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ABSTRACT 

The research question for this study: "What cultural knowledge 

informs behavior of hyperactive children taking stimulant medications," 

was answered by ethnographic interviews and children's drawings to 

acquire the child's eye view. Four informants were interviewed 

individually three times. Data were analyzed after interviews and 

informants verified all data. 

Domains of meaning emerged upon analyzing data: "What hyper

activity is," "What I'm like when I don't take Ritalin," "How Ritalin 

works," "What I'm like when I take Ritalin," "Good things about taking 

Ritalin," "Bad things about taking Ritalin," and "Things important 

people do for hyperactive children." 

Further analysis of domains revealed.cultural themes: "People 

don't like being around a child who is hyperactive," "When I take my 

medication, I'm good; when I don't, I'm bad," "Forgetting means trouble," 

and "Some days it's hard, some days it's not." 

Suggestions for care of hyperactive children taking stimulants 

and recommendations for further research were presented. 

vi i i 



CHAPTER I 

INTRODUCTION 

Hyperactivity is perhaps the single most common problem among 

children referred to Child Guidance Clinics in our country today. 

Interest in the topic has sky-rocketed among health professionals and 

the general public since the 1960's. However, even with this great 

demand for understanding, much confusion surrounds this mysterious 

disorder known simply as hyperactivity. The terminology alone is 

perplexing with terms such as "hyperkinesis" (Laufer and Dephoff, 1957), 

"attention deficit disorder" (DSM III, 1980), "minimal brain dysfunction" 

(Clements, 1966), and "hyperactive child syndrome" (Morrison and 

Stewart, 1973) all used interchangeably for this complex childhood 

disturbance. 

This study is directed towards determining how children who 

are hyperactive understand the disorder and a particular therapy 

instituted for treatment. The child's eye view will be investigated by 

taking the child's position as the world is experienced. 

Most hyperactive children are not viewed as problematic until 

the time they enter school. Symptoms of persistent overactivity are 

often present from an early age when the child's history is reviewed. 

Yet many times the overactivity is disregarded until the child begins 

school. At that time behavioral problems, such as distractability 

and short attention span, interfere with the child's ability to achieve 
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in the academic setting. Barkely (1978) asserts that estimates of 

the incidence of hyperactivity among school age populations have ranged 

from 2-20%, however, most investigators accept prevalence estimates in 

the area of three to five percent of school age children. 

The realm of treatment for hyperactivity abounds with much 

controversy. Differing philosophies of treatment exist among 

professionals, ranging from specific diets (Feingold, 1975) and 

behavior modification techniques (Prout, 1977) to drug therapy (Fish, 

1971). A commonly used mode of treatment involves the institution of 

stimulant drugs to hyperactive children. While the effect is not 

totally understood, stimulants have been observed to alleviate 

symptomatology in hyperactivity. Barkely has estimated "600,000 

children annually, or between 1-2% of the school age population take 

these medications for management of their behavior. Most of these 

children are between six and ten years of age and they frequently 

discontinue use of medication after about three years or upon reaching 

puberty" (1981:189). 

Interest in this study was generated upon noting a lack of 

research in the area of hyperactive children's understanding of how 

stimulant medications affect their behavior. Scientific information 

is needed regarding the child's eye view of stimulant therapy. Upon 

obtaining the child's view of hyperactivity and medication used in 

treatment, our understanding of its complex picture may be enhanced. 

Health care providers will be able to utilize this information when 

children are to be treated with stimulants for hyperactivity. 
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Statement of the Problem 

The problem to be investigated is to ascertain the child's eye 

view of the experience of stimulant therapy for hyperactivity. The 

study focuses on how hyperactive children conceptualize their response 

to therapy, and it's affect on their daily living. Children undergoing 

such a medical regimen incorporate the knowledge learned from experiences 

into their own social world and thereby can constitute a unique cultural 

system. 

Statement of the Purpose 

The specific question to be addressed in this research is to 

describe and analyze the cultural knowledge which informs the behavior 

of hyperactive children undergoing treatment with stimulant drugs. The 

intent of this study is to add to our knowledge of hyperactive 

children's experiences with stimulant therapy. 

Significance of the Problem 

This study seeks to acquire information which hyperactive 

children on stimulant therapy use to guide their behavior. The meaning 

of stimulant therapy for the hyperactive child will be better under

stood upon attaining the child's eye view. Adjusting to a daily 

medication regimen may not be easy for the school age child who is 

hyperactive. The knowledge gained from this study shall enable health 

care professionals to assist other children undergoing similar therapy 

to cope with the experience successfully. Information acquired from 
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within the culture of hyperactive children will allow health care 

providers to become familiar with the world of those experiencing 

stimulant therapy. Nurses, in particular, can utilize this knowledge 

to educate clients, both parent and child, about hyperactivity and it's 

treatment. Children may choose to be of assistance in monitoring their 

own hyperactivity and the effectiveness of stimulant therapy as more is 

learned about the child's eye view. 

Definitions 

Child — a school age child (between 6-12 years of age). 

Behavior — observable human activity that results upon processing 

cultural knowledge. 

