/summarizing I want to put here: 

He's quoting a psychoanalyst, saying: 

"'I am sometimes asked about the possible causes of schizophrenia. I do not know 

the answer to this. To me it is rather like asking what causes the being of human 

being. Nonetheless a certain theme has emerged in my work: To be a child is to 

endure a prolonged situation in which the human mind is more complex than the 

self can ordinarily bear. Our minds — in themselves — produce contents that will 
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be overwhelming. To be successfully normal, then, we rather have to dumb 

ourselves down.'" 

 

This idea of too much. And so his title, Too Human. And then he complicates the 

idea of "too much", showing how it is both helpful and not. There's a long 

expanse of discussing creativity and illness, and how it is normalizing/comforting 

to think of mental illness as just a part of the human lived experience. And then he 

goes on to say how that normalizing is at moments not a useful frame - how it can 

trivialize or denude the experience of its suffering - the re-framing's limits, and 

that that re-framing actually continues to prop up the individualistic tendencies we 

have in the US because of its focus on "resilience, empowerment, recovery, 

rights" - neglecting again the collectivist perspective that would make us more 

compassionate and tolerant of these struggles as a society, rather than labeling 

them illness. We are all “mentally ill”, and things should be set up to help us cope 

with that mental illness, which is really the struggle to be human in the face of 

overwhelm and too much. And his images of "This is what mental health is" - the 

struggles, the overwhelm, the fights and the hard moments. Right on, brother. 

 

So. In relation to this interview - I think that piece of having kids go on 

medication holidays when they are not at school is a vivid illustration of how 

we've set things up in such a way that we are serving our systems instead of our 

systems serving us - we are medicating ourselves in order to prop up these 

systems that actually do not work as they stand any more. How would we reshape 
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our systems so that kids are not required to medicate in order to participate? How 

are these kids modeling the too much? - they are too much, too active, too 

inattentive, and how do we help them with that? We help these kids learn to cope 

with meds, and to fit in to a system that won't take them unfiltered. 

Interviews  

I conducted a semi-structured interview (Appendix A) with each participant.  All 

participants agreed to audio recording. I initiated interviews first by requesting details of the 

participant’s work experience, professional role, work setting, and daily activities, and then 

commenced with a general open question inviting the participant to share his or her thoughts 

related to the topic of ADHD in preschool-age children.  

As the interview progressed, I often left the participant to his or her own progression of 

thought, but as probes were needed, I offered them. Exemplar questions included eliciting 

thoughts about providing care to preschool-age children generally; about behavioral and 

emotional problems in preschool-age children; particular cases that stood out; explanatory 

models they used in making sense of child behaviors (influenced by Kleinman, as mentioned 

previously); thoughts about participants’ roles, the systems in which they participated, and ideas 

about revision of roles or systems. I included probes asking participants to expand on answers to 

questions (i.e., “Can you say more about….?”, or “What do you mean by….?”). I included other 

probes steering the conversation back to something previously said, asking for an example or an 

illustrative story, repeating back something that was just said, or remained silent. Once the 

participant seemed to be done, or once I felt that I had the material I could gain from the 

participant, I asked the participant if he or she had any more thoughts to share as a result of the 
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interview process, and once that question was answered, I thanked the participant and concluded 

the interview.  

Transcription  

I recorded interviews and hired a professional transcription service. I considered doing 

the transcribing myself, experimenting with using voice recognition software (Dragon and Voice 

Finger) to do a first round of transcription, which I would have then edited and verified through 

repeated listening, until transcripts matched audio recordings. In exploring voice-recognition 

transcription I determined that the software was not yet sufficiently developed to where this 

would have been a time-saving option, so I verified professional transcriptions. During 

verification I added particular transcription notations as described next. With regard to the 

representation of speech in transcription, I took a denaturalized approach as described by 

Bucholtz (2000) and Oliver, Serovich, and Mason (2005), but added some naturalized features 

that seemed essential to preserving as much of the quality of the audio recordings as possible, 

without interfering with the smooth reading of transcripts. That is, I did not attempt to create a 

transcript that attempted to reproduce the exact sounds participants were making, as they made 

them. I instead created a transcript that captured the words, sentences, and phrasings participants 

made, with some additions of naturalized features (which will be elaborated). I did not naturalize 

the transcripts fully because (as Oliver et al. [2005] point out) my focus was more on the ideas 

being related rather than how the sounds of words were being shaped. However, sometimes the 

ideas were influenced by naturalized features of talk. I may have noted features such as pauses, 

emphases, noticeable respirations, stretching of sounds, changes in tone, non-verbal activity 

(laughing, crying, sniffing, coughing), irregular grammar, and colloquial pronunciations. Per 
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Fairclough (2015) I may have also noted (as will be discussed again below) cadence, volume, 

speed, and physical gestures. 

The effect on impressions of research participants and outcomes of doing a mostly 

denaturalized transcription are varied and worth addressing (Oliver et al., 2005). Naturalized 

transcripts often somewhat complicatedly convey impressions of race and class that, while 

giving a richer sense of how participants were actually speaking, can also result in the creation of 

ideological assumptions about what constitutes standard versus non-standard speech, which then 

may influence research findings in undesirable ways. These assumptions might be avoided by 

sticking to denaturalization of speech; field notes might instead be a more appropriate place to 

make observations about speech patterns that connote race, class, gender identity, or sexual 

orientation, in order to make room for noting them critically and for noting how they affect 

researcher and reader bias. I could then make an informed, conscious decision about what 

aspects of speech patterns to share in order to create a sharing of findings that was respectful and 

overall generative of a greater understanding of how race and class assumptions operate.  

Coding  

In this particular circumstance (using discourse analysis) coding was not the analytic 

activity itself (Potter & Wetherell, 1987, p.167). Rather coding here was the act of pulling out the 

pieces of data from transcripts that were the focus of analysis, as a way to organize what could 

easily have become unwieldy amounts of material. Analysis for this project was done by hand, 

not using any kind of analytic software. Once transcripts were finalized, I first just read through 

each transcript, without taking notes. I then approached the data in two distinct ways – one by 

looking at it for its own internal organization, and two by going in with specific ideas or 

questions in mind and looking for ways that chunks of data fit those ideas and questions – 
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basically using inductive and deductive approaches, in a sense. In the second read-through, I 

started to identify chunks of text for analysis from the deductive (i.e., using Fairclough’s 

approach, discussed next) or the inductive path (i.e., looking for the data’s own unique 

organization, variations, and consistencies) – the coding step as it is described in this process. I 

looked for specific places which spoke directly to my research question – how do nurses talk 

about ADHD in preschool-age children? I looked in the deductive approach for evidence of an 

explanatory model of ADHD in preschool-age children. I also looked for places where 

participants appeared to choose their words carefully, correct a course of conversation, or 

explicitly address either being constrained or facilitated by system characteristics. Finally, I 

looked for discourse patterns as described in subsequent paragraphs in this chapter. I also 

documented this step carefully about how and why I selected what I did, and conveyed my 

awareness of what I left behind. 

For the purpose of demonstrating both patterns and unique features of participant text, a 

set of passages was selected, comprising at least one from each of the 13 interviews, but 

sometimes many, that all directly dwelled on the content activity of describing ADHD in a 

preschool-age child (see Appendix C, Table 2 – the passages are collected there but will be 

quoted in the text here as well, when specific ones are discussed). These 43 passages are a small 

fraction of the data collected, but they consistently represented each participant’s discursive 

habits throughout the interviews. That is to say, looking at these passages and then at the 

participants’ complete transcripts would not lead a reader to draw different conclusions from 

each about the language features and participant interactions being discussed here. 
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ANALYSIS  

In this next section I go into detail about my use of Fairclough’s critical discourse 

analysis approach (2015). I will first broadly summarize Fairclough’s method here. Critical 

discourse analysis (CDA) is an analytic approach wherein interview texts are closely examined 

for patterns of language used, patterns of conversation, interview settings, and qualities of 

speaking and discussion including volume, speed, cadence, tone, non-word vocalizations, 

indications of physical gesturing, and breathing (Fairclough, 2015, p.59-60; Peräkylä, 2008). 

This approach allowed me to use texts to elicit explanatory models (Kleinman & Benson, 2006), 

by showing how the language of the speaker shapes the reality of health care interactions related 

to BEP, but also by showing in the conversations how extra-discursive elements in the social 

context - like bodies, material resources, institutions, and systems - influence reality (Fairclough, 

2015; Sims-Schouten et al., 2007). This set of elements – text, interaction, and social context 

(Fairclough, 2015, pp.58), or the ways that the nurse participant uses language to communicate, 

as well as how those strategies fit within interactions and social contexts – were the focus of this 

study. Fairclough details a process of describing the text, interpreting the relationship between 

the text and interaction, and explaining the relationship between the interaction and the social 

context (p.129). 

Description 

The first analytic step in Fairclough’s method is description (2015, pp. 128-30) of the 

text, broadly divided into vocabulary, grammar, and textual structures. Fairclough offers a 

question guide (pp.129-30) for describing text features, as follows: 

 Vocabulary 

o Experiential (i.e., content, knowledge, belief) values of words 
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 Classification schemes used 

 Words which are ideologically contested 

 Rewording or overwording used 

 Ideologically significant meaning relations between words (i.e., 

synonymy, hyponymy, antonymy) 

o Relational (i.e., social relations) values of words 

 Euphemistic expressions 

 Markedly formal or informal words 

o Expressive (i.e., social identity) values of words 

o Metaphors used 

 Grammar 

o Experiential values of grammatical features 

 Predominating types of process and participant 

 Is agency unclear? 

 Are processes what they seem? 

 Use of nominalizations 

 Use of active or passive sentences 

 Use of positive or negative sentences 

o Relational values of grammatical features 

 Modes (i.e., declarative, grammatical question, imperative) used 

 Important features of relational modality 

 Use of pronouns we and you 

o Expressive values of grammatical features 



   
 

94 
 

 Important features of expressive modality 

o Linking of sentences 

 Use of logical connectors 

 Use of coordination or subordination to characterize complex sentences 

 Means used for referring inside and outside the text 

 Textual structures 

o Use of interactional conventions 

 Ways in which one participant controls the turns of others 

o Presence of larger-scale structures in text 

Fairclough points out that not every element of the guide may be relevant for every analysis, but 

the entire guide was included here in order to examine the data collected with the guide in mind. 

Once text has been described, as detailed in this guide, Fairclough directs analysis using two 

more steps, interpretation of the relationship of the text to social interaction, and then 

explanation of the relationship of the interaction to social context (p.154). These last two steps 

are discussed next. 

Interpretation 

The next two steps of Fairclough’s analytic method are interpretation of the text’s 

relationship to social interactions, and then explanation of that interaction’s relationship to wider 

social context. These three steps (starting with description), again, are all part of the (seventh) 

analysis stage of Potter and Wetherell’s 10-stage discourse analysis process. The second step, 

interpretation, involves looking at how the text explored in the first step relates to social 

interactions. Fairclough gives three main elements to explore – context, discourse type, and 

difference and change (2015, pp.171-2), asking three questions as follows: 
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 “What interpretations are participants giving to the situational and intertextual contexts?” 

 “What discourse types are being drawn upon (hence what rules, systems, or principles of 

phonology, grammar, sentence cohesion, vocabulary, semantics, and pragmatics; and 

what schemata, frames, and scripts)?” 

 “Are answers to [the first two questions] different for different participants? And do they 

change during the course of the interaction?” 

By situational contexts, Fairclough means to refer to four main dimensions, those being as 

follows: what’s going on; who’s involved; in what relations; and what’s the role of language in 

what’s going on (2015, p.159). By intertextual contexts, Fairclough is referring to pre-existing 

discourses that relate to the discourse being focused on in the analysis – the “presuppositions” 

that speakers bring to a conversation (2015, p.164). Fairclough also employs a specific set of 

terms that should be explained – schemata, frames, and scripts. Schemata are activity types 

(2015, p.168) – for instance, Fairclough gives the example of a telephone call, in which there is 

some pre-existing understanding of a structure that usually happens in that particular type of 

interaction – greeting, pleasantries, purpose of call, conduct conversation, conclude, say 

goodbye. A frame is another mental representation, in which “entities [- persons, other beings, 

objects, or concepts] can be evoked or referred to in …schemata” (p.169). A script is similar to a 

frame and to a schema but is meant to refer to “ways in which specific classes of subjects behave 

in social activities” (p.169). One example is a script for a doctor – what the expectations are for 

how a doctor should behave. Once these three main interpretation questions have been explored 

within this second analytic step, Fairclough then directs the researcher to move on to the third 

step, explanation. 
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Explanation 

It is in the third and final step of Fairclough’s CDA that there was provision for 

addressing ideology and power dynamics – how persons and collective bodies, or systems, 

interact and influence, persuade, liberate, or oppress each other – as forms of “text’, or discourse. 

This third step, explanation, is for examining how nurses positioned themselves in their talk, in 

relation to systems within which they worked (health care, payment, education, and academic 

and professional discipline). Conversations were also examined for conventional forms of 

thinking, or ideologies (Jaworski & Coupland, 2006, p.27), which were evident in these 

conversations, as well as for ways that nurses interacted with those ideologies - endorsing, 

subverting, or hybridizing them, for instance. One example of an ideology that was present is of 

a medical approach to discussing the BEP of preschoolers – that behaviors were rooted solely in 

physiological abnormality that was managed by external, often pharmaceutical, treatment. 

Fairclough again provides three elements to examine – social determinants, ideologies, and 

effects - in the form of questions to ask for this analytic step, as follows: 

 “What power relations at situational, institutional, and societal levels help shape this 

discourse?” 

 “What elements of [member resources] which are drawn upon have an ideological 

character?” 

 “How is this discourse positioned in relation to struggles at the situational, institutional, 

and societal levels? Are these struggles overt or covert? Is the discourse normative with 

respect to [member resources] or creative? Does it contribute to sustaining existing power 

relations, or transforming them?” 
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This is the last step of Fairclough’s critical discourse analytic method, and the end of Potter and 

Wetherell’s seventh stage of doing the analysis. I will next discuss how I validated this analysis 

so that readers of the results can understand and decide whether to endorse the process by which 

I obtained my study findings.  

VALIDATION  

Validation is the eighth stage of Potter and Wetherell’s 10-stage DA process. Potter and 

Wetherell (1987) list four components of validation: coherence, participants’ orientation, new 

problems, and fruitfulness (p.169). Coherence refers to the final analytic results being a coherent 

body without loose ends. Participants’ orientation has to do with analysis showing results that 

make sense not just to the researcher but also to the participants. New problems is the idea that 

the clarification of linguistic resources “will not only solve problems, but will also create new 

problems of their own” (p.171). Finally, fruitfulness refers to the idea that analysis will result in 

novel explanations and therefore potentially useful solutions to problems. Each of these 

components lends itself to making the study valid and therefore rigorous. 

I used several other strategies to enhance the rigor of this study. I closely followed 

Fairclough’s guidance in conducting a critical discourse analysis (2015) of the data. I kept an 

audit trail so that others can follow my thought processes, analysis, noting of subjectivity, and 

management of researcher bias (per Armour, Rivaux & Bell, 2009; Lincoln & Guba, 1985; and 

Polit & Beck, 2008, p.539), in order to have a sense of the credibility and dependability of the 

study. I carried out data analysis on an ongoing basis through creation of the audit trail 

containing field notes and analytic and reflexivity memos, as described earlier. I carried out these 

strategies in addition to the four components for validation in Potter and Wetherell. 
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With respect to my own biases in considering the issue of ADHD in preschool-age 

children, I took certain steps to check the influence or effect of my own biases on my 

interpretation of the data. First, I stated much of my own belief system related to children, mental 

disorder, and ADHD specifically, in order to allow readers to factor for themselves whether and 

when I allowed my biases to intrude. I followed a structured, methodical process of analysis in 

order to prevent leaps of interpretation that came out of pre-existing ideas about what I might 

find.  

Next, in the course of conducting my analysis I participated in peer debriefing, wherein I 

expressly asked for feedback related to whether and how my own positions were clouding a clear 

interpretive process. I had hoped for more peer debriefing than what actually ended up taking 

place. I first sought out other doctoral students in the nursing school and found a classmate who 

was also planning a discourse analysis. Upon my proposing our setting up a peer debriefing 

process she was initially receptive but after speaking to advisers she related that she had been 

discouraged from taking up peer debriefing at that point in her process. I met with a doctoral 

student from another department once, and we discussed the possibility of meeting up 

occasionally to conduct debriefings, but we did not follow through. I spoke with two former 

classmates who had completed the doctoral program and whom I knew held perspectives that did 

not match my own, and asked them a few times to be a sounding board as I puzzled through 

questions coming up for me. I have two colleagues who are a school psychologist and 

neuropsychologist for a nearby school district, and I would regularly (probably almost weekly) 

discuss with the psychologist (and a few times with the neuropsychologist) my progress and my 

thoughts as I collected data and began analysis.  
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Third, I looked for “negative” or deviating cases when I drew a conclusion about nurse 

discourse about ADHD in preschoolers. I did this in two ways. As I began collecting data, I kept 

track of who I was interviewing, in what setting, and what preliminary impressions I had of any 

discursive patterns in their speaking (for instance, wondering if work setting was an element 

shaping discourse). Depending on what I was noticing, I made an effort next to recruit nurses 

who would provide a “negative” case to the interview(s) already conducted (e.g., finding school 

nurses after interviewing a bunch of psychiatric nurses). The second way was in considering the 

coding chunks or passages that I had pulled out and naming a pattern, and then going back to the 

complete interview transcript and reviewing it to see if the pattern I identified in the chunks was 

contradicted by other parts of the interview.  

Fourth, I was planning to conduct some member checking by asking some participants to 

read transcripts, going back over their interviews and providing some reflection, to check any 

directing I did of their thinking into areas where they might want to amend their thoughts; 

however, I have not yet managed to conduct any member checking for this study, for reasons of 

expediency. I decided that while member checking would have been helpful in enriching my 

analysis, it would extend my school timeline and was ultimately not necessary to complete the 

process.  

THE REPORT  

Potter and Wetherell (1987) note that distilling a study’s findings in reporting will often 

lead to reconsideration of the researcher’s initial conclusions, and that therefore the report is 

actually a late part (the ninth stage) of the discourse analysis process. Because of this 

characterization of the analytic process, I created a rough draft of preliminary results as soon as 

they started to take shape, in order to reap the benefit as soon as possible of having reporting be a 
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check on how the findings came to be the way they are. Given the following factors - rising 

frequency of BEP both in children and adults; controversies about diagnosis and treatment 

evident within health care; and emerging research suggesting origins of mental disorder in stress 

and adverse experience in the early years of life – I hoped to use findings to establish a current 

perspective on how these problems in very young children are conceptualized and affected in 

real-world circumstances. I also hoped that this approach would create space for promoting 

nursing practice that supports the generation of empowerment of children as agents of their own 

lives and destinies.  

APPLICATION  

Potter and Wetherell’s (1987) final stage is application, in which findings are used to 

consider how real-world circumstances might shift in response to new information generated by 

research. Fairclough also describes social change as an essential part of the CDA approach 

(2015, p. 6), that findings of his research approach are to be used as a basis for taking action to 

create meaningful, beneficial change. Given the agreement of all parties cited in delineating the 

design, methodology, and method of this study, in the last stage of this analytic process I 

examined what the findings indicated about creating meaningful change in relation to nursing 

practice addressing ADHD in preschool-age children.  