Cultural Knowledge — "the acquired knowledge that people use to 

interpret experience and generate social behavior" (Spradley, 

1979:5). 

Hyperactivity -- a behavioral syndrome characterized by short attention 

span, impulsivity, excitability, and motor activity, with 

consequent poor school performance or behavior problems (Varga, 

1979). 

Informs -- a process whereby a culture carrier translates cultural 

knowledge into human behavior. 

Stimulant Therapy — a mode of treatment involving the administration 

of various stimulants to alleviate the symptoms observed in 

hyperactivity. Single most common stimulant used in practice 

is Methylphenidate (Ritalin). 
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Conceptual Orientation 

A conceptual orientation supplies a perspective to examine 

concepts in the real world for existing properties and relationships 

(Hinshaw, 1977). The term "construct," according to Pol it and Hungler, 

"refers to an abstraction or mental representation inferred from 

situations, events, or behaviors" (1978:38). While a "concept," as 

defined by Hardy, consists of "dimensions, aspects, or attributes of 

reality" (1974:100). Thus given a continuum of reality, constructs are 

more loosely-defined, abstract, and ambiguous; while closer to the 

real world are the more well-defined and clarified concepts. 

The conceptual orientation presented for this study is composed 

of three major constructs: pathology, development, and culture of 

childhood. From these are derived the concepts of hyperactivity, 

stimulant therapy, the Piagetian stage of concrete operations, and the 

school age child's eye view. These phenomena are their relationships 

are outlined as follows: 

Culture of Childhood 

Spradley (1979:5) defines culture as "the acquired knowledge 

individuals use to interpret experience and generate social behavior." 

Given this definition, culture can be applied towards any group who 

shares common experiences or knowledge. Culture goes beyond basic 

customs and behavior patterns to include the meanings and inter

pretations people assign to phenomena encountered in their world. These 

sets of meanings formulate a cultural system of beliefs and practices by 

which a group of individuals make sense out of their world. 
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The elements in a culture of childhood has been outlined by 

Goodman (1970). She believes a unique culture of childhood to exist, 

and recognizes it has been neglected by researchers in the past. A 

culture of childhood is the manner by which children in different 

societies view themselves and are viewed by adults. In addition are 

the values and attitudes children discern from others or discover 

independently. Goodman holds that children have a distinguishable 

ability to extensively perceive the world around them, understand 

interpersonal relations, and cope with frustrations, tensions, and 

troubles (170:3). 

Harre (1974) and Aamodt (1972) have also addressed the concept 

of a culture of childhood. Harre believes that, with age, children * 

function in a world that cannot be related to that of adults, up until 

a certain point in development. The culture of childhood lies in an 

"autonomous world" not grounded in values and attitudes similar to 

adults. Aamodt holds that the child is a social being. Children view 

the social scene and select and reject, consciously and unconsciously, 

from alternatives in the environment. 

Hyperactive children on stimulant therapy experience similar 

events and alterations in their lives because of their common prescribed 

treatment. The knowledge these children possess and the experiences 

they share from being on stimulant therapy lead to the assumption that 

they constitute a unique cultural group. 
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Development 

The concept of development is fundamentally biological according 

to Harris (1957). "While a concept of development may be used in respect 

to physical systems, and while it may refer also to systems of ideas, 

the term has been most commonly associated with the organization of 

living structures and life processes" (Harris, 1957:3). 

Development connotates an increase in functional capacity with 

maturity. Development most often occurs with growth. Growth generally 

refers to an increase in a part or whole body size. Maturation is the 

inborn, genetically transmitted capacity for development in numerous 

areas of functioning. 

A generally held principle of development asserts that each 

individual develops in a unique manner while following the same 

consistent pattern. Individual differences may be due to environmental 

influences, inherited factors, or simply the rate or way in which 

maturational processes take place. 

Cognitive abilities are those higher associative and inter

pretive capabilities that allow the individual to learn new behaviors 

and modify old ones, to reason, conceptualize and generate knowledge. 

Cognition is the mental process by which knowledge and intellectual 

abilities are acquired. Cognition is refined from birth as a result 

of ongoing development, as are other functions of the individual, such 

as motor abilities. 

Human cognition has been of great interest to man throughout 

time. Questions surrounding the intellect and how knowledge is gained 
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have been the focus of numerous research studies. Jean Piaget (1969) 

has proposed a theory which attempts to describe how children come to 

know their world. The active nature of the child facilitates the 

progression through four sequential stages of cognitive growth. At 

each stage, the child becomes better able to process increasingly 

complicated environmental material. 

The third stage of cognitive growth in Piagetian theory, that of 

concrete operations, is pertinent for the purposes of this study. 

Children at this stage of cognition are generally in the school age 

years, from six to twelve years old. Children at this level have 

corresponding cognitive abilities which allow them to interpret their 

world as they know it. 

Pathology 

The concept of pathology is routinely encountered by health 

care professionals. In general, pathology refers to a deviation from 

normal usually characterizing a particular disease or dysfunction. 

Behavior disorders may be considered a kind of pathology. This 

category pertains to "disorders which are more stable, internalized, and 

resistant to treatment than transient situational disturbances, but less 

so than psychoses, neuroses, or personality disorders" (Chess, 1969:99). 

The Diagnostic and Statistical Manual of Mental Disorders describes 

characteristic manifestations of behavior disorders to include such 

symptoms as overactivity, inattentiveness, shyness, feeling of rejection, 

over-aggressiveness, timidity, and delinquency (DSM III, 1980). 
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Another aspect of pathology important for the purposes of this 

investigation is the concept of medical regimen. By this is meant the 

treatment plan initiated for a particular disorder. The medical regimen 

may encompass management through dietary measures, rehabilitation 

services, therapy, or medications. 

The particular entities under study in this investigation are 

the sub-concepts of "hyperactivity" and "stimulant therapy." Hyper

activity being a kind of behavior disorder, and stimulant therapy a kind 

of treatment involved in a medical regimen. These two concepts 

represent different aspects of the phenomenon known as "pathology." 

Child's Eye View 

The child's eye view is the emphasis of this study. The child's 

eye view of hyperactivity and stimulant therapy is the "insider's" or 

"emic view." Data obtained from other methodologies, in comparison, 

look at the child from the "outsider's" adult orientation, or "etic 

view" (Spradley, 1980). 

According to Goodman (1970:140), the child is able to give "a 

firsthand account, unaltered by the tricks of introspection, of society 

and culture as known by children." Children can relate the meaning of 

culture and society when they generate attitudes out of their own 

personal, social, and cultural materials (Goodman, 1970). Goodman 

believes the child develops a concept of self, and the growing interest 

in self and others allows a base upon which perceptions about people 

and experiences can be built. 
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Children's drawings also provide the child's eye view of 

experiences. Dennis (1966) analyzed children's drawings to obtain 

additional information about the child's world. He hypothesizes that 

as children talk about their pictures, their societal values will be 

reflected. Dennis' basic assertion is that children will draw what 

they are most familiar with. McFee (1961) states children use art as a 

means of learning about their society, to symbolize and organize what 

they learn, and to express their reactions to society. Art serves as 

a means of communication -- a way of sharing experiences with others. 

The child's eye view of hyperactive children on stimulant 

therapy can be explored by using ethnographic interview techniques and 

children's drawings. Spradley defines ethnography as the work of 

describing a culture (1979:3). The ethnographic interview focuses on 

language because language is the primary means by which culture is 

transmitted. The ethnographer attempts to get people to talk about what 

they know, so that explicit and tacit cultural knowledge can be explained. 

A structural model has been constructed to portray the 

aforementioned concepts in a hierarchy of constructs and concepts (see 

Figure 1). This study serves to interpret experiences in the world of 

hyperactive children on stimulant therapy. The broken lines on the 

model suggest hypothetical relationships that are believed to exist 

between constructs and concepts on a vertical and horizontal level. The 

most concrete level of abstraction links the concepts of the school age 

child's eye view, the concrete stage of Piagetian cognitive development, 

hyperactivity, and stimulant therapy. A major lack of knowledge exists 



PATHOLOGY DEVELOPMENT CULTURE OF CHILDHOOD 
/ 

/ 

Behavior Disorder Medical Regimen Cognitive — 
Development 

Hyperactivity 
Stimulant 
Therapy 

Piagetian Stage 
of Concrete 
Operations : 

Child's Eye View 

School Age 
Child's 
Eye View 

Figure 1. Conceptual Orientation of the World of Hyperactive Children on Stimulant Therapy 



12 

concerning how hyperative children on stimulant therapy conceptualize 

their world given their particular cognitive abilities. 

Limitations 

1. The information obtained will be limited to what the 

informants were willing to discuss with the researcher. 

2. Data presented may not be what the informants actually do, 

but what they say they do. 

3. A procedure has not yet been developed to allow for 

systematic analysis of data obtained from multiple informants. 

4. Much controversy exists as to what hyperactivity actually 

is, so clinicians may have differing criteria as to what constitutes a 

diagnosis of hyperactivity. 

5. The length of time informants have been on stimulant therapy 

may interfere with the ability to remember what it is like to be 

"hyperactive." 

6. Informants who participated in the study were allowed to do 

so because their parents were willing to allow the researcher into their 

home to talk with their children about hyperactivity and stimulant 

medications. The sample for this study then, consists of a group who 

may be more informed about their condition and its treatment since the 

families were open to more discussion and attention to the fact that the 

children are hyperactive. 



Summary 

Hyperactive children undergoing stimulant therapy can be 

assumed to constitute a cultural group with shared knowledge and 

experiences. The child's eye view is influenced by the cognitive 

abilities of the child, in this instance school age children are 

assumed to be at the Piagetian stage of concrete operations. The 

major goal of this investigation is to discover through the use 

of ethnographic interviews and children's drawings how hyperactive 

children treated with stimulant drugs view their world. 



CHAPTER II 

REVIEW OF LITERATURE 

The review of literature for this study covers three major areas 

of research: the child's eye view, stimulant therapy as a method of 

treatment for hyperactivity, the Piagetian theory of cognitive develop

ment. 