SUMMARY 

 The question answered in this study was most suited to qualitative inquiry, and within 

that, to a critical realist epistemological approach. Discourse analysis was the methodology most 

suited to approaching the data analysis for this project, and within the broad category of 

discourse analysis, critical discourse analysis was the method best suited to answer the research 

question of how nurses talk about ADHD in preschoolers. Fairclough’s CDA three-step process 
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of describing the text, interpreting the relationships of the text to social interaction, and 

explaining the relationship of social interaction to the social context was the process I conducted 

to answer the research question, and covered considering how discursive and extra-discursive 

elements interact. I have considered validation of the study process and results, and discussed 

reporting and application of the study. In the next section I will discuss the study findings.  
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Chapter 4: Findings 

 Data resulting from this study are presented in this chapter, which begins with a reminder 

about the aims of critical discourse analysis. Participants are described, overall findings are 

outlined, and then there is a more detailed breakdown of the data. Summary findings are repeated 

in preparation for discussion and conclusion in Chapter 5.  

 With this particular method of discourse analysis, analytic conclusions are usually 

answers to some or all of the following kinds of questions, which are all in turn different ways of 

answering the main study question of how nurses talk about ADHD in preschool-age children:  

 How is language both producing and revealing the social conditions in which (for this 

particular study and instance) preschool-age children are being diagnosed with ADHD?  

 What are the types of discourse or ideological content in study participants’ language that 

function to sustain a system (for example) where preschool-age children are more 

medicated and less involved in behavior therapy?  

 What arrangement of social relations are legitimized or reinforced through study 

participant language such that (for instance) a substantial portion of the overall child 

population is considered to be suffering or to have suffered from a mental disorder, and 

beginning at earlier and earlier ages?  

As a further reminder about the aims of CDA, I do not ask the questions in order to affirm how 

things are, but rather to consider how they could be. How do the answers to these questions point 

to improving nursing practice related to caring for preschool-age children’s behavioral and 

emotional problems (BEP) and ADHD? 
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FINDINGS: DESCRIPTION OF PARTICIPANTS 

Thirteen participants were interviewed for their thoughts about ADHD in preschool-age 

children. There were 11 women and two men, with an age range of 26 to 65 years. Nine people 

were (self-reported, and therefore not conforming to census categories of reporting race and 

ethnicity) White, one was Hispanic and White, two were Hispanic, and one was Chinese. One 

nurse had an associate’s degree, five had bachelor’s degrees, and seven had a master’s level 

degree. Nurse credentials other than registered nurse (RN, for the one associate’s degree, five 

bachelor’s degree and two master’s degree holders) included an advanced public health nurse 

(APHN [non-certified, but that’s what was stated]), two pediatric nurse practitioners (PNPs), and 

two family nurse practitioners (FNPs). One participant was recently retired, and the other 12 

participants were working a range of part- and full-time (or greater) jobs. Five nurses worked in 

psychiatric (two inpatient, three outpatient) settings, five in school settings, and three in primary 

care or pediatric clinic/office settings. Years of experience working with preschool-age children 

ranged from a few months (of seeing around 15 children per week) to 36 years. Three 

participants were in the process of receiving specialized mental health nursing training, and none 

of the other 10 participants had any specialized certifications or training in mental health. All 

participants were located in the Austin metropolitan area.  

OVERALL FINDINGS 

The overall driving question of the study is, how do nurses talk about preschool-age 

children and ADHD, such that it comes to be that preschool-age children are diagnosed with and 

treated for ADHD? These 13 nurses demonstrated a variety of discourse stances and 

relationships to their immediate and wider social environments, demonstrating how nurse 

practices are determined in part by their discursive environments but also producing them. A 
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“pipeline” surfaced in the analytic process, of a situational momentum of moving through a 

school-to-clinic-to-psychiatric setting, of preschool-age children winding up with an ADHD 

diagnosis, and nurses in their discourse patterns demonstrated how children came to be diverted 

or directed into that pipeline. Most nurse participants in this study demonstrated conflicted 

language in relation to describing ADHD in preschool-age children – discourse patterns that 

affirmed psychiatric and DSM-style language and representations, but also alternative language 

and representations that undermined, replaced, or openly critiqued psychiatry and DSM 

characterizations of ADHD. 

Before going into detail about the participant response text under consideration, it is 

important to consider the stake orientations of myself as the investigator/interviewer and the 

participants as subjects of research/interviewees. This research and interview setting itself creates 

a set of subject positions and discourse patterns that underlie the body of work as a whole. What 

is the schema (or activity type with an understood structure, known to my participants), the 

activity type, of a research study?: (a) asking a question; (b) designing a method to answer the 

question; (c) collecting data; (d) analyzing data; (e) reporting findings. What is the schema of an 

interview?: (a) asking for the interaction and negotiating expectations (subject, time, place, 

compensation), and (b) performing the roles of interviewer and interviewee. What is the 

interviewee role? What is the interviewer role?  

I, as an investigator and interviewer, am setting boundaries for the interaction. I take the 

lead to set the subject, structure the interaction, and constrain and facilitate the set of responses 

that interviewees offer up. I have created a schema myself for the interaction, in which these 

respondents consent to participate. In turn, interviewees both accept and also challenge this 
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schema, in various ways, by taking up some or all of the following roles or subject positions: 

informant, witness, enforcer, mediator, whistleblower.  

Other roles that I and they also come to play, in the course of the interactions are as 

follows:  

 Me: Student or apprentice; White, middle class, Protestant-raised female; authority 

figure (by dint of interview position, level of education, or other status); university 

employee; disinterested party; interested party; colleague or peer; friend. 

 Them: All nurses, but various combinations of sex, race, ethnic, and religious 

identity; they are also students and apprentices, authority figures, and family 

members (of people with ADHD or ADHD behaviors). 

 Keeping in mind the potential for bias, I worked to mitigate respondent bias in several 

ways. I rephrased questions in order to frame a topic in different ways, to elicit different thoughts 

from participants and avoid respondents becoming habituated to questioning.  I attempted to 

have questions that kept respondents from feeling that there might be a “right answer” to them, 

in order to avoid acquiescence bias, or the desire to have their answers seem socially desirable. 

Several respondents also had children or family members themselves who had been diagnosed 

with ADHD or considered for that diagnosis, and when it was clear that they were responding 

with thoughts about their own children or family members, I explicitly directed them to then also 

respond thinking about the child patients with whom they interacted in their work settings. I gave 

them the thank-you compensation at the beginning of the interview so that if they decided to stop 

part-way through there was no question of their being thanked for whatever they had stayed to 

do, and to make sure that they did not feel pressured to answer in any particular way in order to 

ensure receiving the thank-you compensation. All participants completed the interview.  
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 To check my own biases, I did several things. I addressed confirmation bias by looking at 

the patterns I noticed and looked for places in respondents’ language where there might be an 

“opposite” pattern or no pattern (this is also termed “negative case analysis”). I began the 

interview with an open-ended, non-directive question of asking respondents to tell me about their 

experience with preschool-age children generally, and then focusing in more specifically on the 

topic of BEP, and then on the topic of ADHD, in order to avoid leading them in my questioning 

to words and ideas of my own about behavior and ADHD in preschool-age children. I worked to 

keep all questions as open as possible in order to avoid leading respondents. Although it’s not 

necessary for qualitative research, I made a point of trying to sample equally nurses in clinic, 

school, and psychiatric settings, in order to minimize bias in having nurses from only one setting 

(and mostly succeeded, except for not having the same number of clinic nurses as psychiatric and 

school nurses).  

 Finally, I wrote field notes within 24 hours of each session in order to keep a record of 

my developing ideas about the data (as well as to capture aspects of each interview that can’t 

come from audio recording). My field notes served as a place to remind myself of details of 

participant interactions, as a place to note experiences of the interview that might not be captured 

in audio recording but which might enhance findings, and to work to bracket, or “abstain from 

prior knowledge” and “set aside personal meanings and values” in order to freshly reflect on the 

topic at hand (Wertz et al., 2011, pp.125-6), and reduce bias. As an example, here is a sample 

from field notes:  

I think this [participant’s] stance is warring with my idealism, I guess - that no kid 

should be asked to “get with the program” if they're struggling. That's part of my 

privilege, I guess. These nurses see the herds come through, and they see the 
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heartlessness of the systems - how people will just get crushed, and they will use 

whatever tools are around to help them get through. 

BREAKDOWN OF FINDINGS 

 This section is divided into two main parts. First is a discussion of the specific details of 

language use of the 13 study participants (or what Fairclough would describe as description). 

Then there is a presentation of what the language demonstrates about participants’ relationships 

with their immediate social environments (Fairclough’s interpretation). Description and 

interpretation of findings are used to fuel a discussion in the final chapter of how participant 

language and relationships to the immediate social environment are related to the wider societal 

environment in which preschool-age children are being diagnosed with and treated for ADHD 

(Fairclough’s explanation).  

Description: Nurse language – discourse patterns in the text.  

 This section discusses choices participants made in their language – vocabulary, 

grammatical structures, interactional conventions, and larger-scale structure references – as they 

shared their thoughts on ADHD in preschool-age children. Specifically, the following features 

will be discussed: classification schemes, nominalizations, use of voice, use of softening 

vocabulary, formal and informal language, sentence structure, relational and expressive 

modalities, ideological content, absences of certain features, and extra-discursive elements. Once 

these have been described, they will be referred to in the next section of findings for how they 

build and illustrate a sense of nurses operating within their immediate social environments 

(Fairclough’s interpretation stage).  
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Classification schemes  

There is a set of categorizing activities from which participants draw in order to distinguish 

ADHD in preschool-age children, or which participants refer to but critique or consciously 

reject. These categorizations vary widely. Here is one excerpt from Participant Three for 

demonstration, with the specific discursive activity bolded (and with work setting and 

credential(s) noted at the end of the passage, in brackets): 

…(sigh) I guess that I would say offhand that I think ADHD is dramatically over-

diagnosed in this age group. I also think it’s dramatically under-recognized in 

this age group. I’m fearful that far too many children are given that label when 

they are rather active, obnoxious, normal-developmental children, but that 

children who, in some families are considered to be, “Oh, that’s just Timmy,” 

actually have significant issues that could be helped. [clinic PNP] 

DSM-driven ADHD classification schemes, for this participant, led to both under- and over-

diagnosis, pathologizing, and neglect of significant issues; her own scheme organized itself 

around modifying the DSM diagnosis, rather than accepting it. Here is another example of 

Participant Eight using a classification scheme: 

Because in a classroom situation, how this child [motions one direction] hears 

and understands a concept is different than how this child [motions another 

direction] learns and understands a concept.  It’s not that they’re not 

understanding it; it’s just that they’re understanding it differently.  But by the 

nature of how we set up our academic system, this is how it’s supposed to be.  

You don’t get to understand it this way. You do, but that’s not going to pass you. 
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.... So if you’re doing this because you’re not understanding it this way, that 

makes you the ADHD kid. [school RN] 

This participant does not orient the classifications around DSM diagnosing at all; instead, the 

effects of the design of the classroom are what drive the nurse’s classification scheme. Two other 

participants (outpatient psychiatric nurses working with preschool-age children) did offer up 

descriptions of preschool-age ADHD that seemed to uncomplicatedly confirm DSM 

classification. Finally, one last example of this wide variation in classification schemes among 

the nurses interviewed comes from Participant Five (a school RN), who commented, “I don't 

think they have a lot of examples anymore of what's a normal,” upon trying to discuss efforts to 

help parents and teachers understand the range of behaviors and reasonable expectations of 

preschool-age children.  

Nominalizations  

 Actions converted into noun form are frequently employed by every participant – it is a 

common language maneuver, but when we speak we make choices in what language we use. 

There is more and less use of nominalization among the nurses interviewed, so it is interesting to 

look at that language choice, for how and why nurses employ nominalization within this topic. 

Sometimes it is a way to make more general statements, but it also can be used as a way to 

formalize, or to speak in a way that sounds more professional or official. Speaking more 

professionally can be a way of creating more distance between people interacting, or a way of 

creating distance between an actor and her own actions. Here is an example from Participant 

Two: 

The teacher literally walked around with – for pretty much of the year with a vest 

on that said, “If – Then –” And so, if the child did this behavior, then they got 
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this reward. I mean it was a continuous positive reinforcement and redirecting. 

He had check marks, he had a timer on his desk so he knew he had to work for 

this – egg timer – amount of time and then he could move forward. [school RN] 

The respondent switched from discussing the teacher’s action to using nominalization, possibly 

to distance the teacher (and herself, possibly) from the action of the situation described (using 

“reinforcement” instead of, for instance, “The teacher reinforced desired behaviors”) and to 

focus on the child’s actions, as a way to indicate that the onus was on the child to change the 

situation. This idea is reinforced also in the way the following sentence is phrased: “he had check 

marks” rather than, for instance, “The teacher used check marks”. Here is also an example of 

when it is not used (with noted places italicized instead of bolded – from Participant Two 

[again]), for comparison: 

But I think the expectation for children that are 4 and 5 years old is beyond what 

is age-appropriate. And I think that that is, it’s stressful, but it’s demanding that 

the child be able to hit the ground running.  So, kids that have a problem sitting 

still and staying focused are behind from the get-go. They really are. And they 

aren’t functioning well in the classroom. [school RN] 

The use of the word “expectation” (rather than, for instance, “Adults around this child expect 

…..”) was used similarly by several other respondents. Here is another example, from Participant 

Three: 

And I think this all comes together in the same thing about, the children are not 

meeting parental expectations in a way because, perhaps, of their activity and 

what they’re doing and what they’re choosing to do, developmentally, the parents 

don’t know how to cope with that. Then I think it leads back to getting – wanting 
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them to be diagnosed with something because “I can’t do it right. I’m not being a 

good, effective parent. Therefore, there must be something wrong with the child. 

[clinic PNP] 

Using “expectation” this way could be a tool for speaking generally about the situation for 

children being considered for an ADHD diagnosis, but it also has the effect of distancing people 

from their actions, which can be a way of abstaining from having to consider one’s own thoughts 

and feelings about actions s/he is taking. Other common nominalizations used included the 

words diagnosis, development, agitation, aggression, stimulant, medication, and disobedience.  

Use of first-, second-, and third-person voice  

 The voice, or use of I, for instance, rather than we, you, or (s)he or they, can indicate how 

participants see themselves in relation to others and to the topic or assertion being discussed (a 

form of relational modality, or how a speaker relates in terms of authority to another person; 

Fairclough, 2015, p.142). Here again is an illustrative excerpt (with the focal terms bolded) from 

the 13 passages (this one is Participant Ten): 

 I mean we’ve had kiddos that have been doing okay in school, they have been 

fine and something happens in the home.  They’re shifted to go live with 

someone else. They’re now a CPS case under investigation.  They’re looking at 

foster care.  They’re now with grandma who isn’t up to speed on what they need 

and then it’s like – we see – then you see some of those like, maybe the kiddo was 

able to manage those behaviors and still do okay in school for a while. But now, 

the world has been rocked and we can’t – we can’t compensate the way that we 

used to.  Does that make sense? [clinic PNP] 
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All participants shift voice throughout the interviews, although some favor use of the first-, 

second-, or third person voice, or mixing them all up, more than others. Here is another example, 

from Participant Twelve: 

[So] between three and five I would expect them to know how to follow 

directions or to not be aggressive.  I think aggression is a huge like red flag for 

me.  If the kiddo is getting aggressive with me while I’m doing treatment or while 

I’m talking or just not listening in that way.  I would say that’s not what I would 

expect. Also like if they’re in school and they’re not able to function in the 

normal classroom with their peers like in the preschool class or at a daycare if 

they’re getting kicked out or getting sent home or if the parents have to go, go 

pick them up for some reason.  I would see that as like behavioral, or behavior 

that’s not typical of that age group. [psychiatric RN] 

This particular participant more frequently maintained a first-person singular voice throughout 

the interview in describing herself in relation to the children she saw, in contrast to others who 

varied their voice stance more in relation to the children, other teachers, and parents. This choice 

of pronoun by speakers can be an indicator of how that person feels about the topic or situation 

about which s/he is speaking – i.e., more or less confident, or that the topic is more or less 

sensitive, and so on.  

Use of softeners  

 Another form of modality is expressive modality, or a speaker’s sense of authority with 

respect to representing reality, or communicating certainty of what is real (Fairclough, 2015, p. 

142). Some participants had greater tendencies toward using words and terms to soften certainty, 
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including euphemistic terms and modal auxiliary verbs (i.e., may, might, must, should, can). 

Here is an example (with focal terms bolded – this is Participant Six): 

So, she did every – you know, she called the mom. They put him on medication. 

And then she was complaining that she thought he was being overmedicated 

because he was just sitting there. And she felt so bad that he just completely, like, 

was spaced out on the medicine. Maybe they just didn’t have the right dose and 

so they took him off of it. She talked to the parent and they took him off it. 

[school RN] 

Other examples of euphemism (besides “spaced out on the medicine” [rather than, for instance, 

“being moderately to severely sedated by medication”]) included phrases like “having a behavior 

issue” (rather than, for instance, “injuring other children by throwing furniture”) and “being a 

CPS case” (rather than, for instance, “being physically abused by his parent”). Here is another 

example of use of softeners from Participant Four: 

I think that for many reasons children are hyper, explorative, curious, especially 

in the populations that I deal with where there are a lot of other, in many of the 

families they’re larger family settings, that even comp- … well I’d say 

competition, but I guess competition is the right word for space, for attention. A 

setting like that can be a reason for creating - poor nutrition, lack of, hunger, not 

lack of hunger but hunger, not meeting basic needs and so on - can mimic what I 

guess, what I would consider to be hyperactivity, attention deficits, not being 

able to focus. So I think that if those things aren’t explored prior, then I think 

that that can create a setting where there’s impairment in the ability to adjust to a 

situation where there’s more routine. [clinic FNP] 
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This participant’s frequent use of “I think” and “I guess” and of the modal auxiliary verb form 

“can” all work to soften the statements contradicting DSM diagnosis, by drawing attention to the 

statements not as universal reality but as this particular participant’s thoughts, and by using verbs 

suggesting that other explanations are viable; there can be ADHD diagnosis, but often there are 

other ways to describe what is happening for preschool-age children. Respondents might use 

these softeners when they are talking about topics on which there might be disagreement, or 

when they think their comments might generate strong feelings in the listener. 

Formal/informal language  

 Formal and informal language use was another form of relational and expressive 

modality that was considered. All participants had a mixture of formal (mostly in the form of 

clinical jargon) and informal (slang, terms of affection, and vague terms [“stuff”]) language in 

their interviews. Depending on their levels of certainty about having the truth at hand and about 

having authority relative to others, they spoke more and less formally and informally. Here is 

another example (from Participant Two – formal is bolded, informal is italicized):  

Besides the fact that they’re disrupting all the other kids that are trying to learn, 

but they’re missing those key principles that they need to help them throughout 

their school career. Right from the beginning, they are getting phonics and 

learning letters, and learning numbers, where we were spending half our day on 

the playground. And so, if they’re missing those key components right from 

kindergarten, they are gonna struggle for a long time. Especially if they’re 

struggling with a disease process called ADHD.  So, they’ve got two strikes 

against them. I think that it affects their whole entire life. [school RN] 
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This participant moves in and out of formality and informality seamlessly, as does this one, 

Participant Twelve (used with a previous example): 

[So] between 3 and 5 I would expect them to know how to follow directions or to 

not be aggressive.  I think aggression is a huge like red flag for me.  If the kiddo 

is getting aggressive with me while I’m doing treatment or while I’m talking or 

just not listening in that way.  I would say that’s not what I would expect. Also 

like if they’re in school and they’re not able to function in the normal 

classroom with their peers like in the preschool class or at a daycare if they’re 

getting kicked out or getting sent home or if the parents have to go, go pick them 

up for some reason.  I would see that as like behavioral, or behavior that’s not 

typical of that age group. [psychiatric RN] 

Others switch more carefully from using formal language at one point to informal language at 

another. Here’s one participant, Seven, who stayed more formal than others in the interview: 

You don’t know if it’s more related to attention deficit, executive functioning 

deficit, or if it’s more related to oppositional defiance, or other types of 

behaviors, or irritability, to depending on if they have mood instability 

issues. I know that our facility, one thing - I’m not sure if the psychiatrist on 

our, on the children’s unit does it?, but there’s a psychiatrist on one of the 

older neuro units. They have a quantitative, or qualitative E-, quantitative 

EEGs where they – it’s kinda like an fMRI, but with an EEG, and they get a 

baseline reading, and then they add a psychostimulant, and they get another 

reading, and to see if there’s more organization, specifically in the frontal 

lobe, to see if that helps. So that’s one diagnostic criteria that I’m aware of, that 
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kinda helps guide treatment a bit more. And I would imagine if there is – 

because the kids on our unit, they do get qEEGs, and if they have, if they show 

dysfunction in terms of the frontal lobe regions, it might be suggested that they 

have, or it might just add to the clinical picture of ADD/ADHD. [psychiatric 

RN] 

This participant notably used more formal and clinical language than other participants and 

stayed formal and clinical consistently through the interview. Choice of informal and formal 

language varied based on work settings and possibly also depending on how much they 

empathized with preschool-age children (this will be discussed in more depth in the next sections 

and chapter).  

Use of repetition, gesture, tone, and movement in speaking 

 Some participants conveyed meaning using both sentence structure to repeat phrases or 

words, and therefore emphasize, and also by using their bodies: gestures, tones of voice, and 

other physical manipulations. Here is a strong example (from Participant Eleven - bolded text is 

pressured, louder, staccato speech, accompanied by jerky movements of arms and legs, 

standing and turning in place; italicized text is use of repetition): 

The kid with ADHD is the kid that does that. They will be playing by 

themselves.  They will look at the kid’s toys across the room.  They will go and 

they’ll start playing with those.  Then they’ll look somewhere and then they’ll 

go and they’ll start playing with those.  They can’t just be by themselves.  

They are wanting to, not hurt the other kids by taking their stuff but they 

just – their impulsivity is worse than the average child. [psychiatric RN] 
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Another notable use of repetition came from Participant Thirteen, who uses it to emphasize 

points of discussion involving what’s required of children in order to avoid diagnosis with 

ADHD: 

You have to be able to make it through a school setting, and then – I mean, there’s 

always the outliers, right, the people that are able to do – make – create a 

business, or do things from nothing.  But most of us have to go through school, 

most of us have to graduate from school, from high school, and then we go to – 

we have to try to get into college.  And we’d go through college, we have to 

graduate from college, we have to get a job, you have to be able to make it in the 

job environment where we have a boss, where we have to listen to our boss, and 

our boss has a boss.  So there’s always gonna be somebody that has an 

expectation that we behave in a certain manner, and we have to be able to interact 

with authority appropriately, right, and have respect for authority. [psychiatric 

RN] 

Thirteen conveys the pressure of needing to conform to societal expectations by using the 

repetition to convey the many different points in life at which children and then adults are 

directed to design their lives in one way and not another. Noticing the use of repetition and 

gesture adds weight to interpretations of respondents’ words.  

Ideological content  

 Fairclough defines ideologies as “representations of aspects of the real world that are 

open to normative critique yet also necessary to sustaining existing social relations and relations 

of power and the forms (economic systems, institutions, etc.) in which they are embedded” 

(2015, p.32). Ideology is also often referred to as the “common sense” beliefs that structure a 
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society – they are sometimes not very visible and it takes effort to make them apparent as belief 

systems (or to imagine alternative systems). While all participants did demonstrate pieces of 

speech that reflect ideological underpinnings, not all participants demonstrated an awareness of 

ideological content in their thoughts - but several did. Thus, those pieces of speaking are marked 

as ideological content because some participants are consciously critiquing those expressed idea 

systems (so it is not me naming them as ideological, or not just me – they are calling attention to 

ideology in these examples). One example (Participant Thirteen, again) of a consciously-

critiquing participant was as follows (and the ideological system she critiques is bolded): 

You have to be able to make it through a school setting, and then – I mean, 

there’s always the outliers, right, the people that are able to do – make – create a 

business, or do things from nothing.  But most of us have to go through school, 

most of us have to graduate from school, from high school, and then we go to – 

we have to try to get into college.  And we’d go through college, we have to 

graduate from college, we have to get a job, you have to be able to make it in the 

job environment where we have a boss, where we have to listen to our boss, and 

our boss has a boss.  So there’s always gonna be somebody that has an 

expectation that we behave in a certain manner, and we have to be able to 

interact with authority appropriately, right, and have respect for authority. 

[psychiatric RN] 

Another participant also commented on the school setting in a manner reflecting ideological 

critique (Participant Eight, quote used previously for a different example):  

Because in a classroom situation, how this child [motions one direction] hears and 

understands a concept is different than how this child [motions another direction] 
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learns and understands a concept.  It’s not that they’re not understanding it; it’s 

just that they’re understanding it differently.  But by the nature of how we set 

up our academic system.  This is how it’s supposed to be.  You don’t get to 

understand it this way.  You do, but that’s not going to pass you. .... So if 

you’re doing this because you’re not understanding it this way, that makes 

you the ADHD kid. [school RN] 

Other pieces of ideological content which participants used to discuss ADHD in preschool-age 

children were, summarily, ADHD belief, beliefs about children, and the medical model of health 

and health care. Noticing where participants openly call attention to their own perspectives on 

ideological content helps to support correctly interpreting their speaking intentions and 

perspectives on their work with preschool-age children. 

Extra-discursive elements  

 Within these social interactions of nurses working with preschool-age children with an 

ADHD diagnosis or with consideration of one, there are aspects of reality that are extra-

discursive – bodies, material resources, institutions, and systems – that influence the discursive 

reality in play in these interviews. Work settings for nurses and substances that alter bodies – 

medications, and especially stimulants – are two extra-discursive elements that surface 

frequently and reliably in participant interviews. Here is an example (from Participant Nine): 

So we tried her on Ritalin, which is like a four-hour, immediate release one. It 

was like a magic switch. She was doing so much better. Just the second time we 

saw her, that was like two weeks after we start her on stimulants, she was so 

much better. Actually the first time ever I saw her sitting on the floor and start 

playing. Before she wasn’t able. She was jumping everywhere. Her mind was just 
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racing all the time. She couldn’t really even focus on playing with one toy, and 

finally she was sitting down. She was playing. That was a big deal for her parents. 

[psychiatric RN] 

All of the participants described seeing medications affect children markedly. Here is another 

example, from Participant Six: 

So it’s a behavioral issue. It’s a behavior – it’s different from a medical, but it’s 

still, you know… So, she [teacher] did every – you know, she called the mom. 

They put him on medication. And then she [teacher] was complaining that she 

thought he was being overmedicated because he was just sitting there. And she 

felt so bad that he just completely, like, was spaced out on the medicine. Maybe 

they just didn’t have the right dose and so they took him off of it. She talked to 

the parent and they took him off it. [school RN] 

Work setting was the other extra-discursive element that consistently surfaced as an influence on 

the discursive activity of describing ADHD in preschool-age children (from Participant Eight): 

… I’m looking objectively and watching [for] the child that consistently is 

bouncing, especially by springtime.  And that observing that that teacher is 

having to frequently redirect that child back to the herd.  Because, like I say, my 

exposure with any consistency is pretty minimal, but the transition time that I’m 

there is consistent because I’m there at a set time during the day.  … They’re 

having to travel from one designated area back to the classroom or 

somewhere.  That would be for like the three- and four-year-olds.  Once you get 

to kindergarten you’re seeing by then the behavior stuff has manifested itself as 
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that kindergartener in the front office.  So I can see at all three schools who’s 

in the front office being, having a behavior issue. [school RN] 

The school system is used as a yardstick against which the “herd” of children are measured. 

Children at all schools in this participant’s work assignment are perceived through this 

institutional filter, and the effects of interacting with the system are very concrete (assimilation 

into the system or rejection from it), and thus have an extra-discursive quality.  

 Another example of a work setting extra-discursive element influencing discursive 

activity was in Participant Seven’s description (used earlier in discussing formal language) of 

how quantitative electroencephalography (qEEG) influenced clinical assessment: 

They have a quantitative, or qualitative E-, quantitative EEGs where they – 

it’s kinda like an fMRI, but with an EEG, and they get a baseline reading, and 

then they add a psychostimulant, and they get another reading, and to see if 

there’s more organization, specifically in the frontal lobe, to see if that helps. 

So that’s one diagnostic criteria that I’m aware of, that kinda helps guide 

treatment a bit more. And I would imagine if there is – because the kids on our 

unit, they do get qEEGs, and if they have, if they show dysfunction in terms of 

the frontal lobe regions, it might be suggested that they have, or it might just 

add to the clinical picture of ADD/ADHD. [psychiatric RN] 

Physically manifesting the electrical activity of the brain and attempting to correlate that to 

diagnostic activity and child behavior is another example of work setting extra-discursive 

elements influencing discursive activity. 
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Interpretation 

 These components of text description just covered will now be used to conduct 

Fairclough’s next stage of analysis, interpretation. In the activity of interpretation, nurse study 

participants and their texts are considered in their relationships to their immediate social 

interactions – specifically, in relation to these surfaced extra-discursive, contextual elements of 

work setting, those being primary schools, primary care and pediatric clinics, and psychiatric 

clinic and hospital settings. Other text features in the descriptions stage will also be used to 

discuss the discourse types and differences in social interactions in these settings.  

 In some disciplinary traditions this stage of analysis might be included in a study’s 

discussion and conclusion sections rather than in a findings chapter. Indeed, what Fairclough 

calls the last stage of his analytic method, explanation, is actually in the last chapter of this 

dissertation, whereas Fairclough may have directed that explanation was still part of analytic 

activity and thus part of this chapter’s study findings. For this study, Fairclough’s description 

and interpretation stages are both structured as part of study findings – the activity of examining 

the data available and pulling out elements of the data to consider, to describe and to interpret. 

This choice of including interpretation as part of the activity of analysis rather than part of 

discussion and conclusion highlights the fact that in this type of qualitative research, the 

interaction of the analyst with the data is itself part of the data to be examined. Findings of the 

description and interpretation stages of Fairclough’s method will be used to conduct the 

explanation in the discussion and conclusion of this study, which includes discussion of my (the 

researcher’s) interaction with the collection and analysis of the data.  
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Nurses’ Immediate Social Environments – Schools, To Clinics, To Inpatient Psych, 

Another Pipeline 

In this next section, the analysis is focused on what interpretations participants are giving 

to their situational and intertextual contexts (that is, situationally, what’s going on, who is there, 

in what relations, and what is language’s role; and intertextually, what are the pre-existing 

discourses participants are drawing on), and on differences between participants. Interpretations 

of participants are grouped roughly into work settings, which act as an extra-discursive element 

interacting with the subject positioning and intertextualizing that the participants do. While work 

settings influence participant interpretation, how participants use discourse types in each setting 

will show how they negotiate and occupy different subject positions within those common 

settings.  

School nurses  

The five school nurses interviewed demonstrated a range of approaches to discussing and 

addressing preschool ADHD, but in ways that often problematized the concept and conventional 

treatment approach. They could easily describe how the extra-discursive element of the school 

environment spotlighted the children whose energy and distractibility made them the focus of 

intervention (see the previous example of Participant Eight: “I’m looking objectively and 

watching [for] the child that consistently is bouncing, especially by springtime.  And that 

observing that that teacher is having to frequently redirect that child back to the herd.”), but they 

simultaneously talked of how inappropriate the school setting expectations were of this age range 

of children, using language that allowed them to create some distance between themselves and 

the ideas (in the form of nominalizations, especially using the term “behaviors”), or using 

language to communicate the urgency of the problem of setting up children for failure at the 
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beginning of the school experience (in the example of the gerund-ing nurse: “it’s demanding that 

the child be able to hit the ground running.  So, kids that have a problem sitting still and staying 

focused are behind from the get-go.”). There was a lot of the activity of nurses using the term 

“behavior”, a nominalization, and that term in and of itself is notable for its origins, most likely 

representing lingering use of the Skinnerian approach known as behaviorism, which was at its 

peak of popularity in the mid-20th century. B.F. Skinner was a U.S. psychologist and early 

pioneer of behaviorism, very popular for his efforts to remove the guesswork from psychology 

and make it more scientific (Chomsky, 1971). More will be said in the next chapter on 

(Fairclough’s analytic step of) explanation about ideology and power dynamics in relation to the 

behaviorist movement. 

Other text features that showed school nurses problematizing the idea of ADHD in 

preschool-age children were the use of formal and informal language and of words used to soften 

a position or statement, possibly in anticipation of a poor reception of their critiques of 

perceiving and addressing ADHD in preschool-age children. The one nurse (Participant Two) 

who moved seamlessly from formal to informal terms and speaking (“Right from the beginning, 

they are getting phonics and learning letters, and learning numbers, where we were spending 

half our day on the playground. And so, if they’re missing those key components right from 

kindergarten, they are gonna struggle for a long time.”) used the moments of informality to 

soften her critique of the school setting expectations, but possibly also to evoke sympathy for the 

children caught up in trying to meet these expectations – Participant Two is pragmatic in 

simultaneously naming the faults of the system while also endorsing the use of treating with 

medication in order to prevent compounding their behavior struggles with failing in school. The 

other nurse used to show an example of softening, Participant Six, used “just” and qualifiers such 
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as “kind of” a great deal, to seemingly try and encourage teacher colleagues to temper the 

strength of their complaints to parents of children with problem behaviors, to soft pedal while 

making a point. Six also chose to offer a story of a child who was put on stimulant medication 

and responded so poorly to them (“spacing out on the medicine”) that the teacher asked the 

parents to stop medicating the child.  

Clinic nurses  

Nurses spoke differently in different work settings, including the three primary 

care/pediatric clinic nurses. One clinic nurse (Participant Three, a PNP) very succinctly 

illustrated a problem with the DSM-ordered representation of ADHD – in the example of 

classification schemes, Three described ADHD as both over-diagnosed and under-recognized. 

This excerpt represents another attempt (commonly made in nurse interviews) to wrestle with a 

discourse type (that is, DSM-defined or medically modeled ADHD) that Three does not find 

helpful in dealing with the complex reality of preschool-age behavior.  

The other example of text feature from a clinic nurse (Participant Ten, a PNP) was to 

demonstrate shifting use of voice (first-, second-, and third-person speaking). Ten spoke of 

“they” in describing preschool-age children’s paths towards exhibiting ADHD behaviors 

(including undergoing traumatic experiences, euphemized as becoming a “CPS case under 

investigation”), and then switches to “we” in coming to the end of that process – “we can’t 

compensate the way that we used to”. The shift in voice represents an expressive solidarity with 

the child patients about whom Ten speaks – it’s not just him or them, but all of us who would 

respond as he/they do to the litany of insults Ten describes.  

The clinic nurses in pediatric or primary care settings broke consistently toward rejecting 

the discourse types of the DSM-medical model (even though it is still possible to find moments 
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of use of DSM diagnosis; those moments were not consistently present in all interviews, whereas 

these rejections were evident in all interviews). Instead they favored narratives that were highly 

personalized and that were also driven by developmental theory and trauma-informed care 

discourse types, allowing (sometimes) for a wider spectrum of behaviors and growth trajectories 

to play out for preschool-age children.  

Psychiatric nurses  

In contrast, the three nurses working in outpatient clinics with a psychiatric focus were 

less conflicted in their language about the diagnostic process with these children. And in contrast 

with those outpatient psychiatric clinic nurses, two nurse participants working in residential 

psychiatric facilities had glaring critiques of this inpatient destination, simultaneously working in 

these settings but offering up language and content that explicitly condemned what was 

happening for preschool-age children in these settings (who were there not because of ADHD 

but for issues related to self-harm or harming others - but about whom the nurses talked in 

discussing their ADHD-related behaviors). Psychiatric inpatient was a bridge too far. The five 

psychiatric nurses working with children in these settings accepted or tolerated the discourse 

until it meant watching preschool-age children try to cope with institutionalization.  

The relational values of the text of the group of psychiatric nurses range widely, from a 

stance of seeing patients as moldable using medications to one of identifying as a fellow ADHD 

patient, and they often operate within the same person, although there are tendencies toward one 

stance over another. These subject positions are in relation to the patients, but also in relation to 

the imagined audience hearing our interviews. Thus, the nurses are choosing what they think 

their audience, me and the ones our work will be shown to, wants and needs to hear. Examples of 

relational value were presented earlier – the nurse demonstrating ADHD behavior in describing 
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child patients flitting from one place to another in a room is the fellow ADHD-diagnosed nurse 

(with louder speech and gesturing, “They will be playing by themselves.  They will look at the 

kid’s toys across the room.  They will go and they’ll start playing with those.  Then they’ll look 

somewhere and then they’ll go and they’ll start playing with those.”), whereas another 

participant demonstrated the “magic” of stimulant medication transforming a child’s behavior 

(“It was like a magic switch”). The ADHD-identifying nurse wants us to imagine the child with 

ADHD, unable to settle into solo play. The nurse speaking of “magic switches” wants us to 

understand the power of stimulant medication to render a child’s behavior manageable and 

receptive to therapy.  

One participant (Thirteen) demonstrated a relational value of revealing and condemning 

the ideological content shaping the structure of her work. The example of ideological content 

presented earlier (the “common sense” of what is expected of us all, generally, as we live and 

grow up [go to school, get a job, respect authority]) shows a nurse speaker who both described 

the expectations that scaffold the behavioral goals of the children with which she works, but at 

the same time, her interview was peppered throughout with the phrase, “They don’t understand”, 

in reference to the preschool-age patients (see the full passage in Appendix C, Table 2). By 

highlighting the ideological goals of her work in juxtaposition with the reality of preschool-age 

existence (which lacked, relatively, experience of and information about the concept of 

“respecting authority”), she pointed out the illogic of working with these children in that 

expectation environment (although, to be clear, inpatient confinement was not about ADHD per 

se, it was about trying to stop or prevent self-harm or harm to others. I do include it because in 

discussing ADHD in preschool-age children the nurse’s own thoughts led to reflecting on the 

road taken when her patients began receiving MD diagnoses, including ADHD as a likely first 
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diagnosis and thus entry into the psychiatric setting, eventually landing in the hospital). Thirteen 

demonstrated attempts to create a new discourse by simultaneously sharing experience while also 

condemning it, creating space to ask the question of what should be happening, instead. To 

summarize, the five psychiatric nurses in this sample displayed a wide variety of stances that was 

not so evident in the group of school nurses or clinic nurses. 

Personal experiences in family settings  

Nurses were greatly influenced in all work settings by personal experiences of ADHD in 

family members, and these experiences swayed them both to endorse and condemn the pre-

existing discourses about ADHD and preschool-age children with which they interacted. 

Participant Nine (a psychiatric RN), for instance, found the effect of stimulant medication on a 

family member to be magical in transforming behavior, while Participant Ten (a clinic PNP) 

discovered a satisfactory alternate explanation of a preschool-age family member’s behavior 

outside the diagnosis of ADHD that was being made, averting pharmaceutical treatment. Both 

nurses stated that their experiences with family members (very happily) transformed their 

clinical practice. Several others also related stories of family members and related those to 

changes in clinical perspective.  

Experience as mediator of interpretation  

Newer, less experienced nurses were more committed to/ less conflicted in their language 

about diagnosis and treatment of ADHD. Here is Participant Twelve (a psychiatric RN; note the 

relative absence of nominalizations and the use of one particular softener): 

Sure, so between 3 and 5 I would expect them to know how to follow directions 

or to not be aggressive.  I think aggression is a huge like red flag for me.  If the 

kiddo is getting aggressive with me while I’m doing treatment or while I’m 
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talking or just not listening in that way,  I would say that’s not what I would 

expect - also like if they’re in school and they’re not able to function in the 

normal classroom with their peers like in the preschool class or at a daycare if 

they’re getting kicked out or getting sent home or if the parents have to go, go 

pick them up for some reason.  I would see that as like behavioral, or behavior 

that’s not typical of that age group. 