The Child's Eye View 

The child's eye view has been investigated by Goodman, Aamodt, 

Munoz, Dunscomb, and others. Goodman (1970) studied the content learned 

by children, as opposed to questions surrounding the mechanism by which 

children learn. Cross-cultural studies were performed which related 

what children see as they experience and interpret the world where they 

find themselves to be. Her research challenges previously held 

assumptions about the universality of age-stage linkages and adults' 

under-estimation of children's perceptions. Goodman's perspective 

differs from that of much other research, which reports what adults see 

when children are observed. In comparison, the child's eye view is 

obtained by taking the child's place and looking out upon the world as 

it is experienced. 

The child's eye view of health and healing was studied by Aamodt 

(.1972) when children's perceptions and experiences were examined, taking 

into consideration the constant impact of the cultural environment on 

14 



the child. Knowledge and experiences composing the health and healing 

system of the child were then explained. 

Ethnographic interviews were employed in the following studies 

to identify cultural themes in the world of children. The world of 

children with alopecia was explored through ethnographic strategies by 

Aamodt et al (1981). Eight children were interviewed through ethno

graphic techniques to obtain the child's eye view of chemically-induced 

hair loss. Data analysis revealed four culturally relevant themes: 

"There's nothing to be done," "Loss of hair and loss of friends," 

"Getting used to it," and "Treat me as normal." 

Munoz (1981) examined the experiences of school age children 

undergoing immobilization for traction therapy through ethnographic 

interviews and children's drawings to obtain the child's eye view. Four 

children were interviewed and taxonomies were developed from information 

collected. Taxonomies were analyzed to reveal five cultural themes 

which dominate the world of these children: "Keep busy," "Nurses should 

talk and listen," "Someone should be here," "I can't do it on my own 

but I want to," and "Talk about the future and the past." 

Dunscomb (1981) in a similar study, assessed leukemic children's 

perceptions of a lumbar puncture experience. Four informants were 

interviewed utilizing ethnographic strategies to uncover six cultural 

themes: "Get a good doctor," "We don't like surprises," "Eight year old 

boys need their parents," "Getting my mind on other things," "I need to 

'hold on'," and "You can't see behind your back." 
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The child's eye view may also be obtained upon examining 

children's drawings. Eng (1931) carried out a longitudinal study of 

steps in the development of children's drawings by following her 

niece's drawings from infancy through adolescence. According to Eng, 

"Children's drawings begin initially with automatic synthesis, and the 

higher synthesis is built upon this, gradually bringing the personal 

observations, mental images, feelings, and will of the child to an 

increasingly complicated expression" (1931:188). 

A detailed review of the functions of art in culture was 

investigated by the anthropologist, A. A. Gerbrands (1957). He 

examined the way by which art communicates the values, attitudes, and 

the belief systems which result from interactions of people within a 

society. 

Children's art products have been studied by Dennis (1966) as a 

means of understanding cultural values. He found symbols and the 

organization of drawings to reflect differences in values when thousands 

of children's drawings were analyzed. Children draw what they are most 

familiar with and thereby convey the values of their cultural group. 

Stimulant Therapy for 
Treatment of Hyperactivity 

Questions surrounding the use of stimulants as a method of 

treatment have been at the forefront of research in the area of hyper

activity. Ever since Bradley (1937) reported the successful use of 

amphetamines for management of childhood behavior disorders, researchers 

have attempted to discover how and why stimulants affect behavior. A 
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number of studies have validated the successful response observed with 

the clinical use of Methylphenidate (Ritalin), the current drug of 

choice, to alleviate symptomatology seen in hyperactive children* 

Barkely (1977) reviewed a total of 14 studies of children taking Ritalin 

and reported an average improvement of 77% among subjects receiving the 

drug, and 23% remaining unchanged or worsened. In addition, Fish (1971) 

found that one-third to one-half of hyperactive children experience an 

immediate and dramatic response upon the initiation of stimulant 

medications. 

Barkely's (1978) review of literature for hyperactivity found 

the major impact of stimulant drugs to be the effect seen in improving 

concentration, while decreasing impulsivity and activity level. Hence, 

other modifications in behavior that occur seem to be related to these 

primary changes. He notes other findings which present changes observed 

in hyperactive children's social interaction, and subsequently the 

indirect change produced in adults, primarily the parents' behavior 

towards the child, with the institution of stimulant therapy. Humphries, 

Kinsbourne, and Swanson (1978) found hyperactive children's compliance to 

parental commands and their responsiveness to parent-initiated inter

actions to improve in response to stimulant medication. At the same time, 

positive interactions between parent and child were noted to increase. 

Research about stimulants' affect upon cognition has been studied 

extensively by Cantwell and Carlson. "A substantial amount of evidence 

suggests cognitive functions such as attention, perception, and memory 

are affected by stimulant medications, as well as influencing cognitive 



style and other laboratory measures of learning" (1978:181). However, 

this is not to say that increased learning in a classroom situation, 

reasoning, or problem-solving ability result. 