This participant’s unusual (in this sample) choice of this particular modal auxiliary verb “would” 

could represent the respondent’s relative lack of experience and need to hypothesize future 

actions to be taken, rather than relying solidly on referring to past experiences (which may be 

fewer than is comfortable for the respondent to speak experientially). And unlike other 

respondents, Twelve explored alternative explanations for behavior much less frequently.  

 Some newer, less experienced respondents also made points at moments, however, that 

did problematize clinical practice, perhaps demonstrating the value of fresh eyes as they 

critiqued clinical practice limited to seeing a subset of patients. For instance, Participant Seven 

spoke of studies demonstrating clinicians switching adult (with bipolar diagnosis) and child (with 

ADHD diagnosis) patient populations with each other, but persisting in diagnosing what they 

usually saw - bipolar disorder (what adult clinicians were used to seeing) in the children, and 

ADHD (what pediatric clinicians were used to seeing) in the adults.  

…[You] have adult clinicians and pediatric clinicians. You had this group of kids 

and this group of adults who exhibited that pathology, and they switched the adult 

clinicians and the pediatric clinicians, and the adult clinicians, even with the kids, 

were more likely to diagnose bipolar, and the pediatric clinicians were more likely 

to diagnose ADD/ADHD …. [psychiatric RN] 
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Note the absence of softeners and nominalizations. Simultaneously the example illustrates a 

complicating insertion by the participant, a description of shifting baseline, where perception of a 

phenomenon changes over time away from an original reference point, thus invisibly shifting our 

ideas over time regarding baselines of normalcy (shifting baseline is a borrowed ecological 

concept, as seminally described by Pauly, 1995, but incredibly relevant for this topic). Here’s 

another participant (Five, a school nurse) describing a sensation of shifting baseline: “…I don’t 

think they [parents, teachers] have a lot of examples anymore of what’s a normal…”. 

Accumulated experience acts as another discursive element that leads nurses to complicate or 

deconstruct tidy pictures of disorder and treatment.  

SUMMARY 

 Interviews were conducted with 13 nurses on the topic of ADHD in preschool-age 

children. Interview texts were analyzed in the first two of three stages – description and 

interpretation. In description examples were discussed relating to various textual features of 

relational, experiential, and expressive value, and pre-existing discourses were identified. In 

interpretation, how those textual features were used by nurses to situate themselves in their 

immediate social environments was considered. Nurses participated in these societal discourse 

systems but used their language to make that participation problematic, for the most part. In 

explanation, which is done next in the final chapter of this dissertation, those processes will be 

discussed at a societal level – involving how nurses are influencing and influenced by their wider 

societal environments. 
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Chapter 5: Summary, Discussion, Implications, Conclusion 

SUMMARY 

 To reiterate the context for this study: there is a trend of diagnosing ADHD in preschool-

age children, and some controversy about that trend. To answer the question, “How do nurses 

talk about ADHD in preschool-age children?” in order to understand how it comes to be that a 

child of preschool-age is diagnosed, a discourse analysis was conducted of 13 interviews with 

nurses who have cared for preschool-age children.   

FINDINGS  

 Interview texts were analyzed in three stages: description, interpretation, and 

explanation. In description, examples were discussed relating to various textual features of 

relational, experiential, and expressive value, and pre-existing discourses were identified. In 

interpretation, how those textual features were used by nurses to situate themselves in their 

immediate social contexts was considered. Nurses participated in these societal discourse 

systems but used their language to make that participation problematic, for the most part. In 

explanation, as follows, all analytic stages are synthesized. Those processes are now discussed at 

a societal level, integrating (a) the description of how these nurses make speaking choices in 

their reflected in textual features previously examined, and then (b) the interpretation of how 

nurses interact with their immediate social contexts reflecting influences and their influencing of 

work contexts and personal experiences, and finally, how (c) in those text choices and social 

interactions they influence and are influenced by the wider social environment. The wider 

societal environment is represented here as the infrastructural systems in which these nurses 

make ideological considerations and consider power dynamics. 
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Explanation: Reinforcing and Resisting a Status Quo  

In this final section, the analysis is focused on how power relations at situational, 

institutional, and societal levels shape the discourse of the nurse participants about preschool-age 

children with ADHD, and how participants in turn shape societal discourses, both determining 

and being determined by social processes surrounding the identification and addressing of 

ADHD in preschool-age children. These participants do this determination work via an 

infrastructural pipeline, psychiatric ideology, child ideology, and (by not participating in) 

emerging adverse childhood experience (ACEs) ideology. 

A pipeline – school to clinic to psychiatric setting  

The school nurses are positioned to have the widest perspective (relative to clinic and 

psychiatric facility nurses) on the spectrum of child behavior and character, because they see 

more of the preschool-age child population than clinic or psychiatric nurses working in those 

health care settings. This wide perspective allows for some children being considered for ADHD 

diagnosis to escape a pipeline, or an irresistible situational momentum of diagnosing and treating 

for ADHD built by deeming some behavioral and emotional problems (BEP) in children as 

unable to be resolved within existing constraints of circumstance (like school, as currently 

designed). School nurses frame a child’s character and behaviors in such a manner as to divert 

them from the pipeline leading to a clinic visit. School nurses drew from a wider variety of 

conceptualizations and characterizations of child behavior than did clinic and psychiatric nurses 

in their interviews, using more varied classification schemes, less formal language, more 

softeners, and more use of voice expressing relational solidarity with the children. Here’s 

Participant One: 
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They don’t get the treatment they need until they’re older. I had one child – he, 

pretty much mom said they noticed his behavior in kinder-. She didn’t want him 

medicated. She thought maybe he’d be able to outgrow it or something. And, she 

didn’t get him medicated until fourth grade. But, by that time, he was already 

failing, he had no friends….. So, I see that side. I’m not against it [using 

medication] at all. I just wonder, how is it diagnosed so young given that there’s 

the maturity factor, and then all the ACEs, and just environment in terms of 

whether or not they had any kind of parameters at home – only children that have 

never ever had to share with anybody coming in, and then have to learn. All of 

that, they have to take into account. And, I don’t know if doctors do that. So, I 

mean, really, it makes me always wonder [laughs] what are you guys doing. 

[school RN] 

Clinic and psychiatric facility nurses are respectively exposed to a smaller subset of 

children deemed in need of clinical assessment, and then of an even smaller subset of children, 

and an even more focused assessment and what seems like a more limited repertoire of treatment 

options. The willingness and ability of school nurses to carry a wider range of perspectives on 

preschool child behavior was maintained to a certain point by primary care and pediatric clinic 

nurses but gradually narrowed, especially with psychiatric clinic nurses, who worked in 

environments where the expectation of the system and the players inside of it were that a 

problem would be identified and resolved, the point of interest being mostly the child and 

sometimes the family, but never the wider social or societal environment. Once a child becomes 

diagnosed in a clinical setting, it becomes difficult to impossible to then ever leave behind that 

diagnosis – the pipeline effectively forces children to stay diagnosed, once diagnosed. The 
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information concretizes, and stays in medical charts, becomes part of the oral history passed 

from clinician to clinician, teacher to teacher, and stays in the minds of any people on the 

receiving end of that information, as a frame to resort to, whether helpful or not, when there is a 

question about emotional and behavioral struggles. Here is Participant Four (a clinic PNP):  

I think sometimes it’s extremely important to do that [diagnose ADHD early, in 

preschool] and sometimes it’s not. I think it’s, what do we do with that 

information? I mean if I say, “Okay, now I can label this child as ADHD and 

…”…Medication obviously is a factor in that, but I just I also think that labeling 

can create … As long as we’re clear on what that means, I think it could be 

helpful, and if we still are willing to look at the whole Gestalt, not just, “Okay, 

now I’ve got an ADHD child and in the classroom they’re going to be …” I mean 

I don’t want self-fulfilling prophecies. I don’t want a parent, a teacher to, “Oh, 

God. I’ve got an ADHD child.”  I mean I think we have to just be very careful of 

being as open as we can be to who that child is and really be able, unfortunately, 

we just can’t take the time to develop that child I think in the way that probably 

benefits them the most and overstimulating a child. There’s, God, sports and this 

and that and oh my God. 

With the psychiatric nurses, there was cooperation and working inside of the psychiatric 

setting, but simultaneously an open critique of the system and stances of protecting the children 

from the system, from the pipeline, in order to try to avoid exacerbation of the child’s struggles. 

The pipeline exists but is also resisted, for children of preschool age (Participant Seven [a 

psychiatric RN]: “I don’t really think they have a very large capacity to pay attention, and all of 

them are probably, I would say, symptomatic, maybe, maybe subclinical, or sub-syndromal.”). 
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Nurses involved at all points along the school-clinic-psychiatry pipeline have some acceptance of 

their role in conventionally assessing and treating preschool-age children with ADHD, but they 

also resist it. They offer and act on alternative explanatory models, naming inadequacies of 

conventional explanations and using alternative approaches in treatment, while children are in 

this setting.   

Behaviorism and psychiatric language 

Nurses saw both assistance with and obstruction of resolving a child’s struggles with 

family and school, in using the ADHD concept and its diagnosis and treatment paths (Participant 

Four, a school nurse: “I think sometimes it’s extremely important to do that [diagnose ADHD 

early, in preschool] and sometimes it’s not.”). Using the concept has a limited utility for having a 

shared understanding of the child struggle at hand – but that can easily be subverted for purposes 

not clearly directed at the benefit of the child, the family, or society as a whole. For instance, in 

spite of well-established evidence that mind-body dichotomous conceptualizations of human 

physiology and health don’t really hold up against actual lived experience, nurses’ reflections 

demonstrate, consciously and unconsciously, that mind-body dichotomy discursive habits still 

surface in classification schemes (i.e., Participant Eight [a school RN)]: “I think there’s a brain 

chemical thing for some ADHD…”, and Participant One [another school RN): “The posterior 

part of your brain is where you store your knowledge…”). A child’s struggles may be controlled, 

but not ultimately resolved.  

For a strong majority of these nurses (11 of 13), using the ADHD construct did not seem 

to clearly and routinely help (at least, not in the way that’s intended) a nurse to help a child learn 

how to negotiate his or her way in the world and with its inhabitants. However, the construct 

does seem to provide a path for guiding a child through health care, educational, and 
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employment infrastructure (demonstrated in the extra-discursive elements of work setting) that is 

focused on positioning people to function smoothly within capitalism (Participant Thirteen 

[psychiatric RN]: “…[We] have to graduate from college, we have to get a job, you have to be 

able to make it in the job environment where we have a boss…”). There is an awareness and 

some basic critique of economic and political discourse drivers of health care, education, and 

employment infrastructure. However, there is not evidence of these nurses having had a 

collective sense of options or agency about those drivers. Rarely did the conversations reach the 

level of nurses taking or having the opportunity to imagine alternate societal arrangements, based 

on dynamic forces of learning and evolving into new arrangements. Nurses did, however, fight at 

times for children to be considered and seen outside of the ideological forces framing an ADHD 

diagnosis and treatment, when the level of cost is estimated to be too high for those children if 

the nurse does not fight (i.e., Participant Thirteen again, “They don’t understand”, and 

Participant Two [school RN], “…I also want them to be babies, you know? They’re three and 

four years old…”). 

Behaviorism as a movement also deserves some specific attention because nurse 

interviews were so rife with use of the term “behaviors” and concepts of behaviorism to try and 

distinguish ADHD from not-ADHD, and to frame treatment approaches and therapy. Proponents 

of behaviorism appreciated the attempt to make working with behavior change more “scientific”, 

by focusing on observable behaviors rather than on trying to understand internal, less detectable 

processes going on inside of us. Nurses had clearly received education and training designed to 

operate according to behaviorism concepts – but some of their most distressed moments of 

conversation came in communicating that, while behaviorist approaches may extinguish 

undesirable ADHD behaviors in children, they make little to no room for empathizing with 
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children or negotiating the existence and importance of inner mental and emotional lives. Here is 

Participant Two again (“…if the child did this behavior, then they got this reward. I mean it was 

a continuous positive reinforcement and redirecting….”) at another point in the interview: “…I 

also want them to be babies, you know? They’re 3 and 4 years old. [laughs]... They should get to 

be babies, yeah. [laughs] Sadly, they don’t think 5-year-olds are babies anymore.” It seems like a 

safe assumption that the laughter is not because she finds the situation for preschool-age children 

amusing. Laughter can be an indicator of strong feeling, irony, or nervousness at making a 

statement a listener might find troubling or disagreeable. Even when they specifically use 

behaviorist concepts, they also communicate feeling troubled in some way by the situation they 

find themselves and these children in. Part of why nurses may decide to reject an ADHD 

diagnosis and turn to an alternative explanatory framework may be to strive towards a more 

holistic approach. Psychiatric nurses are seeing the children ostensibly who have already 

undergone nurse-patient experiences in schools, clinics, or both, and have passed through those 

interactions to where the explanatory framework options have narrowed to 

psychiatric/psychologic representations of disorder and behavior. 

Ideas about children  

There also seems to be a level of ideological struggle about children. While there are 

moments in the nurse interviews of entreaties to hold up an alternate paradigm for children – use 

of more tolerant developmental theory discourses, for instance, from Participant Ten; endorsing 

the idea of play as the true work of children, from Participants Eleven and Two – they are also 

required by dint of education, training, and employment structures and paradigms to participate 

in the established discourses of the medical model, the DSM system, and the use of health care 



   
 

138 
 

and education infrastructures as chutes to funnel workers toward job conditions mostly requiring 

submission to authority – having a boss. 

Nurses who pointed out social determinants of child mental disorder are at a disadvantage 

because the solutions to social drivers of illness identify reforming social structures as part of the 

solution, rather than creating profit-making services or products. Reforming social structures 

requires consideration of why systems were set up the way they were. These questions raise 

further discussions of what children are for, what we should be doing with them. Asking 

philosophical, existential questions about the why and how of children, beyond continuation of 

the species, is not a practice that automatically leads back to perpetuating economic and political 

arrangements that currently stand. Nurses participate in these societal processes of negotiating 

our collective self-organization, both determining and being determined by education and health 

care infrastructures.  

What is not mentioned 

While nurses in the aggregate did mention many other theoretical associations of various 

factors related to where ADHD comes from, each nurse might mention one and not any of the 

others. Nurses did not consistently name the same set of associative factors in discussing ADHD 

in preschool-age children. So what did not appear was a unified practice of naming everything 

that might be related to ADHD (as discussed in the introduction, associations researched 

included “trauma; dysfunctional interactions between a child and his or her caregivers; exposure 

to lead, cigarette smoke, and alcohol; dietary factors; sleeping problems; timing of entry into 

kindergarten; likely a combination of these factors; and the body’s genetic and epigenetic 

response to environmental factors”). 
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Adverse childhood experiences (ACEs) were mentioned by one of the 13 participants in 

the study. Some of the other 12 had heard of them, and some had not even heard of them. Some 

of the other 12 did mention trauma and possibilities of trauma affecting behavior but not in a 

manner suggesting that there was anything that would change about diagnosing and treating 

preschool-age children. There was also little to no discussion or recognition of the condition of 

the evidence base for diagnosing ADHD in this age range of children, and for using ADHD 

medications in this age group. There was one nurse who talked about the dearth of evidence in 

relation to medication use and long-term effect in early childhood. 

To summarize, in Fairclough’s explanation stage of analysis, findings are that nurses 

struggle with ideological content and extra-discursive elements in the form of a pipeline along 

which children will be directed if nurses think that children will be best served by traveling it. If 

they do not think it will serve children, they resist it and find ways to re-conceptualize children’s 

struggles. Nurses step in and out of using concepts of psychiatric discourse and Skinner’s 

behaviorist framework to describe and address child struggles related to ADHD. Nurses wrestle 

with their own and societal ideas of what children are for, and how they should be raised and 

managed when there are child struggles. Finally, there is a notable absence of discourse related 

to ACEs and to the condition of the research evidence regarding ADHD diagnosis and 

pharmaceutical treatment at this age. The next section of this chapter will consider the study’s 

results in light of the literature reviewed in preparing to do this study, and in light of my stance 

toward the study at its inception.  
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DISCUSSION 

As related to existing literature  

Results of the study literature review were organized into a discussion of findings, theoretical 

patterns, methodologic patterns, and then historical and researcher patterns. This study’s findings 

and implications will be discussed here in relation to those patterns of findings in the existing 

literature.  

Quantitative literature  

 With respect to findings within the quantitative literature reviewed, nurses in this study 

demonstrated a highly varied range of explanations and associations of ADHD with (a) age and 

other child demographic characteristics (as did Brinkman & Carlson, 2008, Gross et al., 2004, 

McGrath et al., 2005, and Tobey & Schraeder, 1995), (b) environmental exposures ranging from 

adult behaviors and secondhand smoke to food and lack of exercise (see Bauer et al., 2015, 

Gross et al., 1995, Youngblut & Brooten, 1999, and Reid, Webster, & Beauchaine, 2001, and 

Webster-Stratton, Reid, & Beauchaine, 2011 and 2013), and with (c) settings that framed child 

behavior as outside of acceptable norms (Gross et al., 2004). Theoretical frameworks within the 

quantitative literature were widely varied, and this was also the case with these nurse 

participants. Sometimes the same nurse espoused several different theoretical frameworks within 

the one interview. Study findings and nurse theories affirmed the wide range of associations seen 

in quantitative studies. 

Qualitative literature  

 The other main body of literature reviewed was qualitative studies, divided into discourse 

and non-discourse studies. The main review finding of the qualitative literature was that there 
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was not a qualitative study of nursing related to ADHD in preschool-age children. There is now a 

qualitative study of this particular topic, with the completion of this project. 

 My main conclusions in conducting the review of qualitative studies are summarized here 

again.  

 There was no discourse analysis of nursing of ADHD in preschool-age children, and little 

to no discourse analysis research on child mental health nursing more generally.  

 There were some study findings common to a body of articles collected that were 

somewhat related to discourse analysis (DA) of nursing ADHD in preschool-age children 

(these findings will be discussed in more detail in the next part of this section).  

 In the theoretical and methodological review of these articles, Foucault is a commonly 

referenced theorist and methodologist but in comparison to other scientists (like 

Fairclough, 2015, and Potter & Wetherell, 1987) offers little tangible guidance for 

conducting discourse analysis.  

 Other methodologists and theorists offer more guidance but it’s necessary to carefully 

describe one’s process in order to validate one’s approach.  

 Historically and in terms of who is doing this research, discourse analysis is on the wane, 

and in nursing it is on the wane, although there are still nurse researchers who are asking 

“why” and “how” questions that are important to consider for what they offer about 

nursing’s purpose and place in health promotion and in health care infrastructure (e.g., 

Einboden, Rudge & Varcoe, 2013a and b).  

 Theory, methodology, history. In discussing this study’s results in relation to these 

patterns in the existing literature, it was challenging to design and conduct this study within a 

setting where the theoretical/methodological historical pattern is of waning attention to the 
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discourse of child mental health nursing. There are not strong traditions of discourse analysis to 

turn to, and there are not readily available experts, in spite of what discourse analysis can 

uniquely help show about the intersection of language and conceiving of health and illness. 

 For this study it was useful to keep in mind Foucault’s ideas related to knowledge 

structures and discourse theory, as used in Rafalovich (2001a), Edwards and Howlett (2013), 

Wilson (2001), and Alex and Whitty-Rogers (2012). It was also concretely instructive to use 

Potter and Wetherell (1987) and Fairclough (2015) to follow and implement a carefully designed 

plan for study. In light of several participants’ references to various technologies in use to try and 

demarcate ADHD and not-ADHD (for instance, the quantitative EEGs referred to in one 

interview, and brain imaging and physiology referred to in another), employing Haraway’s 

technoscience theory (as done in Einboden and colleagues’ [2013a and b]) related to how 

different technologies shape our ideas of who we are and why we behave as we do seems like an 

important theoretical stance to continue.  

 Findings. There were literature review findings common to the whole body of discourse 

studies within the qualitative literature, but then also findings more specific to studies focused on 

child nursing (but not ADHD) and on discourse analysis of ADHD (but not on children). The 

next section will address this study’s findings relative to the overall discourse study literature 

findings as well as to the subcategories of findings specific to child nursing and ADHD 

discourse.   

The pipeline and nurse identity and power struggles 

 Identity struggles (related to nurse identity) and power dynamics related to nursing did 

not seem to come up directly in these participant interviews, as they did in (for instance) 

Stevenson and Cutliffe (2006), Alex and Whitty-Rogers (2012), and Cutcliffe and Happell 
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(2009). What did surface with respect to nurse identity and power dynamics with children was 

nurses positioning themselves in their language in solidarity or not with the children (as 

discussed in Alex and Whitty-Rogers, 2012) they were describing. Sometimes their language 

was “we” and “us,” identifying with children, and other times there was a clear distancing of 

nurse from child. There were other discourses operating that could be considered appropriation 

of nursing practice. The pipeline identified is comprised of more medical, management, and 

technological discourse that was cooperated with or resisted by nurse participants, as in Crowe 

and Carlyle (2003), Hamilton and colleagues (2004), Handsley and Stocks (2009), and Walsh 

and colleagues (2008). 

 There was more often than not an awareness of operating within or resisting the school-

nurse-psychiatry pipeline, and depending on the level of awareness, more or less alternative 

discourse offered up for describing child behavior problems, very similar to Alex and Whitty-

Rogers (2012) and also somewhat similar to the alternative discourse offered up by Einboden 

and colleagues in their two articles (2013a and b). There were at times an endorsement of the 

idea that describing ADHD in preschool-age children was a helpful process leading to successful 

resolution for a child or family’s problems At other times there was a rejection of the idea of 

describing ADHD at a preschool age, in order to avoid negative consequences of diagnosing and 

treatment activity. Often these two stances resided inside of the same person. A small proportion 

of participants interviewed held strongly to one unified discourse of describing ADHD in 

children. Most of the time, participants held multiple explanatory frameworks simultaneously, 

representing the complexity of the issue, especially, it seemed, with nurses who had longer 

periods of experience and wider exposure to the entire spectrum of the child population.   
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 There was little to no discussion of power struggles among nurses or with others in the 

health care provider hierarchy regarding having the authority or not to assess BEP and ADHD, 

although nurses may have been considering their place in that hierarchy as they chose their 

words. I did not purposely analyze data to look for differences in discourse according to nurse 

education level and credentialing, and no solid differences along these lines surfaced inductively. 

This filter may constitute another topic for future research.  

Behaviorism/psychiatry and alternative discourses 

  Regarding the findings of using behaviorist and psychiatric concepts in describing 

ADHD in preschool-age children, similar ideological struggles found in the studies of ADHD 

discourse among parents and professionals (as in Edwards & Howlett, 2013; Frigerio, Montali & 

Fine, 2013; and Rafalovich, 2001a) are present among nurse participants in this study. How child 

behaviors are described and managed (and reduced to ideas like children being operantly 

conditioned) is subject to the same debates among nurses, between nurses and parents, and 

between nurses and other health professionals, although the behaviorist language was not 

specifically discussed itself in the literature reviewed. Behaviorism was generally included 

within medical/psychiatric discourse in the literature reviewed, and discussed in terms of the 

ideologies applied to how parents and children related to each other and to the health care system 

(e.g., Malacrida, 2002).  

Ideas about children 

 Again, power dynamics between nurses and children were not directly addressed in 

participant interviews, as they were in the review literature between children and nurses (but in 

relation to older children in juvenile detention and a wide age range of children with cancer, in 

Anderson & Roper [1991] and Rindstedt [2013], respectively), between parents and nurses, and 
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among health care providers. However, nurses used language that moved in and out of 

positioning themselves as in solidarity with children, or not, in describing ADHD struggles.  

 This indirect referencing (us versus them, or not) of power dynamics with children was 

supported by moments of reflection on what our ideas are societally about children (that there are 

certain norms we come to expect, as in Kelle [2010], Rindstedt [2013], and Varga [2011]). Those 

ideas are then reflected in (a) how we set up our systems of health care and education (that 

categorize children into non-disordered and disordered, as in for example Alex and Whitty-

Rogers [2012]), and (b) how we expect children to fit inside of those systems, with at times very 

serious and lifelong consequences (moving through life with a mental disorder diagnosis, and 

undergoing pharmaceutical treatment with unknown effects on long-term health status). Nurses 

expressed less solidarity (although they certainly may have felt differently) with children when 

they worked further along the school-clinic-psychiatric pipeline, with the exception of the nurses 

at the very end, who drew a line at inpatient settings as anything other than inappropriate for 

children of preschool age. 

 Einboden and colleagues (2013b) and Kelle (2010) called attention to how screening 

tools and technologies shape the way we conceive of child behaviors and health. There was very 

little open questioning of screeners and technologies among the nurses interviewed for this study, 

although it could be inferred that in questioning the system of diagnosis going on in relation to 

describing ADHD in preschool-age children, there is some question of the appropriateness of 

screening tools that lead to those diagnosing behaviors in health care providers.   

What is absent – ACEs and evidence base evaluation 

 An absence of discourse in both the nurses interviewed for this study and in the literature 

reviewed for this study is study and discussion of adverse childhood experiences (or ACEs), in 
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relation to preschool-age children’s behavioral struggles (Felitti et al., 1998; van der Kolk, 

2014). ACEs initially studied were neglect, abuse (physical, sexual, and emotional), parent loss 

through divorce or death, and a few distinct forms of family dysfunction (parent mental illness, 

domestic violence, drug addiction, and parents serving time in jail or prison). The study showed 

that 64% of sampled patients had at least one ACE, and most with one ACE had not just one, but 

several ACEs. Other more recent studies demonstrate a range of prevalence from 33% to 62% of 

the population (Bucci, Marques, Oh, & Burke Harris, 2016). ACEs were strongly correlated with 

increased risks of several adulthood chronic illnesses (the group did not measure correlation to 

adult ADHD). In hypothesizing mechanisms for this relationship experts posited that ACEs lead 

to dysregulation of the body’s stress response system, beginning in childhood, leading over time 

to physiological alterations predisposing one to develop common chronic conditions of 

adulthood (Bucci et al., 2016). Neglecting to consider that BEP such as ADHD in children may 

be sequelae of ACEs and to address BEP by properly diagnosing and treating children with 

ACEs, may be the actual problem (Siegfried, Blackshear, & NCTSN, 2016; Spencer et al., 2016; 

Szymanski, Sapanski, & Conway, 2011).  

 The other discursive absence observed in the study findings and review of the literature 

was in relation to evaluating the strength of the evidence base regarding diagnosing and treating 

ADHD in preschool-age children. Regarding diagnosis, the most current DSM version 

underwent a more open and transparent revision process than ever before, including having 

general public comments on draft versions (Halter, Rolin-Kenny, & Grund, 2013). However, 

there were critiques: (a) of lacking full transparency in not sharing all parts of the revision 

process due to intellectual property considerations, (b) concerns that revisions would inflate the 

role of the pharmaceutical industry in addressing mental disorder, and (c) concerns that the 



   
 

147 
 

scientific process in the revision was inadequate (Carlat, 2014; Costello, 2009; Spitzer, 2009). 

Costello (a child psychiatry researcher at Duke, cited in the sentence before last) referred to 

shifting baseline syndrome issues with the DSM revision process. In this study, there was a 

psychiatric nurse and a school nurse who also mentioned a similar concern in trying to decide 

about BEP; this could be seen as indirect reference to critiquing DSM revision processes. This 

idea and concern with respect to diagnosis did not come up, in most of the study participants and 

in the review. Regarding pharmaceutical treatment, what evidence there is shows concerns 

regarding side/adverse effects, and is otherwise considered weak according to meta-analysts 

(Charach et al, 2013; Punja et al., 2016). It may be that these study nurses did have this 

information but I did not expressly ask about this as I did with ACEs, and so their knowledge 

remained hidden. When nurses spoke about medications, their concerns were not about the 

evidence base for them, but rather just noting and anticipating either good or poor outcomes. 

As related to my own position at the beginning of the study  

 In reflecting on where my own position lay in embarking on the study, I find that my 

assumptions about nursing and discourse have changed in some ways. The nurse participants in 

this study struck me as great opportunists (in a good way). They were willing to employ 

simultaneously operating, contradictory theoretical frameworks in doing the work that was in 

front of them – attempting to stay true to a philosophical or ideological stance would not allow 

them to continue to work in positions where they had the potential of being able to help their 

patients.  Our collective attempts to create an evidence base for managing the problems we face 

as nurses seem to show how impossible a task that seems to be, to face the infinite variety of 

people and circumstances, a variety that means there really may not be any one coherent way to 

deal with managing behavioral struggles in children.  
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 My position since the study’s beginning has changed more in relation to recent world 

events than in relation to this study. Political and societal trends towards wealth concentration 

and other consolidations of power, and towards the dismantling of public health infrastructures 

related to education, environmental protection, and health care (which are where all of my 

interests and experience lie) only lend themselves to a general sense that we are a species 

overpopulating the planet and driven by competition for rapidly depleting resources. It seems 

possible, but unlikely, that we will avoid a serious population crash in the next couple of 

centuries. Thus, I have possibly moved closer to the pragmatism I saw in the nurses I 

interviewed. Given the way the world feels right now, who am I to tell people how they should 

organize themselves and what they should be doing with their bodies? This may be more 

discouragement than pragmatism.  

 I do still feel that ADHD is a socially constructed idea with physiological components 

that changes shape depending on the meaning-makers’ activities. For instance, and ironically, 

what we call ADHD right now and describe as a liability may come to be considered an asset as 

the world becomes less stable and harsher. Hyperactivity and the inability to concentrate may be 

great skills to have in a collapsing society because these attributes may confer advantage in times 

of great conflict and upheaval, although it may be that they confer advantage to society in the 

aggregate while being personally burdensome to the individual (Shelley-Tremblay & Rosen, 

1996; Williams & Taylor, 2006).  

LIMITATIONS 

 Considering the question of whether it is fair to consider the discourse of these nurses as 

unified and representative of the profession – if it is not, then is it fair to call them all nurses? If 

there are important differences in the discourse of a nurse with an associate’s degree and 30 
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years of experience versus a pediatric nurse practitioner with 15 years of experience, should we 

change our language to represent that they are really two completely different entities in the 

health care provider hierarchy, and not unified by nursing? Similarly, if a nurse who works in a 

school has a very different relationship to the topic than a nurse working in a psychiatric setting, 

should they be called something other than nurses in those settings? Should only nurses who 

work in hospitals really be called nurses, and everyone else should be called something else? 

This raises another important point about discourse and the idea of the word “nurse” as a 

unifying representation. The question is further complicated when you consider other health care 

providers in the hierarchy such as physician assistants, chiropractors, acupuncturists, and non-

allopathic medical doctors.  

 I have offered information on the education levels, work experience, and credentialing of 

the nurses involved in this study. I do think this analysis has something to offer about nursing as 

related to ADHD in preschool-age children. I acknowledge that it may not encompass the 

entirety of nursing experience, and that it would be difficult to do that, and worthwhile to explore 

what differences education level and credentialing make with respect to the topic at hand.   

 Also, this is a small sample confined to a small geographic area and a short time period 

(of about 6 months of data collection – essentially a cross-section), with only a small amount of 

interview audio data collected. There may not have been enough data collected to fully represent 

the varying discourse of nurses describing ADHD in preschool-age children, although there was 

a sense of saturation at the end and of repeating patterns. Despite systematic efforts to document 

the design and carrying out of the data collection and analysis, there might still be places where 

the process is unclear, or where another analyst may still have drawn different conclusions while 

following the same process – these are limitations of qualitative research and of this particular 
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study. There was not a satisfactory amount of peer review/debriefing, but there was some, and an 

absence of member checking, although I think member checking was only helpful and not 

necessary. The findings still stand and are basically sound because the study was carried out 

otherwise as planned. Finding speaking patterns in the sample obtained and considering them 

within their smaller and larger contexts is a valid mode of inquiry and can offer insight that may 

be useful elsewhere. Finally, I failed to anticipate nurses participating who had children or close 

family members diagnosed with ADHD or who at some point were considered for an ADHD 

diagnosis. I would like to explore in future efforts the effect of those factors. 

IMPLICATIONS 

Nursing education  

 It is important to teach discourse on some level – to create awareness in nursing students 

that discourse is a powerful tool that shapes illness and health, and whether we locate problems 

inside of children or in environmental circumstances, or both. Having designed education that 

helps cultivate an awareness of discourse, faculty should then consider directing teaching on 

critical thinking towards considering what discourse does to shape health status for patients. The 

implications of creating or managing a medical (for advanced practice nurses) or nursing 

diagnosis and treatment plan for a preschool-age child would be carefully considered 

discursively for its pros and cons, for the balance of negative and positive potential 

consequences. If ADHD is still used as a diagnostic concept, it should rarely be the terminal 

diagnosis, given all of the potential etiologies involved, but should always be considered for how 

it may be expressing underlying morbidity. 

 Absences of discourse were also part of this study’s results. There should be a purposeful 

inclusion of trauma- or ACE-informed frames of reference in mental health and child nursing 
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education. There was also an absence of discourse indicating awareness of the flaws of the 

current evidence base related to mental illness diagnosis and treatment (especially 

pharmaceutical treatment for very young children). While there is currently curriculum 

discussing the importance of using an evidence base for decision-making regarding diagnostic 

and treatment activity, there seems to be a need remaining for nursing education to include 

systematic acknowledgment of the limitations of the current evidence base and process for 

creating and critiquing the evidence base.   

 For all levels of nursing education, there needs to be an integration of physical and 

mental health physiology, in recognition of the breakdown of this dichotomy in the face of 

evidence that the two are virtually undistinguishable, and one cannot be addressed without 

affecting the other. For mental health nursing education there needs to be a revamping of the 

curriculum to discuss current diagnosis and treatment patterns as obsolete but necessary to know 

in order to operate within current health care settings and to help those settings determine how to 

shift care such as to accommodate newer information about developmental pathology. 

Simultaneously there needs to be an entirely new component related to exploration of how 

mental health nursing will be reorganized – specific examples to use would be integrated 

behavioral health care settings. All nursing students should have coursework related to a unified 

science of human development which includes learning about ACEs, about consequences of 

toxic stress, and about cultivating resilience in children and adults.  

 For doctorate-level nursing education, there needs to be a practice leadership emphasis on 

communicating to all levels of nurses in clinical settings about the shifts that need to and will 

happen in nursing and medical (for advanced practice) practice. Doctorate-level nurses are 

actually well-positioned to advocate for a return to the holism that originally informed nursing 
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practice in the past – it is only by considering the whole person in his or her social context that 

the common causes of illness and mortality that are in play now will be addressed, and the 

medical field does not have the history and tradition that nursing does of holism and caring that 

are needed to address the origins of chronic disease. 

Nursing practice  

 Nurses are uniquely and powerfully positioned to be advocates for preschool-age children 

as they move along the school-clinic-psychiatry pipeline. Some of the participants in the study 

had an awareness of their roles as advocates for non-medical intervention, if that seemed in the 

best interests of the child involved. This stance needs to be a conscious one for all nurses 

working with children and families within health care settings (and education settings when 

those overlap with health care). What nurses may need to ensure they do in practice is to 

diagnose and treat infrastructural and contextual issues that make a child’s and family’s struggles 

worse. Currently, the momentum of the pipeline means that the default is to diagnose and treat 

ADHD and usually with medication (and despite infrastructural limitations, psychotherapy does 

happen).  

 For advanced practice nurses, anticipatory guidance in primary pediatric care needs to 

include parent education on how chronic disease develops and what to do if ADHD-related BEP 

or ACEs occur, in relation to immediate redress but also in preventing later morbidity, because 

both are so common. What we screen for in adulthood needs to shift into childhood, to try and 

find the early signs of developing chronic conditions in order to try and prevent them fully 

emerging. Nurse skills in assessing and addressing social determinants of health such as ACEs 

and the determinants that are often deeply intertwined with ACEs – poverty, environmental 

exposures, and work-live-play conditions – need to be cultivated and strengthened. 
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Nursing theory  

 I grounded this study in part within the theoretical traditions of nurses Hildegard Peplau 

and Helen Erickson, as well as within social materialist psychology concepts of shared social 

suffering producing collective distress and of embodied subjectivity. Focusing on implications 

for nursing theory, Peplau’s idea of nursing as a shared experience seems confirmed in the 

overall finding that nurses hold multiple explanatory frameworks in order to negotiate that 

shared experience with their child patients and families. The idea that nurses are negotiating a 

pipeline in caring for children with ADHD, within which school, clinic, and psychiatric nurses 

are affected and affected by their work settings, suggests that Peplau’s theory would benefit from 

adding a level wherein the nurse and patient negotiate a relationship within a larger, shared social 

setting that affects and is affected by each shared nurse-patient experience. How school nurses 

negotiate settling on or moving away from an ADHD diagnosis in considering a child’s BEP 

changes that larger social setting, and those cumulative activities in return influence that 

particular nurse-patient shared experience. Ideas about children and emerging information such 

as ACEs theory (as well as the quality of knowledge that we produce) are shaped by and shaping 

this shared experience. 

 Erickson’s theory posits nursing as an interpersonal, interactive process, similar to 

Peplau. Erickson expands on Peplau and nursing theory collectively by adding in dimensions: 

biophysical, cognitive, social, emotional, and underlying genetic and spiritual bases (Erickson, 

Tomlin, & Swain, 1983). With respect to the work setting-dependent experience of nurses and 

the pipeline of school to clinic to psychiatric clinic/hospital, it seems important to consider how 

the work settings affect nurses’ abilities to fully work with all of those dimensions, holistically. 

There may need to be an expansion on Erickson’s model (again) to somehow locate nursing 
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activity within larger social settings. When social settings institutionally discourage holistic 

approaches, nurses are more constrained in their interpersonal, interactive nursing experience. 

When social settings institutionally embrace holism, nurses are more able to negotiate the shared 

meaning in the nurse-patient experience. When nurses decide to take a more holistic approach, 

they in turn change social settings cumulatively and collectively.  

 Given new efforts to organize how we think about BEP and MD (see Insel, 2015 and 

Bucci et al., 2016), there may also need to be a focus on revising or generating new nursing 

theory relative to BEP, mental disorder, and the relationship between ACEs, chronic disease, 

adult morbidity and mortality, and nursing practice. Erickson’s theory already had biophysical, 

cognitive, emotional, and spiritual dimensions. Emerging evidence confirms these theoretical 

components, but her conceptual definitions of those dimensions may need to be adjusted. For 

instance, mind-body dichotomous conceptualizations within those dimensions may need to be re-

worked to reflect better understandings of integrated bio-psycho-social processes. 

Nursing policy 

It was noted in this paper’s introduction that AAN President Mason’s 2014 address to her 

annual conference specifically called for greater attention to toxic stress in childhood and to misuse 

of the ADHD diagnosis, specifically. In the American Association of Colleges of Nursing (AACN) 

2017 federal policy agenda, models of care principles are listed as follows: 

 Person and family-centered care 

 Community-based 

 Prevention-focused 

 Value-based 

 Provider parity 
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 Integrative and interoperable 

Toxic stress in childhood and ADHD are not specifically mentioned in these principles, but their 

presence is indirectly reflected in these principles. Gaining a greater understanding of the 

underpinnings of ADHD and of preventing and truly addressing the origins of the symptoms would 

follow many of the named principles in this agenda, including focusing not just on the individual 

but the family and community, accomplishing prevention, gaining value (or decreasing cost), and 

would reflect a more integrative approach than the current standard for care.  