Several studies have reported that stimulant drugs have almost no 

affect on scholastic achievement. For example, Conners (1972) found 

hyperactive children had no significant changes in performance with 

Ritalin therapy. Wide-Range Achievement Tests, involving reading, math, 

and spelling skills, were used to measure pre-drug and post-drug 

academic performance. Rapoport et al (1974) employed the same measures 

and similarly found no significant improvement in test scores after the 

institution of Ritalin therapy for hyperactivity. 

A few studies concerning the affect of stimulants on mood and 

emotion in children have been conducted. Generally minimal changes 

have been observed to take place. As compared to adults, who report a 

sense of euphoria with stimulants, Rapoport et al (1978) found children 

did not convey the same feeling. They relate feeling "funny," 

"different," or in some cases "dizzy." 

As with most all medications, particular side-effects may be 

encountered throughout the course of treatment. Those side-effects seen 

with stimulant therapy are not life-threatening in nature and are 

primarily temporary. Barkely (1981) found the most common side-effects 

to be insomnia and decreased appetite, as was reported in 90% and 79% 

respectively, of 29 studies reviewed. He has noted occasional side-

effects reported that deal with negative mood changes; such as sadness, 

proneness to crying, and irritability. This is in contrast to adults who 



report feelings of euphoria when on stimulant medications. Another side-

effect which has been inconsistently reported is the observation that 

social interactions with others are reduced — up to even 50% of what is 

considered normal— while children are on medication. This, in addition 

to the sometimes negative mood changes, can cause much distress to 

parents, as the child's behavior appears too controlled or socially with

drawn . 

One long-term side-effect of stimulant therapy has been investi

gated by Safer and Allen (1973). Their studies have indicated some 

stimulants, Ritalin and d-amphetamine, lead to suppressed height and 

weight gain. This finding, however, has not been confirmed by further 

research, thus more study in this area is necessary. 

Piagetian Theory of 
Cognitive Development 

Piaget's theory of cognitive development has served as the 

impetus for numbers of studies in the field of child development. 

Piaget (.1969) presents a stage theory, whereby the child actively 

constructs reality. Children are seen to selectively attend to some 

aspects of the environment, and selectively reject others. Being a 

stage theory, the Piagetian model proposes development to build 

sequentially on previous stages, becoming more and more complex. As 

the structure of the intellect develops, the individual will be able 

to handle increasingly complex input from the environment (as inter

preted by Ault, 1980). 
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In order to cope with environmental contents, the structure of 

the intellect functions by two specific mechanisms throughout all stages 

of development. First, is the principle of adaptation which occurs 

whenever an environmental change takes place with the individual. On 

one hand, the individual structure accommodates to cope with the novel 

input; while at the same time, the new pieces of information are 

assimilated to the already existing structures. These complimentary 

processes compel the individual to cope with environmental data and 

proceed to a higher level of functioning. The second principle by which 

the individual structure functions is through organization. By this, 

simply, is meant the ability of the individual to keep information 

organized; thus, adaptation can take place more readily. Therefore, 

according to Piaget, the mental structures are the means used to deal 

with environmental input. The structures become increasingly complex, 

and arranged hierarchically, as presented in Piaget's stage theory. 

Piaget has postulated cognitive development to proceed through 

four major stages. The structures of an earlier stage are incorporated 

into the next developmental level. Each sequential stage is qualita

tively different and possesses unique mental activities that are to be 

perfected. The stages of cognitive development appear in an unchanging, 

constant order — coinciding with approximated age norms. 

The third stage proposed by Piaget (1969) is that of concrete 

operations, generally appearing at about the age when children enter 

school. Piaget estimates this stage to be dominant from around six or 

seven years of age, up to ten or eleven. The major achievement at this 
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stage is the child's grasp of mental operations or actions that can be 

applied to somehow transform an object in the mind's eye. The child's 

view of the world is expanded as the ability to formulate concept 

classifications, relationships, transformations, and other operations 

are possessed. The child is, however, still tied to the real world as 

problem solving is limited to objects represented by some physical 

modality before him. 

Children at the concrete stage of operations are capable of 

taking the viewpoint of others and coordinating perspectives. As 

compared to younger children, those in the concrete stage of cognitive 

development are less egocentric in their thinking and can understand 

more than one dimension of a situation. Logic now guides thought 

processes. The operational child is not yet able to think in abstract 

terms or hypothesize, instead deals mainly with reality. 

Studies have been conducted which propose to identify how 

children at various developmental levels conceptualize illness causality, 

as analyzed from a Piagetian framework. For example, Simeonsson, 

Buckley, and Monson (1979), found children had uniformity at different 

developmental levels regarding their conceptions of illness causality. 

Their thinking was seen to progress from global concepts to abstract 

with age. Analogous to Piagetian theory, conceptions of illness became 

more objective, rational, and better articulated with age. Children 

became more capable of thinking about illness in relative terms while 

becoming aware of multiple causitive factors leading to illness. 



Similarly, Perrin and Gerrity (1981) studied how children come to 

understand the phenomena involved in prevention, causation, and treatment 

of illness. Children's answers were found to vary markedly at all ages, 

but a consistent, organized progression in children's understanding of 

illness-related concepts was noted with age. School age children had a 

clearer sense of self, and were able to distinguish internal from 

external phenomena. These children could understand more than one point 

of view, but could not contemplate hypothetical situations. The ability 

to specify relationships, classify, and transform allowed children in the 

concrete operational stage the ability to conceptualize the multiplicity 

of cause and effect happenings, and reversibility in regards to illness-

related concepts. 