Nursing research  

 This is the first or one of the very few discourse analyses of nurses describing ADHD in 

preschool-age children. Study findings complement some of the existing literature on related 

topics but there are new pieces of information that demonstrate the utility of taking this approach 

to examining the topic of diagnosing and treating ADHD in this age range. There could certainly 

be more study done of more nurses in more settings, that would continue to create new evidence 

for the how and why of nursing preschool-age children diagnosed with ADHD. Expanding the 

study design to include observation of nurses in their work settings would help to obtain more 

detail about how the pipeline works and how it could be altered to stem the momentum of 

diagnosing and treating preschool-age children. Research on nursing education and the effect of 

including both trauma- and ACE-informed perspectives and a conscious acknowledgment of 

evidence base limitations and flaws would help improve mental health and child health nursing.  

CONCLUSION 

 The controversial nature of diagnosing and treating ADHD in preschool-age children is 

still apparent, in the years since this study was first designed. There is still debate within health 

care and at a societal level about the utility of using current mental health care infrastructure to 



   
 

156 
 

manage child behavior struggles. As a result of using this infrastructure with preschool-age 

children, there is a trend toward characterizing more children over time as mentally ill, and this 

may not ultimately serve the long-term health and well-being of those children. How and why 

this trend occurs within nursing practice has been considered for this study. 

 This controversy is confirmed in this study’s results, showing nurses both cooperating 

with and resisting a pipeline of diagnosing and treatment, and demonstrating use of behaviorist 

perspectives and a range of attitudes and beliefs about children. The study was guided by 

Fairclough’s theoretical and methodological framework of critical discourse analysis, which 

directs taking a stance of asking how and why nurses describe ADHD in preschool-age children. 

A purposeful sample was recruited through social and professional networks of nurses and 13 

interviews were done. Results demonstrate nurses are an active and integral part of that 

controversy’s existence, demonstrating a range of stances, from advocating for diagnosing and 

treating ADHD in preschool-age children, to actively resisting the mental health care frame of 

reference in favor of advocating for diagnosing and treating societal circumstances that enhance 

poor outcomes for children. Nursing education, practice, research, and theory would benefit from 

taking a more conscious approach to considering the utility and consequence of bringing 

preschool-age children into the mental health care infrastructure as it currently exists and 

operates. And, perhaps more importantly, children may benefit.  
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Appendix A – Interview Guide 

1. I’m here because I’d like to hear your thoughts on the topic of ADHD in preschool-age 

children. 

[collect demographic information here or at end of interview] 

As prompts are needed, the following may be employed: 

2. Could you speak generally about your experience of providing care to preschool-age children? 

3. What leads you to conclude that a child of preschool age has a behavioral problem? 

4. More specifically, what emotional or behavioral issues do you see in preschool-age children?  

5. Please tell me about a particular preschool-age child that stands out in your mind. 

6. Please tell me about a particular instance of ADHD in preschool age that stands out in your 

mind. 

7. What is your sense of the course and severity of these problems/ADHD? 

8. What treatment or actions do you take to address these problems/ADHD? 

9. What concerns do you have about these problems/ADHD?  

10. What concerns do you have about addressing these problems/ADHD?  

11. What changes have you noticed in the children who come to see you, over time?  

12. What changes have you noticed in how you approach explaining and addressing emotional 

and behavioral problems or ADHD?  

13. What do these encounters lead you to think about the origins of what we call mental 

illness/ADHD? 

14. What do you think is happening when a preschool-age child’s emotions or behaviors have 

become a problem/diagnosed as ADHD?  

15. What do you know about the long-term health status of the children you see? 
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16. What do you think about medication as a treatment for ADHD/BEP in preschoolers?  

17. What do you think about behavioral interventions (for the child or the family) as a treatment 

for ADHD/BEP in preschoolers?  

18. Considering the systems within which you work – health care, payment, medical services and 

products – how do system characteristics help or hinder you in dealing with these kinds of 

problems/ADHD in children under age 6? 

19. What would help to improve the care of preschool-age children diagnosed with ADHD? 
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Appendix B – Demographic Information 

1. How old are you? _____________ 

2.   Gender__________ 

3. Race and ethnicity_______________________________ 

4. What is your job title or position? _____________________________________  

5. What are your nursing degree and credentials? ________________________ 

6. How many hours per week do you work? ________________________________  

7. What type of work setting are you in? _________________________________ 
 
8. How many years of experience do you have working with children age 3 to 5 years old?  
 
________ 
 
9. Besides preschool-age children, with what other age groups of children are you working? 
 
________________________________ 
 
10. Do you have specific mental health nursing training (not including basic MH nursing 
course work), and if so what?  
 
_________________________________  
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Appendix C – Table 2 

Table 2. Interview Passages Related to Nurses Describing Preschool ADHD 

Participant 
# 

Passage Color Legend 

13 [What’s your sense of how this problem develops, progresses, get 
worse?] 

You have to be able to make it through a school setting, and then 
– I mean, there’s always the outliers, right, the people that are 
able to do – make – create a business, or do things from nothing.  
But most of us have to go through school, most of us have to 
graduate from school, from high school, and then we go to – we 
have to try to get into college.  And we’d go through college, we 
have to graduate from college, we have to get a job, you have to 
be able to make it in the job environment where we have a boss, 
where we have to listen to our boss, and our boss has a boss.  So 
there’s always gonna be somebody that has an expectation that 
we behave in a certain manner, and we have to be able to 
interact with authority appropriately, right, and have respect for 
authority. And that’s a lot of what these kids are lacking, is they 
don’t know how to respect authority.  They don’t understand 
the importance of respecting authority either, at that age.  It’s 
really hard.  And then they continue to carry that with them 
because they continue to do these behaviors.  They just have so 
much energy, they’re not able to be calm like the other children 
and to be able to sit there and listen to what the teacher is 
saying.  So because of that, they’re – they just continue.  They’ve 
already sort of acted out.  They know what it means, to act out, 
so they continue as they get older and older to do these 
behaviors. And then the behaviors escalate more and more.  The 
more that they do, the more that they will do, is the problem.  
And they carry that with them when they’re older, and then 
they’re not just some little kid that’s cute hitting an adult.  Now, 
they’re an older child that can really hurt an adult or hurt 
somebody their own age.  And then we try to explain to them 
that their behavior can lead to them going to jail.  They don’t 
really understand that because that just hasn’t happened to 
them as a child.  So we’re trying to teach them behaviorally that 
their behavior is not appropriate, their consequencing, negative 
and positive consequences, which at my work, we give them like 
toys and stuff if they’re able to maintain through activities or 
things like that.  They get points according to their behavior. 
 

Repetitive structure 
Classification scheme  
Slang 
Nominalizations (and more 
repetition) 
Clinical language/jargon 
Negative sentencing 
Softeners 
Use of non-1st person 
 
 
Contrast with not 
understanding - logical 
connectors that contradict 
 
 (No modal auxiliary verbs) 

12 [What makes you think that a child of preschool age has a 
behavioral problem?] 

Sure, so between 3 and 5 I would expect them to know how to 
follow directions or to not be aggressive.  I think aggression is a 
huge like red flag for me.  If the kiddo is getting aggressive with 

Repetitive structure 
Classification scheme  
Slang 
Nominalizations 
Clinical language/jargon  
Negative sentencing  
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me while I’m doing treatment or while I’m talking or just not 
listening in that way.  I would say that’s not what I would expect. 
Also like if they’re in school and they’re not able to function in 
the normal classroom with their peers like in the preschool class 
or at a daycare if they’re getting kicked out or getting sent home 
or if the parents have to go, go pick them up for some reason.  I 
would see that as like behavioral, or behavior that’s not typical 
of that age group. 
 

Modal auxiliary verbs 
Softeners 
 
(No non 1st person) 
 

11 [Could you speak generally about your experience of providing 
care to preschool-aged children?]  

So a lot of – because in that age they kind of are in the group 
solitary play, meaning you got a bunch of 3 and 4 year olds 
together.  You’ll have four or five of them sitting on the floor or 
whatever and they’ll be playing by themselves, with each other 
but alone – they don’t – not necessarily they don’t want to share, 
but they just don’t really have proper social skills to be like, “Hey, 
I want that block” or whatever, they’ll just walk up and take it if 
they want it.  The kid with ADHD is the kid that does that. [red is 
pressured speech, evoking hyperactivity]  [They will be playing by 
themselves.  They will look at the kid’s toys across the room.  
They will go and they’ll start playing with those.  Then they’ll 
look somewhere and then they’ll go and they’ll start playing 
with those.  They can’t just be by themselves.  They are wanting 
to, not hurt the other kids by taking their stuff but they just – 
their impulsivity is worse than the average child. ] Usual childlike 
impulsivity in my opinion is something that just kind of happens, 
the think-before-acting.  They want something so they grab it 
and they knock something else off the counter.  They didn’t think 
to move it first because they want that.  ADHD impulsivity is 
different.  It is – they can’t just be by themselves in the play is a 
perfect example.  They’re so impulsive that they’re just going to 
go and mess with everything.  Four of these kids could have a 
diagnosis of ADHD and there’s only going to be one of them that 
does that – now, does that mean the others don’t?  I mean I 
don’t think so.  It just means that in the kids that do have this, it’s 
very obvious at a younger age. Yeah.Yeah, so then once they get 
to that stage, that’s whenever the true diagnosis happens.   
 
A lot of the problem with treatment is that when you bring your 
kid there (sigh)… When you bring your kid there, there is 
something that’s going to happen to them, right?  They are going 
to be – of course they’re going to be put on medicine because 
this is a medical-driven treatment model.  That’s what doctors do 
and nothing against them but that is their job.  That is their 
training.  You take them to a therapist; you’re going to get some 
therapy.  You take him to a doctor; you’re going to get some 
medicine.  That’s just what it is. (clears throat) Obviously we use 
a combined approach.   
 

Repetitive structure  
Classification scheme 
Slang 
Nominalizations 
Clinical language/jargon 
Negative sentencing 
Softeners  
Acting out ADHD 
Use of non-1st person 
 
(No modal auxiliary verbs) 
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9 [Could you speak generally about your experience of providing 
care to preschool-aged children?] 

She had abusing history and she’s adopted and the new family 
would try to help her out but she was neglected and she had 
really hard to attach to bond with new parents. So that’s a whole 
lot of issues going on. She has no attention span - anything last 
less than 30 second. Her dad can tell her, “Hey, go pick up that 
doll on the floor.”  And she’s running toward the doll and she’s 
totally forgotten that comment half-way, and she’s half-way 
there and she totally forgot, and she’s distracted. She’s gonna do 
something else.  So that made her therapy so hard to move to 
the next step. She couldn’t really get a whole lot out of any of 
her therapy. Doesn’t matter, speech therapy, or any other 
therapy. Just nothing worked out. So finally her therapist gets 
together the whole team and tells the parents, “Hey, listen we 
have to address this problem first before we can even move on 
because we just don’t have a good outcome.”  That’s how she 
was put into the specialty psych doctors. So we saw her. Like all 
the other kids, we addressed the behavior problem first. We 
started her on anti-psychotic medication to try to manage her 
agitation, fighting, those problems. It didn’t work very well. ... 
she was way too sleepy, way too sleepy. So that wasn’t cool and 
she gained like three pounds in two weeks. That was not cool for 
a 2-year-old. That’s too dramatic. So we have to address it. So we 
kind of figured, well, she needs attention for sure. Why not try a 
stimulant?   She was kind of a chunky girl from the beginning. So 
we try a stimulant, we thought that might be a better idea. So if 
ADHD is really the main problem for her, then that’s gonna do 
even more to fix her behavior and help her hold attention. So she 
can be more, participate in her therapy better. So we tried her on 
Ritalin, which is like a four-hour, immediate release one. It was 
like a magic switch. She was doing so much better. Just the 
second time we saw her, that was like two weeks after we started 
her on stimulants, she was so much better. Actually for the first 
time ever I saw her sitting on the floor and start playing. Before, 
she wasn’t able. She was jumping everywhere. Her mind was just 
racing all the time. She couldn’t really even focus on playing with 
one toy, and finally she was sitting down. She was playing. That 
was a big deal for her parents. And her dad was talking to her, 
“Hey, tell Dr. G. Do you like that doll?   And do you want the 
same one?”  And she started, “Yeah.”  That’s the very first time 
we actually saw her answer a question. She was able to pull her 
attention together to address that question. That was a big deal. 
We noticed the difference. Before she wasn’t able. She’s got 
some language problems for sure and her attention’s 
everywhere. If you spoke one sentence, then half-way she’s lost 
already. By the end she couldn’t really process what you’re 
talking about. And of course that answer was just not coming out 
from her. So that’s a magic fix and her parents were very happy 
about it. Then we kind of tapered the dose and we switched that 
to a long-acting stimulant. She was doing really well, really well 

Repetitive structure 
Classification scheme 
Slang 
Nominalizations 
Formal/clinical language 
Modal auxiliary verbs 
Negative sentencing 
Softeners 
Use of non 1st person 
Acting out clinicians/parents 
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and she was able to make huge progress in her therapies as well. 
So that’s a very happy story. 
 

7 [Could you speak generally about your experience of providing 
care to preschool-aged children?] 

But in terms of, and especially, I mean, preschool age, just 
because – I mean I have no experience at this point diagnosing 
kids that young, so I’m not sure how well diagnostic criteria 
really fits that age group just because that age group doesn’t pay 
attention to begin with [laugh] developmentally. I mean, they’re 
so young, where, I mean, even now, the frontal lobes aren’t 
developed until you’re like 25, so attention deficit symptoms are 
related to frontal lobe development and whatnot. So, just a 3 to 
5-year-old has no – they have no organization up there so to 
begin with. [laugh] I don’t really think they have a very large 
capacity to pay attention, and all of them are probably, I would 
say, symptomatic, maybe, maybe subclinical, or sub-syndromal. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language  
Negative sentencing 
Softeners 
 
(No modal auxiliary verbs, 
non 1st person) 
 

7 [What makes you think that a child of preschool age has a 
behavioral problem?] 

It’s sort of relative, but there are kids, like, “Well, you definitely 
have” – if they’re like a textbook presentation of ADD, ADHD, 
you’re like, “Yeah, you definitely have ADD, ADHD tendencies, 
and I bet you would fulfill that diagnosis each of those criteria,” 
but some of them, kinda more borderline. You don’t know if it’s 
more related to attention deficit, executive functioning deficit, 
or if it’s more related to oppositional defiance, or other types of 
behaviors, or irritability, to depending on if they have mood 
instability issues. I know that our facility, one thing - I’m not sure 
if the psychiatrist on our, on the children’s unit does it?, but 
there’s a psychiatrist on one of the older neuro units. They have 
a quantitative, or qualitative E-, quantitative EEGs where they – 
it’s kinda like an fMRI, but with an EEG, and they get a baseline 
reading, and then they add a psychostimulant, and they get 
another reading, and to see if there’s more organization, 
specifically in the frontal lobe, to see if that helps. So that’s one 
diagnostic criteria that I’m aware of, that kinda helps guide 
treatment a bit more. And I would imagine if there is – because 
the kids on our unit, they do get qEEGs, and if they have, if they 
show dysfunction in terms of the frontal lobe regions, it might 
be suggested that they have, or it might just add to the clinical 
picture of ADD/ADHD. In terms of actually diagnosing, aside from 
the very obvious cases, I would have a whole lot of trouble, 
personally, diagno-, finding the fine line differences and 
differentiating between ADD/ADHD, or other behaviors. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Modal auxiliary verbs 
Softeners 
Acting out his thoughts 
Use of non-1st person 
 
(No negative sentencing) 

7 [What makes you think that a child of preschool age has a 
behavioral problem?] 

…you have adult clinicians and pediatric clinicians. You had this 
group of kids and this group of adults who exhibited that 
pathology, and they switched the adult clinicians and the 

Repetitive structure 
Classification scheme 
Slang 
Formal/clinical language 
Use of non-1st person 
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pediatric clinicians, and the adult clinicians, even with the kids, 
were more likely to diagnose bipolar, and the pediatric clinicians 
were more likely to diagnose ADD/ADHD …. 
 

 

7 [Please tell me about a particular preschool-aged child that stands 
out in your mind.] 

Yeah, yeah. It’s the same one, that one I reference that has the 
textbook presentation of ADD/ADHD, where they’re practically, 
literally bouncing off the walls, very poor impulse control in 
terms of controlling the volume of their voice, and just a 
challenge to direct them to do something, like to do hygiene, or 
get them to focus on a task and actually complete it, just 
multiple, multiple prompts every minute or two, or five minutes. 
It’s like they’re into something else, and you’re like, “Oh, no, no, 
no, no, we’re wanting to do hygiene. Let’s do hygiene.” [laughs] 
It’s like, “We aren’t playing with your bear right now.” [laughs] 
That can be particularly challenging if you’re wanting them to 
complete a particular task. Yeah, and he had a little bit of a short 
fuse at times, but he also was a little bit on the autism spectrum, 
too, so he would be one that would perseverate a little bit, and it 
would be difficult to get off topic. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Modal auxiliary verbs 
Softeners 
Use of non-1st person 
 
(No negative sentencing) 

7 [What’s your sense of how this problem develops, progresses, get 
worse?] 

I think, in the context of true ADD/ADHD, I believe that it’s a 
neurological and developmental issue, and then that itself can be 
impacted by the environment, and different behaviors can be 
reinforced and whatnot, like we were kinda talking about before. 
It just gets, it gets worse if they aren’t – if a child who has those 
tendencies isn’t taught a different way of going about things or 
coping. So, and that’s one thing, too, that research is showing, is 
that behavioral interventions are actually more long-lasting than 
medications. So in terms of things developing and getting worse, 
I believe it has a, at its heart, it has some sort of neurological 
dysfunction and potential developmental issues, and then it just 
gets worse because … it’s not addressed by parents, or teachers, 
or the adults, adults around them because the kids can’t 
necessarily – they don’t know any better. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing 
Softeners 
 
(No modal auxiliary verbs, 
non 1st person) 

10 [What does your nursing experience make you think about what 
are the origins of these problems?]  

So as a nurse, I feel like, and just from personal experience and 
having been, worked with children in different settings for 
different all that many years, I think you see these behaviors 
have always been there.  It’s just – and again, the origin probably 
is just the way that we’re wired and the way that – I don’t know, 
and life experiences certainly can play into that.  I mean we’ve 
had kiddos that have been doing okay in school, they have been 
fine and something happens in the home.  They’re shifted to go 
live with someone else. They’re now a CPS case under 
investigation.  They’re looking at foster care.  They’re now with 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Modal auxiliary verbs 
Negative sentencing 
Softeners 
Use of non-1st person 
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grandma who isn’t up to speed on what they need and then it’s 
like – we see – then you see some of those like, maybe the kiddo 
was able to manage those behaviors and still do okay in school 
for a while. But now, the world has been rocked and we can’t – 
we can’t compensate the way that we used to.  Does that make 
sense?  So and then sometimes in the toddler age in that 3 to 5 
preschool age comes out as more aggression, more impulse, 
more tantrums, more fidgeting, more disobedience in school. So 
if you didn’t know anything about the family, yes I think that can 
sometimes give – those behaviors can get picked up.  And I do, I 
think some of those behaviors have always been there - just the 
way we’re made. I don’t -- that’s not a good answer.  That’s not 
a good scientific answer [laughs]. 

 

4 [I’d like to hear your thoughts on the topic of ADHD in preschool-
age children.] 

So I find, if a three year old is not in Head Start and not in a 
program that is a structured program, I really don’t think it’s a 
valid diagnosis to call a child ADHD, simply because they’re a 
hyper child. So once they get into a structured, when it actually 
impairs and begins to affect their ability to focus and participate 
in a social environment and in a learning environment, at 
whatever point that is between three and five, I think then we 
can start looking at a diagnosis of ADHD. So I think there’s a 
possibility it could be over-diagnosed as well.....I think that for 
many reasons children are hyper, explorative, curious, especially 
in the populations that I deal with where there are a lot of other, 
in many of the families they’re larger family settings, that even 
comp- … well I’d say competition, but I guess competition is the 
right word for space, for attention. A setting like that can be a 
reason for creating - poor nutrition, lack of, hunger, not lack of 
hunger but hunger, not meeting basic needs and so on - can 
mimic what I guess, what I would consider to be hyperactivity, 
attention deficits, not being able to focus. So I think that if those 
things aren’t explored prior, then I think that that can create a 
setting where there’s impairment in the ability to adjust to a 
situation where there’s more routine. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
 
(So no non 1st person) 

4 I think sometimes it’s extremely important to do that [diagnose 
ADHD early, in preschool] and sometimes it’s not. I think it’s, 
what do we do with that information? I mean if I say, “Okay, now 
I can label this child as ADHD and …” 

[What does that allow you to do that you couldn’t do before?] 
 
Participant: (sigh) Medication obviously is a factor in that, but I 
just I also think that labeling can create … As long as we’re clear 
on what that means, I think it could be helpful, and if we still are 
willing to look at the whole Gestalt, not just, “Okay, now I’ve got 
an ADHD child and in the classroom they’re going to be …” I mean 
I don’t want self-fulfilling prophecies. I don’t want a parent, a 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
Acting out parent 
Acting out teacher or 
clinician 
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teacher to, “Oh, God. I’ve got an ADHD child.”  I mean I think we 
have to just be very careful of being as open as we can be to 
who that child is and really be able, unfortunately, we just can’t 
take the time to develop that child I think in the way that 
probably benefits them the most and overstimulating a child. 
There’s, God, sports and this and that and oh my God. 
 

3 [I’d like to hear your thoughts on the topic of ADHD in preschool-
age children.] 

(sigh) I guess that I would say offhand that I think ADHD is 
dramatically over-diagnosed in this age group. I also think it’s 
dramatically under-recognized in this age group. I’m fearful that 
far too many children are given that label when they are rather 
active, obnoxious, normal-developmental children, but that 
children who, in some families are considered to be, “Oh, that’s 
just Timmy,” actually have significant issues that could be 
helped. 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
 
(So no non 1st-person) 
 

3 [I’d like to hear your thoughts on the topic of ADHD in preschool-
age children.] 

But what I think overall is that families, no matter what, don’t 
understand normal development and they don’t know that this 
is a variant of normal development over here, but that child 
over there might have issues that could be dealt with 
differently. I also feel like – and this is mostly just from what I 
saw but I’ve read this too, and I’ve heard it a lot anecdotally – 
that it’s so much easier to give them medication than it is to 
really do behavior modification and behavioral training as 
parents, and to ask parents to focus on the positive and do all 
the things that you really need to do to help a child with 
attention and distractibility problems. And so wow! Parents give 
pills. That’s outside my understanding of why you wouldn’t try 
everything in the world before you did that. That’s a difficult 
piece. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
 
(So no non 1st person) 
 

3 [I’d like to hear your thoughts on the topic of ADHD in preschool-
age children.] 

I’ve seen this whole gamut of how people look at their child’s 
development and that’s where I see the whole idea of what is 
ADHD, really, being – 75 percent of the kids that I have seen 
really aren’t. They’re really normal. They are obnoxious, maybe. 
They are testing their parent’s boundaries in every way they can, 
but they are not a diagnosis of ADHD. The other 25 percent, 
yeah, maybe. I would many times wish I had more information 
and things to really say that. But so many kids just were 
different; they were just not what their parent – not acting in 
the way their parent thought they should, for whatever reason. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
 
(So no non 1st person) 
 

3 [Does that experience [working in a children’s hospital] make you 
reflect on your work experience with preschool-aged children 
differently?] 

Repetitive structure 
Classification scheme 
Slang  
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It just seems like kids aren’t respected for where they are in 
their lives, to me. I see too many people telling their children to 
sit down and shut up, to be quiet. Using words that I wouldn’t 
dream of saying to a child. Calling them names. And I think this 
all comes together in the same thing about, the children are not 
meeting parental expectations in a way because, perhaps, of 
their activity and what they’re doing and what they’re choosing 
to do, developmentally, the parents don’t know how to cope 
with that. Then I think it leads back to getting – wanting them to 
be diagnosed with something because “I can’t do it right. I’m not 
being a good, effective parent. Therefore, there must be 
something wrong with the child.” 
 

Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
Use of non-1st person 
 

3 [What makes you think that a child of preschool age has a 
behavioral problem?] 

Two pieces. Their inability to respond over a period of time to 
normal interactions with them. The child that disrupts 
everything in more settings than not. That it’s not just the mom 
and dad that are frustrated; it’s the next-door neighbors and the 
lady that lives on the corner that babysits and the woman at the 
grocery store who says, “Please don’t bring him in here again.” 
[clears throat] It’s whatever is happening with the child that 
makes their behavior so difficult for other people that – because 
at that age, they’re not telling you why they are doing this, but if 
their behavior is such that it is just not changeable with normal 
types of things, then that’s going to be a problem. Whether or 
not it is a medically diagnosable problem, it’s a problem.  And 
then I think the second piece is how difficult it’s being for the 
parents. The child can be fairly appropriate in all fashions but 
something about them is setting the parents off that it’s a big 
problem. That may mean a lot of different things, but at any 
rate, it means there needs to be some further investigation to 
see why this is an issue in this family. It may not be with their 
pediatrician or their nurse practitioner; it may be in a whole 
different setting that needs to be evaluated. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal/clinical language 
Negative sentencing  
Modal auxiliary verbs 
Softeners 
 
(So no non 1st person) 

3 [What’s your sense of how this problem develops, progresses, get 
worse?] 

I think the course that I guess, that happens, in my mind, the 
most is the parent who sees the child getting increasingly out of 
their control in some fashion. Maybe not violent or destructive 
but maybe just they can’t get them to do what they want them 
to do. They don’t follow directions. They talk back. They are 
running and jumping and playing when they’re not supposed to. 
As they get a little bit older and they get stronger and they get 
more wily and more obstinate, anyway, which is normal for 
them, then it tends to escalate the parents’ unhappiness with 
the child, a lot of times. And I think I see the parents as getting 
progressively unhappy. They are frustrated, but the unhappiness 
that I’ve heard many times is, “I don’t know how to parent him. I 
don’t know how to be a parent to this child. I’m failing at this,” in 

Repetitive structure 
Classification scheme 
Slang  
Negative sentencing 
Softeners 
Use of non-1st person 
 
 
(So no formal language, 
MAVs, or nominalizing) 
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more or less those words. I’ve heard that said a few times, but 
more or less just “I’m not doing this right.”  I think the child starts 
feeling like he or she is a bad person. I’ve heard that from very 
little kids, that “my grandma doesn’t like me because I jump on 
the couch” type thing. I worry, then, that that progression follows 
you to school and then to your social life, and follows into 
bullying and school sports and how you’re going to – everything, 
how you’re gonna become as an adult. 
 

8 [What leads you to conclude that a child of preschool age has a 
behavioral problem?] 

Um……I think the transition pieces actually because of being, so 
that I’m looking objectively and watching the child that 
consistently is bouncing, especially by springtime.  And that 
observing that that teacher is having to frequently redirect that 
child back to the herd.  Because, like I say, my exposure with any 
consistency is pretty minimal, but the transition time that I’m 
there is consistent because I’m there at a set time during the 
day.  So I may be there during transition time during their 
lunchtime. ... They’re having to travel from one designated area 
back to the classroom or somewhere.  That would be for like the 
three- and four-year-olds.  Once you get to kindergarten you’re 
seeing by then the behavior stuff has manifested itself as that 
kindergartener in the front office.  So I can see at all three 
schools who’s in the front office being, having a behavior issue.  
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8 [Are there other chronic behavioral or emotional issues that you 
see going on for preschool-age children?] 

Those are the kids that… aren’t misbehaving, but they’re not 
keeping up with the rest of the herd either.  They’re just sort of 
out there.  I then sometimes become privy to the fact that this 
child may be or some children have been traumatized in early 
childhood.  I get that piece of confidential information shared 
with me. So that, to me, is a component sometimes of the ADHD 
or ADD.....There’s a history of trauma.  I sometimes have the 
privilege of being brought into confidentiality about a history of 
drug abuse in this early child.  So at what point and how many of 
these, I don’t know.  But I know that they’re out there.  And I 
know that I believe it’s a component sometimes to the ADHD 
and ADD.  So in terms of the kids that show up in the office with 
behavior issues, I don’t know.  I still want to think it’s just 
academic, but I realize you’re asking for this for the medical 
component to it.  And I don’t think I have an exact answer, 
although, I think it is part of that.  Are they there and how many?  
I don’t know.   
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8 [Please tell me about a particular preschool-aged child that stands 
out in your mind.] 

A pre-K four-year old, male child.  Big time behavior issues in 
class.  The classic, can’t keep hands to himself.  Hurting other 
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children.  That’s that piece where they cross over.  Are they 
flying kind of ADHD and don’t hurt anybody or are they violent?  
He was violent.  That’s the one that we got mom on board to get 
some help.  Get some ADHD medication which back then was just 
plain old vanilla Ritalin.  Yeah, the generic stuff which he took 
twice a day.  When he was on it, he was great. .....He really could 
get some stuff done.  He had a great teacher that worked with 
him and really nurtured him.  So that was my first exposure to a 
big situation like that for such a small child.  I was pretty like, 
“oh, my God.”  I was just amazed.   
 

Softeners 
 
(No formal/clinical 
language, modal auxiliary 
verbs, negative sentencing, 
non 1st person) 
 

8 [Have you noticed changes in the children who come to see you 
over time?] 

Because in a classroom situation, how this child [motions one 
direction] hears and understands a concept is different than how 
this child [motions another direction] learns and understands a 
concept.  It’s not that they’re not understanding it; it’s just that 
they’re understanding it differently.  But by the nature of how we 
set up our academic system.  This is how it’s supposed to be.  
You don’t get to understand it this way.  You do, but that’s not 
going to pass you. .... So if you’re doing this because you’re not 
understanding it this way, that makes you the ADHD kid.   
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8 [What do you think about the origins of ADHD?] 

Origins.  Well [long, drawn out], I think there’s a chemical thing 
for some ADHD that gets diagnosed.  I think there’s like – there’s 
this little girl who is literally bouncing [she bounces in her chair 
for emphasis/illustration] and going to town.  The medication 
literally brings her back on track.  It’s just night-and-day.  
Actually, I know all three of them there at that school.  Pretty 
significant.  So I think it’s a chemical thing.  It’s a brain chemical 
thing that…. pharmaceuticals was not my strong suit.  So, 
something pharmaceutical going on there that, just like a thyroid 
person has to have additional whatevers.  I still wouldn’t call it an 
illness.  It’s a condition. [laughs] So, origins.  I think there’s some 
children that get identified as ADHD that it may be an external 
factor.  It may be parenting.  It may be trauma.  It may be 
upbringing.  But something’s happened that’s set this behavior 
stuff off.  It may be treated as ADHD, but in reality is not an 
ADHD issue. … An example might be a child who actually 
sustained some sort of brain injury as a child.  Because of those 
behaviors, it’s exhibiting negative behaviors but no amount of 
ADHD medication is going to change that because that’s not 
what’s going on with that kid.  ADHD medication may not be 
appropriate even though it’s kind of what it looks like.  So those 
are my – I’ve been aware of two of those situations and visited 
with the diagnostician about it.  In fact, she brought it up.  This 
has been a couple of years ago.  She had done more research on 
that kind of stuff.  Oh, my gosh, that is so true.  Traumatized 
brain as opposed to the chemically classic – I can just see – by 
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mid-morning looking at her and just a normal little kid. [laughs] 
So does that answer your question? 
 

6 [Is there a particular preschool-aged child that stands out in your 
mind?] 

And it wasn’t so much as – that it was a pre-Ker so he was a 4-
year-old. And so she said, “I’m just having so much problems. He 
won’t sit down. He fidgets.” You know, all that. And then they 
say he’s disrupting the class because they want them all to kind 
of be on the same kind of level. Or they just can’t – they have too 
many kids, they can’t, you know? They have an assistant. Usually 
the pre-K teachers in my experience they have a helper, maybe 
not a full-time helper. But she was just, “I’m gonna talk to the 
parent.” And I said, “Well, just concentrate on the behavior. Just 
share it with a parent and see what the parents says,” is what I’ve 
always told them. Don’t say – well, I think they can’t really do 
that any more, say, “Well, I think they’re hyper and you need to 
take them to the doctor.” Even though they’ll come tell me, “I 
think this child’s hyper. They need medication.” That’s what 
they’re just saying. And I’m like, “Okay, well…” So it’s a 
behavioral issue. It’s a behavior – it’s different from a medical, 
but it’s still, you know… So, she did every – you know, she called 
the mom. They put him on medication. And then she was 
complaining that she thought he was being overmedicated 
because he was just sitting there. And she felt so bad that he just 
completely, like, was spaced out on the medicine. Maybe they 
just didn’t have the right dose and so they took him off of it. She 
talked to the parent and they took him off it.  
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6 [What makes you think that a child of preschool age has a 
behavioral problem?] 

Yeah, I’m not very happy with it. And the teachers will always 
approach me throughout the year and say, “Nurse, they’re not 
giving them the medicine. They just were climbing the walls. 
They weren’t sitting. They weren’t doing the work. They were 
getting up. They were talking. They’re just not giving the 
medication at home, Nurse, I just know.” And so they’re not 
supposed to question the children. They’re not supposed to be 
calling the mothers, you know, the parents, anymore because of 
the FERPA, FERPA. So I tell them, “Concentrate on their behavior 
like you would with any other child. Like if any other child wasn’t 
doing their work or, just share that with the parent. And then see 
what they tell you.” But I’m sure they do, but sometimes it 
doesn’t work. You know, it doesn’t work every day. It’s not a 
magic bullet. That’s what I told a lot of them, “It’s not a magic 
bullet.” [laughs] Well, one teacher she just said, “No, no, I just 
know she’s not – they’re not giving it. The parent is forgetting. So, 
Nurse, can’t you give it please?” I just, you know. So these are the 
few cases that you approach the parent, “Well, the teacher 
thinks,” and I’ll tell them, I’m honest with them. You know, tell 
them, “Well, the teacher wants me to start giving it. Maybe to get 
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it on a routine, and they get it at the same time.” I never can 
accuse them, “You’re not giving them the medication.” You 
know, how could I do that? I don’t live with them. So, they – I 
started doing it on this child because the teacher said – she 
swore. Well, so then I was doing it every day the same day..... 
Giving them – administering the medication at school, which, this 
is supposed to be done at home and that’s another story of the 
parents that want us to do it at school..... So, these are the 
teachers that swear, “No, they’re not doing it. They’re not giving 
them the medication. I just know because of their behavior.” So, I 
started and it – she was acting the same way. And I said, “You see, 
I told you.” They’re – or maybe they were outgrowing their dose 
or they needed another evaluation.   
 

6 [What does your nursing experience make you think about what 
are the origins of these problems?] 

They can have ADHD but they’re successful because there’s all 
different levels and combinations of it. So you can have it, but 
it’s just, you’re fine. You know, you take it, you’re fine. And there 
might be the ones that – the few that are not doing well, or that 
it’s not working or they’ve outgrown it, other issues. 
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6 [What are the treatments and actions you take to address ADHD?] 

They have them for other – you know, they have them for autism 
and… and I think because there are like different levels. I mean 
everybody has a different IQ. There has to be different levels of 
activity. Or when they’re having that moment, they can go 
somewhere and get pulled to where – not like maybe all the 
time, because it’s not 24-7 with them, although it seems like that 
with a two or three. [laughs] It’s like, where did they get that 
energy? They should bottle it and sell it. [laughs] But there are 
some that are, I can tell you, just me personally right now, that 
are like – they – you can’t get in a word because they are just go, 
go, go, going all the time.  But there has to be a way of getting 
pulled out without trying to address that, that behavior at that 
time. Rather than getting sent to the office, to sit and talk to the 
AP because you’re not behaving, you’re not doing this. You’re 
not doing that. That’s where I see them because my office right 
now is in the front and I see them there. But what would happen 
even with a pre-K-er? They drag them to the principal’s office 
because they can’t deal with it anymore. They can’t teach, they 
can’t do, all the other kids are just waiting. 
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6 [What concerns do you have about these problems related to 
ADHD in preschool-aged children?] 

I don’t think there would be as many [kids diagnosed ADHD]. And 
the thing is with inattentiveness also, who’s there saying, “Okay, 
go back. Focus. Do it again. Look at it.” There’s just – in the 
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schools, you don’t have that one-to-one. You might have some 
help, assistants helping. And I’ve seen them pulling them away 
and just concentrating on the ones that they think need a little bit 
more and just focusing them more. But you don’t have that, that 
– it’s more of a group thing [laughs] and within this group they 
all have to do and behave a certain way. We can go to the moon 
but we can’t find a [laughs] – to solve this. I don’t, Marian, I 
really don’t – in the school, in all the schools that I’ve been, I’ve 
never heard anybody think it’s an issue. It’s just accepted, you 
know? Some kids are just hyper, period. It’s accepted; it’s not 
like, “Oh!” It’s, “I have a hyperactive kid. I’m gonna get a 
hyperactive kid.” It’s like, “This is a hyperactive kid.” But it’s 
accepted. It doesn’t seem to be an issue or a problem. And they 
seem to think it’s okay. Well, yeah, they do need that pill in order 
for them to focus because that’s very important for them, to be 
able to focus and do the work. It doesn’t seem, for them, wrong 
for them to have to take something because it’s controlling their 
behavior. It’s medicating them. But they say, “Oh no, but they 
need it. They need it because if they don’t have it they wouldn’t 
be able to do any of it.” 
 

Negative sentencing 
Softeners 
Use of non-1st person 

6 [Have you noticed changes in your approach to explaining and 
addressing emotional and behavioral problems and ADHD?] 

It’s like – and maybe it has to do with, like, their combined – are 
they inattentive? Are – you know, their level of ADHD. Now, 
when I hear ADHD, I don’t hear, “Oh, they’re like a level five 
ADHD. But this one is a level one. They take their medicine, 
everything works for them.” Which has to do with maybe, do they 
have all three things? Are they inattentive? Are they, you know, 
the three –? Right, inattentive, and what is the other? It’s 
inattentiveness, hyperactive and impulsive. So, are they ADHD 
five or are they on the one? No, and everything flows okay. 
Some of them, everything flows okay and others are just this and 
that, nothing works, you know? And it’s – and because it does 
have to do with a lot of – a lot of, “Are they taking it? Are they not 
taking it? What’s going on?” Other things might have to be 
affecting them. Do they have other stuff going on with them? Do 
they have depression? Do they have other anxieties? You know, 
all of that plays into the role of the ADHD. And so when I talk to 
the parent, I have to, “Okay, let me listen to your story” [laughs] 
and see how this one, you know, how are they? Sometimes 
they’ll say, “Oh well, the dad is hyperactive, or the mom. That’s 
why they’re like that. They’re hyperactive and that’s why they, you 
know.” I’ve heard that too. [laughs] 
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5 [What leads you to decide that a child of preschool age has, has a 
behavioral problem?] 