Summary 

The preceding review of literature has focused on the child's eye 

view, stimulant therapy for treatment of hyperactivity, and the Piagetian 

theory of cognitive development. While stimulant drugs appear to receive 

much attention in research concerning hyperactivity, seldom has the 

child's eye view been accounted for utilizing a developmental approach. 

This lack of information serves as an impetus for this study. 



CHAPTER III 

METHODOLOGY 

This investigation was designed to reveal the culture of hyper

active children who are being treated with stimulant drugs. The study 

sought to identify the knowledge hyperactive children on stimulant 

therapy possess to organize their behavior. This chapter presents the 

research design, information about informants, protection of human 

rights, data collection, and analysis of data. 

Research Design 

An exploratory design was used to answer the question: "What is 

the cultural knowledge that informs the behavior of hyperactive children 

on stimulant therapy?" Ethnography is concerned with the meaning of 

actions and events in the world of hyperative children receiving 

stimulant medications (Spradley, 1979). Data from ethnographic inter

views and children's drawings were collected to facilitate obtaining the 

child's eye view. Domains of meaning were developed and cultural themes 

identified from systematic interviews with the informants. 

Selection of Informants 

Spradley (1979) has identified five criteria for the selection 

of a good informant: thorough enculturation, current involvement, 

unfamiliar cultural scene, adequate time, and non-analytic. Informants 
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were chosen according to these guidelines, in addition to the following 

requirements specific to the cultural group being investigated. 

1. The informant was currently undergoing treatment with 

stimulants for hyperactivity. 

2. The informant had been on stimulant therapy for a minimum 

of one month prior to the first interview. 

3. The informants were able to explain their views of treatment 

for hyperactivity. 

4. The informant's diagnosis of hyperactivity had no associated 

pathology (e.g., psychosis, brain damage, seizures of 

undetermined origin, etc.). 

5.' The informant was between the ages of six and twelve years 

old. 

6. The informant spoke and understood English. 

7. The informant was willing to participate in the study. 

Informants were selected upon recommendation from various child 

health professionals such as pediatricians and child psychologists, in a 

large southwestern city in the United States. The study was explained 

during an initial phone call, at which time the informants were asked to 

participate. 

Protection of Human Rights 

Informants' rights were protected throughout the investigation 

in accordance with the guidelines by the Human Rights Committee of the 

University of Arizona (Appendix A). The purpose of the study and method 



of data collection were explained to all informants and their parents. 

Informants were told their participation was voluntary, and if desired, 

could withdraw from the study at any time. The child's participation 

would involve three to five private interviews and with permission would 

be tape-recorded. Informants' identity and responses were coded for 

their protection, and confidentiality of all information was guaranteed. 

A disclaimer statement was presented to both the child and parent, 

confirming the agreement to take part in the investigation (Appendix B). 

Data Collection 

The procedure for data collection followed Spradley's (1979) 

guidelines for the ethnographic interview. After obtaining permission 

to participate in the study, first interviews were scheduled at the 

informants' homes. Interviews were tape-recorded and took place in a 

place designated by the informant. 

Spradley (1979:59) describes the three most important elements 

of the ethnographic interview to be explicit purpose, ethnographic 

explanations, and ethnographic questions. Interviews were conducted in 

accordance with these principles while collecting data. First, explicit 

purpose involves explaining the purpose of each interview to the infor

mants. The interviewer must also provide ethnographic explanations in 

order to help informants become teachers of the cultural knowledge they 

possess. Finally, different types of questions are employed to elicit 

data pertaining to the investigation's purpose. The ethnographic 

interview focuses on three types of questions: descriptive, structural, 

and contrast (Spradley, 1979:60). 



The goal of each initial interview was to establish rapport with 

informants. This was facilitated by asking descriptive or "grand tour" 

questions, which at the same time revealed a language sample of the 

child. Descriptive questions were also asked in subsequent interviews 

along with the other types of questions. An example of a descriptive 

question might be: 

1. Tell me what you do when you get up in the morning. 

2. Tell me what you do at school. 

3. Tell me about the medicine you take. 

Structural questions were asked in the remaining interviews to 

determine how informants organize their knowledge and what similarities 

exist. These questions permit the identification of domains of meaning, 

the basic unit of cultural knowledge according to Spradley (1979). An 

example of structural questions might be: 

1. Tell me all the things your medicine does to you. 

2. Can you think of any other effects your medicine has on you? 

Contrast questions enable differences between domains to become 

apparent. The informant responds by relating how events or objects may 

be distinguished in their world (Spradley, 1979). A typical contrast 

question might be: 

1. Tell me the difference between "daydreaming" and "not being 

able to concentrate." 

2. Of all the things your medicine does to you, which are 

things that bother you and things that don't bother you? 