If the majority of like their peers can sit for the ten minutes and 
listen to the teacher tell the story, or they can… And at that age, 
like I said, it's hard to know whether it is… Sometimes, you just 
don't mature as fast as other kids, even though you may be a big 
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kid and you don't necessarily act that way. That they really are 
exceptionally different from the group in there. That they, when 
it's time to go to different centers, they can't pick one, they are 
running around. Or they aren't listening – the teacher's 
constantly having to go, "Come back over here." When they do 
circle time, the teachers usually are pretty good about… And the 
kids learn quickly – even when they're new and they haven't 
done it before, they kind of learn quickly because they see their 
peers doing it – that, "Okay, we sit." And they may fidget, and 
they may look down, and they may do lots of stuff, but they're 
not having to bother the other people in there. Most of the time, 
if they're ones that don't have the hyperactivity, they kind of get 
overlooked anyway because they're the quieter, shyer one that's 
just aren't are paying attention but the teacher's not bothered 
by them and they’ll say, they can go, "Oh, Johnny, what do you 
think?" and that'll bring them back. "Oh," and they may then say 
something way off the wall because their mind wasn't on that. 
But it's usually, at the preschool, it's the activity that causes the 
parents to be concerned, the teachers to be concerned on that. 
...Yes. If they're really, really having a lot of difficulty, then yes, on 
that one. Like I said, with the 3 to 5, for me, with a lot of it, I just 
wanted to say, "Yeah, they are. You might try this, this, or this, 
rather than… and see how they do with it, you know. When 
they're redirected, do they go back pretty fast? Do they go 
there? Are you seeing signs for like, they're really, say, into 
airplanes and can tell you anything about an airplane but couldn't 
care less about what else is going over here in homemaking, or 
helping with the machines of any kind, or whatever?" So, it's hard 
for me, I think, to be super concerned with them at preschool 
age although I know that's when parents get concerned. And I 
know it's a big concern with that and I don't think they have a lot 
of examples anymore of what's a normal…  
 

Use of non-1st person 
 
(No nominalizing) 

5 [What leads you to decide that a child of preschool age has, has a 
behavioral problem?] 

I think kids are expected a lot academically now and I think 
they're not [with red she pats her hand on the table] really meant 
to sit still in that 3 to 5 age group. They're meant to run around 
and do this. And most kids will know the rules and go, "Yeah…" 
They'll try it and they'll go, "Okay, yeah, I know I did wrong and 
I've got to sit in the time out. Okay." They'll participate with you 
most of the time, on that one. And I think, even ones with ADHD, 
they want to, sometimes – they just have that trouble of self-
control. And I don't know, also, age-wise, does that not help 
them when they're a little bit older in their…  Help them so that 
their bodies have matured, their minds have matured just a 
little bit more because they may be slower maturing. They might 
be bright as a whip so people expect them to be well behaved 
and stuff but they may be… They just can't yet. They're really 
not mature enough to sit. And I think that's part of the problem 
is that we're wanting kids to sit down academically so much in 
that 3 to 5 age that, they're… If you've got a lot of energy – and 
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some of them are going to be better at controlling it – going, 
"Yeah, I'm bored but I'm going to sit here," and others are like, 
"No, why should I sit here? I've got to move." And I think that's 
one of the things that, why we're seeing more of it, why we're 
seeing more of it say like in the U.S. is that we don't have those 
outlets like that even more so than like when I was growing up – 
there was recess, there was this – but now there's so much 
academic. And, in the elementary, what I’d see is they got 
punished a lot of times, by no recess, so that just defeated their 
whole thing. They needed energy and they were having to sit out 
at recess and not play. 
 

5 [What emotional or behavioral issues, generally, do you see in 
preschool-age children?] 

There's still a lot of…  you know how like some babies will walk 
at nine months and others don't walk until they're 15 months? 
There's still that variance and you can't really tell it just looking 
at them that, "Oh, they haven't reached that level of maturity," or, 
"They can't make that X or copy the circle." When you sit down 
with them and you have them, you see that but you know is that 
because they don't have the coordination? They've never been 
given pencils to do this with? And do they - yeah, and next 
month they'll be able to do it because they've gotten that 
coordination and stuff in there. So it really does vary a lot and, 
yet, I think a lot in our… we’re expected, we have an order we 
want things in and a certain rigidity that… you know, like now, 
they read at five and there's a lot of controversy on that – should 
they make…? Some kids are very poor readers at that time but, by 
seven, they've caught up and they're good but then they've been 
kind of labeled, "Oh, you're a slow reader. You're this…" And 
that's what – also with the self-fulfilling prophecy – I'm afraid 
that, at 3 to 5 when you look at a child and you do that, they get 
a label, and people are expecting that, and they're looking 
specifically for those kind of things.  
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5 [What concerns do you have about these problems related to 
ADHD in preschool-aged children?] 

Yeah. And then it becomes part of who they are. "Oh, I'm just… 
Okay, well, I'm not responsible because I have this and I…" And 
then I think then they don't… It becomes a crutch and a, "I don't 
have to do this because I have ADHD." And so it doesn't matter 
what it is, then they'll try to use it. Now, people will go, "No, it 
doesn't matter if you have that – you're just going to be a little 
bit slower. You're going to do it a little different, whatever," 
then they'll probably meet the challenge. But, because they get 
let ‘em, let with it… And then I think a lot of people, then, are 
afraid, maybe, "Oh, they have ADHD. They can't do this. What 
am I doing wrong so the parent's going to be down my throat 
saying…" They're second-guessing that rather than just looking 
at them as a child and this is what they're doing, and, you know. 
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5 [Is there anything that I haven't asked about that you were 
thinking, "Well, she should know about this part?" Stuff that I don't 
know to ask about in relation to ADHD in preschool age 
children?] 

But, they are seeming to be diagnosing more and earlier in the 
preschool and that bothers me because their minds aren't really 
developed – there’s so, like we've talked so much, there's so 
much in between there. I'm not crazy about them giving 
psychotropic drugs to kids because they really don’t, haven't 
done testing to know long term effects. And seeing it increase all 
the way… Okay, if we're catching earlier, it should, we should be 
able to do something to actually see it drop like this instead of it 
rising on all levels, and so that kind of bothers me.  
Interviewer:  If we're catching it early, why isn't something 
changing in the progression? 
Participant:  Right. Yes. And it's not, and so maybe we're causing 
a new problem in this. It's a real, it’s a difficult thing. Like I said, 
there's a lot of that this is just normal development and how 
many people are looking at this saying, "Oh, this is abnormal," 
and it's really not? And look at this child would, if you left them 
alone and just gave them guidance or whatever, would outgrow 
it. I do hate seeing people labeled so early and I do think that a 
label is still a label. It becomes part of who you are and so that's 
who you think you are. 
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2 [I’d like to hear your thoughts on the topic of ADHD in preschool-
age children.] 

But I think the expectation for children that are 4 and 5 years old 
is beyond what is age-appropriate. And I think that that is, it’s 
stressful, but it’s demanding that the child be able to hit the 
ground running.  So, kids that have a problem sitting still and 
staying focused are behind from the get-go. They really are. And 
they aren’t functioning well in the classroom. Besides the fact 
that they’re disrupting all the other kids that are trying to learn, 
but they’re missing those key principles that they need to help 
them throughout their school career. Right from the beginning, 
they are getting phonics and learning letters, and learning 
numbers, where we were spending half our day on the 
playground. And so, if they’re missing those key components 
right from kindergarten, they are gonna struggle for a long time. 
Especially if they’re struggling with a disease process called 
ADHD.  So, they’ve got two strikes against them. I think that it 
affects their whole entire life. 
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2 [I’d like to hear your thoughts on the topic of ADHD in preschool-
age children.] 

And so we meet, every week on several kids. And they’re not all 
behavior issues. A lot of them are educational issues. And some 
of them are because they truly do have a learning disability or 
something like that.... But other times, I mean it’s both. They 
have educational issues because they cannot focus. One – and 
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the teachers are trying rocking chairs and they’re trying motor 
time, and they’re putting all these pieces into place, and the child 
is 6 years old and hasn’t learned anything for a year-and-a-half 
now. Or they’re way behind. You hear they’re reading on a 
primary, on a pre-k level. And the teacher will say it’s primarily 
because this child cannot focus more than a second-and-a-half.  
And then they’re off, and not because they’re disrupting the 
classroom necessarily but because they cannot, they can’t make 
that – what they need to do to learn in a classroom. And I know 
there are schools where kids go with ADHD and the parents don’t 
wanna medicate them. And they get support. Sometimes I think 
it does a kid a disservice early. .... But sometimes those kids 
struggle their whole lives. They don’t need to struggle that 
much. And I just think, life is hard. If there’s something you can 
do to make their education or their school career just be a little 
smoother for them, so that they don’t feel bad about themselves 
for always being in trouble, or always being the kid that can’t do 
it, even though some of them work really hard. And they are 
always just one step behind. And eventually, they figure that out. 
And that’s not fun for them. 
 

 
(No non 1st person, modal 
auxiliary verbs) 

2 [Please tell me about a particular preschool-aged child that stands 
out in your mind.] 

He’s no longer primary age, but he was when I first met him. 
Absolutely – we did everything. Parent knew coming in that she 
was extremely concerned about him being in school and being 
able to function in the school setting. Knew there was 
something not quite right. But didn’t really know how to identify 
what it was.  The teacher literally walked around with – for pretty 
much of the year with a vest on that said, “If – Then –” And so, if 
the child did this behavior, then they got this reward. I mean it 
was a continuous positive reinforcement and redirecting. He had 
check marks, he had a timer on his desk so he knew he had to 
work for this – egg timer – amount of time and then he could 
move forward. This was a kindergartener. I mean they did 
absolutely everything they could think of. And he… could stay 
focused for about two seconds. And it was, I mean, nicest family 
in the world. I actually just talked to her today. He’s in third grade 
now, so he’s in the school behind us. But finally, about, very close 
to the end of kindergarten Mom said, “Okay. I’m gonna go to the 
doctor. I’m gonna talk about what you guys have been doing at 
school.” I mean she had a stack of papers from school of what, all 
the things that we had done, and all the meetings that we had 
had.  And he was then started on medication. He was also 
diagnosed as learning disability in first grade. So, he was getting 
a lot more support in school. A child that was extremely 
sensitive, like every 30 days, she would throw out the medication 
and start over again. But that kid could wear off medication in an 
hour-and-a-half! I mean it’s clearly something in his makeup that 
was making him like that, and not anything identifiable that 
came from the outside. And a family that was trying everything 
they could and working really hard with him, getting lots of 
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outside counseling and lots of school support, and you know it 
just came to the point where they needed to have that one other 
step. 
 

2 [Are there other concerns that haven’t come up, but that you have 
about this issue?] 

But I think just having parents know that a 2-year-old that says no 
and stomps his feet and runs around a lot - doesn’t mean there’s 
something wrong with him. That’s what they’re gonna do. And if 
you – and if at that point, you don’t handle it appropriately, then 
when they’re 3, then maybe it’s expanded to something even 
more that even more looks like ADHD. When really, it’s just 
learning how to deal with that really early childhood behavior 
that’s totally appropriate. 
 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal clinical language 
Negative sentencing 
Softeners 
Use of non-1st person 
 
(No modal auxiliary verbs) 
 

2 [Are there other concerns that haven’t come up, but that you have 
about this issue?] 

I don’t think 5 is too young. I think that 3 and 4 is sort of 
watching it and saying, “Wow. We’ve got this kid coming into 
pre-k that is way busier than the other 18 children in the 
classroom.” Now we look at, okay, well, they’re young, July, 
August birthday. They’ve never been in a school setting; they’ve 
never been to daycare. And we kind of watch that. But 
throughout the year, they’re still like running around the room, 
and they can’t stay focused, they’re throwing everything all over 
the place, typical kind of behaviors, that needs to be told to the 
parent that, “We’re not seeing that as – normal, really.” 
Whatever words you use, but it’s not what the other children are 
doing. And then you hear it again when they’re 4 years old. “Oh, 
yeah. We heard that last year from the PPCD teacher” or 
whatever. And then they’re hearing it again when they’re 4 years 
old. And then you get to kindergarten, and they say, “Okay. Yeah, 
now we’ve been hearing it. And now the expectations are 
higher. And now they really need to be learning.” And that’s why 
I feel like it’s still pretty young, but it’s more age appropriate by 
the time you’re 5. And you’ve been in pre-k or you’ve been in 
some other setting away from Mom. You get more of a chance to 
see what the rest of the 125 other kindergarteners that we have 
in the building that aren’t acting like that. [laughs]... But I also 
want them to be babies, you know? They’re 3 and 4 years old. 
[laughs]... They should get to be babies, yeah. [laughs] Sadly, 
they don’t think 5-year-olds are babies anymore. So – 
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Use of non-1st person 

1 [What do you think about the systems that you’re working inside of 
– you know like education, and you know the government 
regulations about those? And, healthcare, and insurance, and 
[laughs] there’s a lot of different systems that you’re asked to sort 
of operate inside of. So, I welcome any of your thoughts on that 
level about what’s going on with this.] 

So, he was saying basically what happens in the brain is you’re 
not learning those social norms, or those executive functions 
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that would help you to inhibit certain behaviors – especially the 
ones that are not socially acceptable. But, and it’s not that – it’s 
just something – it’s a neurobiological deficit. Your brain just 
isn’t developing at the same rate as someone your age. So, 
you’re not getting those cues, you’re [not] picking up on certain 
behaviors and cues that someone your age would normally pick 
up because your brain is just not that – there yet. 
 

Use of non-1st person 

1 [What do you think about the systems that you’re working inside of 
– you know like education, and you know the government 
regulations about those? And, healthcare, and insurance, and 
[laughs] there’s a lot of different systems that you’re asked to sort 
of operate inside of. So, I welcome any of your thoughts on that 
level about what’s going on with this.] 

For four-year – that’s the other thing – it’s like, how are they 
saying that kid is ADHD when they’re four? Well, I guess it’s more 
like in kindergarten. I can see it more in kindergarten. They’re a 
little bit more mature. And, they can sit down, and pay 
attention, but most of them can’t pay attention very – for very 
long. So, the kindergarten teachers know that, so they’re 
constantly on the move. You know, the activities aren’t that long 
because their attention span is just not that long yet. When they 
age, as they get older, they can attend longer. But, there’s a 
certain – a magic number – no, it’s a certain amount of time that 
they can attend, and you can expect a normally developing five-
year-old to attend. So, if that five-year-old is not doing it, is he 
being inattentive? Or, is he just like so stuffed up he can’t 
attend? He can’t even hear you – his ears are all –... So, is he just 
dazed because – is it because of that, or is he really inattentive? 
And then we have some kids that are always moving [laughs] – 
constant motion. And, that can and can’t be – but, sometimes it’s 
just them. They just like to move. I mean – they think real fast. 
[laughs] But, that doesn’t mean they’re not paying attention to 
you. They just can’t sit there. They might have to be moving to 
hear you. Some of them kinesthetic learners – they learn better 
by moving. 
 

Repetitive structure 
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Slang  
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Negative sentencing 
Softeners 
Used non 1st person 
 
(No nominalization) 

1 [What do you think about the systems that you’re working inside of 
– you know like education, and you know the government 
regulations about those? And, healthcare, and insurance, and 
[laughs] there’s a lot of different systems that you’re asked to sort 
of operate inside of. So, I welcome any of your thoughts on that 
level about what’s going on with this.] 

Noooo. So, I see that side. I’m not against it at all. I just wonder, 
how is it diagnosed so young given that there’s the maturity 
factor, and then all the ACEs, and just environment in terms of 
whether or not they had any kind of parameters at home – only 
children that have never ever had to share with anybody coming 
in, and then have to learn. All of that, they have to take into 
account. And, I don’t know if doctors do that. So, I mean, really, it 
makes me always wonder [laughs] what are you guys doing. 
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1 [What do you think about the systems that you’re working inside of 
– you know like education, and you know the government 
regulations about those? And, healthcare, and insurance, and 
[laughs] there’s a lot of different systems that you’re asked to sort 
of operate inside of. So, I welcome any of your thoughts on that 
level about what’s going on with this.] 

Yeah. I mean, let’s have some Connor rating scales first, and that 
way we can see whether or not – I have one little boy – he’s so 
precious. I mean, he’s my little pal. And, he started taking 
medication in kinder, and now he’s in first, and they were real 
worried because of – what is he on? I think he’s on 
methylphenidate. I think. And then, there’s the appetite-
suppressing part of it. So, they were worried about him not 
gaining weight, and things like that. But, it’s like, I never thought 
of him as that. I don’t remember the teacher ever saying “this kid 
is really out there.” And, she’s a veteran teacher. She’s been 
teaching for 30-something years. She would know. I mean, he 
just seemed to blend in with the rest of them. There were others 
that were worse, so I don’t know why he’s on medication. I’ve 
never seen a rating scale. I don’t think the teacher ever filled 
one out. 
 

Classification scheme 
Slang  
Formal clinical language 
Modal auxiliary verbs 
Negative sentencing 
Softeners 
Use of non-1st person 
 
(So no repetitive structures, 
nominalization) 
 

1 [What do you think about the systems that you’re working inside of 
– you know like education, and you know the government 
regulations about those? And, healthcare, and insurance, and 
[laughs] there’s a lot of different systems that you’re asked to sort 
of operate inside of. So, I welcome any of your thoughts on that 
level about what’s going on with this.] 

Right. So, it [the medication] hasn’t kicked in yet. So, those kids – 
I see them come in, and the ADHD ones – oh my God, they’re like 
touching everything [laughs], and they’re talking a mile a minute 
[laughs]. They’re easily distracted. I can always tell because I 
have this little man – he’s Metadate Man, I got him from a drug 
rep. I used to move him around, and the ADHD kids are like, “oh, 
where did he go?” Nobody else sees it, but they do. They pick 
him out like that. Because they’re constantly scanning. They’re 
looking at everything. They use all their senses all the time. And, 
most kids – I mean most of us are using our senses all the time, 
but we’re able to inhibit most of them, toward, to get to a goal. 
So – 
 
Interviewer: Does the medication change their scanning? Their 
noticing? 
 
Participant: No - It depends what the medicine it is. That’s one of 
the things I looked at too. It was in that talk about how the 
different medications work. And, it depends what part of the 
brain it’s working on. But, some of that – generally speaking, it 
helps them with whatever – with one of the executive functions 
that is not developing properly. It helps them with that executive 
function, so it’s not that they’re not scanning, they’re just not 
reacting to it. They’re able to focus better and ignore – I mean, 

Repetitive structure 
Classification scheme 
Slang  
Nominalizations 
Formal clinical language 
Negative sentencing 
Softeners 
Use of non-1st person 
 
(So no modal auxiliary 
verbs) 



   
 

180 
 

they know it’s there [laughs]; they’re just not gonna say 
anything. [laughs] 
 

1 [How do you see the medication interacting with the continuing 
development of the executive function?]  

A lot of the kids – they still take the medication, and they’re 
better able to apply what they know. That was one of the things 
that the doctor was saying - the knowledge is not the problem, 
it’s acting on it. There’s a disconnect because he was saying the 
frontal part of your brain is where you have your executive 
functions – where you make those decisions, and things like that. 
The posterior part of your brain is where you store your 
knowledge. So, you can tell an ADHD person, well, this is how 
you do this, this, this, and this. And, they know the knowledge, 
they just can’t execute.  They can’t use that knowledge, and 
direct it toward a goal. So, the medications help them do that. 
And, there’s the three different kinds or groups – there’s the 
stimulants. And the stimulants, interesting enough, work on the 
emotional part of your brain. They kind of keep you from 
reacting emotionally to different things. It suppresses the limbic 
system. [laughs] So, well, that’s part of – one of the executive 
functions is they don’t control their emotions. They just blurt 
out, or they react right away. So, this helps that part, but it also 
explains though why some kids, when they’re on the bigger doses 
– they’re real flat affect. 
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