Informants were encouraged to share information they felt would 

be important for other people to know about the world of hyperactive 

children on stimulant therapy. Debriefing the informants included 

preparation for the following interviews. Efforts were made by the 

researcher to make the informants feel something worthwhile was being 

contributed. 

Data Analysis 

The analysis of data collected throughout interviews was 

conducted in a manner so that the organization of cultural knowledge 

could be discovered. Ethnographic analysis involves a search for 

components of the cultural system and inherent relationships concept

ualized by the informants in their language (Spradley, 1979). Three 

types of analysis are proposed by Spradley (1979) in analyzing 

ethnographic data: domain, taxonomic, and theme. 

First, domain analysis allowed for categories of meaning to 

emerge. Domains of meaning are the basic units of cultural knowledge 

and are structured by "cover terms" which are the names for each 

particular category of cultural knowledge. Domains of meaning also 

contain two or more "included terms" that belong to the category of 

knowledge named by the cover term. A semantic relationship links cover 

terms to all the included terms in the category. These semantic 

relationships may not always be obvious, and are often hidden, even to 

the members of the cultural group (Spradley, 1979). 
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Taxonomic analysis is concerned with the internal structure of 

domains. Subsets within a domain were identified along with the 

relationships that exist between the subsets (Spradley, 1979). 

Taxonomies and domains of meaning differ, in that taxonomies show more 

of the relationships among terms inside the cultural domain. For 

instance, X is a kind of Y (Spradley, 1979). While accepted as complete, 

taxonomies are an approximation of how informants organize their 

cultural knowledge. 

A search for the attributes of the terms in each domain was 

performed by componential analysis. "Whenever an ethnographer discovers 

contrasts among the members of a domain, these contrasts are best 

thought of as attributes or components of meaning" (Spradley, 1980:131). 

Data from each interview were transcribed, analyzed, and 
\ 

classified into domains and taxonomies after each session. Structural 

and contrast questions were asked of informants to verify the lists. 

Finally, after all interviews were completed, the data were 

reviewed for cultural themes. This concept of "cultural theme" was 

first introduced by Opler (1945:38) "as a postulate or position, 

declared or implied, and usually controlling behavior or.stimulating 

activity, which is tacitly approved or openly promoted in a society." 

Cultural themes can give a holistic picture of the cultural scene as they 

serve to relate the subsystems of cultural meaning the group possesses. 

Such themes exist as the cognitive principles that appear time and time 

again throughout the experiences of hyperactive children on stimulant 

therapy. 



Summary 

Ethnographic interviews with hyperactive children undergoing 

stimulant therapy were performed and data analysis followed the guide

lines established by Spradley (1979). Children's drawings were also 

collected to further obtain the child's eye view. Domains of meaning 

were then identified, the larger units of thought that organize the 

cultural knowledge of this group. Content of the interviews will be 

presented in Chapter IV along with a discussion of the findings. 



CHAPTER IV 

PRESENTATION AND ANALYSIS OF DATA 

This chapter presents the data collected and analyzed from 

interviews with hyperactive children receiving stimulant medications in 

the following sections: the researcher-informant experience, ethno

graphic data, and cultural themes. 

Researcher-Informant Experience 

The establishment of rapport is an essential component of the 

interview process with any informant, and especially when interviewing 

children. With this is mind, an initial meeting was arranged with the 

informants and their families for the specific purpose of performing 

introductions and getting to know the children before the actual inter

viewing began. While the parents had previously given permission to 

talk with the children, the informants were told they could decide 

themselves if they wanted to participate in the study. During the 

introductory visit some time was spent talking and playing with the 

children, anticipating they would be more comfortable with the 

researcher during the first interview. The purpose of the study was 

briefly explained s-nd the disclaimer statement (Appendix B) was presented 

to the participants and parents. 

The children who took part in the study were aware of the fact 

that the purpose of the visits was to talk with the researcher about 

being hyperactive. The children were allowed to choose a place for the 
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interview to take place in their home which would be quiet and private. 

Three tape-recorded interviews took place with each of the four children, 

most lasting approximately twenty to thirty minutes. Informants usually 

made it obvious to the researcher they were tired of talking towards the 

end of the interview. One informant would sigh heavily, stating, "I 

already told you that;" while others would respond, "and that's all," or 

"nothing else." Most often time was spent at the end of the visit with 

the children and parents conversing about school and extra-curricular 

activities, or playing a game. 

The first interview was composed of descriptive, or grand tour 

questions. Informants were asked such questions as: "Tell me what you 

know about hyperactivity," "Tell me what it's like to have to take 

Ritalin every day," and "Tell me what you know about your medication." 

These questions helped to establish conversation with the informants. 

Such descriptive questions were also useful in assisting the informants 

to talk freely about hyperactivity. 

Data from the first set of interviews were transcribed and 

analyzed for domains of meaning. Hence a structure was developed from 

which subsequent interviews were to follow. Further structural 

questions were asked to obtain more detailed information in the second 

and third interviews. Domains and knowledge about the domains were then 

verbally validated with informants through the use of contrast questions 

in the third interview. Informants were asked to make additions, 

deletions, or corrections to the lists of data presented. The children's 

verification provided reassurance that the information obtained was 



indeed accurate. Informants were also requested to draw several 

pictures and to explain their drawing to the researcher (see Appendix 

C). This provided informants with the opportunity to elaborate further 

upon their description of hyperactivity and stimulant therapy. 

A few problems were encountered in the field which will be 

described at this time. First was the difficulty which arose in finding 

informants who met the criteria for study and whose parents would allow 

the researcher into their homes to talk with their children about hyper

activity. Some parents seemed to feel their children simply would not 

be open to talk about their perceptions of hyperactivity. Others, 

however, had not provided their children with information about the 

medication they were taking and felt the interview process might bring 

more attention to the condition than they preferred. In addition, the 

number of children receiving stimulants for treatment of hyperactivity, 

at least in the surrounding area examined, was far below that which the 

researcher anticipated, therefore limiting the number of prospective 

participants for the study. 

Visits to the homes of all informants required at least a half-

hour drive for the researcher. While initially appearing to be nothing 

but an inconvenience, the time spent travelling to and from the visits 

proved to be an opportune time to plan interview strategies, collect 

thoughts, and examine information obtained during the interviews. 

The presence of a tape-recorder throughout interviews initially 

posed a problem for all four informants. Their curiosity with how the 

machine worked, watching it move, and wanting to hear their own voices 
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interfered with the flow of conversation. However, this problem seemed 

to resolve itself as the children became more comfortable with the tape-

recorder over time. At the end of each session, those who were 

inquisitive were permitted to hear the recording of their voice. 

A final problem which continually arose during the interviews 

were the difficulties in managing the behavior of some of the informants. 

Clearly, differences exist among children who are hyperactive, and the 

researcher left with definite impressions of which informants were "more 

hyperactive" or "less hyperactive" than others. The researcher would at 

times leave the homes after an hour visit truly exhausted from inter

acting with these children. Behavior modification techniques, such as 

giving attention to only appropriate responses from the children, were 

used in an attempt to keep the informants on task. At times some 

children had a hard time remaining seated, which lessened the quality of 

the recordings. The time spent with these children, although brief in 

comparison, helped the researcher better understand the feelings of 

frustration that arise in those who deal with children who are hyper

active on a daily basis. 

Informants 

The informants for this study were four school age boys ranging 

in age from 6h to ten years of age. Informants will be presented using 

fictitious names so as to protect their identity. All have been diagnosed 

as hyperactive and take Ritalin for treatment. 
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Brian 

Brian is a ten year old boy who was placed on Ritalin for 

management of hyperactivity at the age of about six. He is now in the 

fifth grade, and according to his mother does well in school. He is 

also a promising musician being a member of the school's band. Soccer 

is his favorite sport. Brian is a healthy boy, and has no biological 

or psychological basis for his hyperactivity. He had taken ten 

miligrams of Ritalin three times a day, but at the last interview had 

been changed to two 10 mg. tablets of long acting Ritalin only in the 

morning. 

Brian's younger brother, Joey, was also interviewed for this 

study. The two brothers, both taking Ritalin, are the only children 

in the family. 

Brian was a good informant about hyperactivity and Ritalin 

therapy. He seemed to enjoy the opportunity to talk about what he knew 

and was interested to find out what other hyperactive children had said 

to the researcher. He described hyperactivity as being "extra-active." 

He mentioned that "you can't control yourself" and as a result "you 

can't concentrate...and look at everything except homework when the pill 

is forgotten." This perception was also observed when Brian drew a 

picture of what he is like when he does not take the medication (Appendix 

C, Figure 2a). When he doesn't take the medicine, he described himself 

as "not friendly, the slightest thing I don't like I get mad, throw a 

tantrum and start crying." 



Brian described Ritalin as a pill that "helps me by calming me 

down, relaxing me so I know what I'm doing." He first stated that 

Ritalin "controls me," then clarified the statement by adding, "Well, I 

really control me, but it helps me." He stated that he can make it so 

the pill won't work at all, but he usually wants the pill to work, so he 

"tries to be patient til the pill starts to work." 

The worst thing about Ritalin, according to Brian, seemed to be 

the problems incurred by having to get the pill at school. He mentioned 

things such as missing part of lunch, waiting for someone to get the 

pill for him, and people asking questions about it — which was none of 

their business. 

Brian's knowledge was at times expressed in somewhat of a poetic 

fashion. He mentioned that he was "different" when he took the medication 

in comparison to when he didn't. He was asked to describe what he 

meant by "different" and replied, "I'm like two different personalities; 

without it I'm a monster and with it I'm a gentleman." Another rather 

profound statement he made in response to the question, "What is it like 

to be hyperactive?" He told the researcher, "Some days it's hard, some 

days it's not; some hours it's hard, some hours it's not." 

Joey 

Joey is the seven year old brother of Brian. He is in the first 

grade and is of average intelligence. He, too, likes to play soccer, and 

is very proud of his abilities as an artist. Joey suffers from many 

allergies, and, in addition, is an asthmatic, often taking medications to 



control these conditions. Joey has been taking Ritalin for treatment of 

hyperactivity since he was three years old. At the time of the inter

views he was receiving five miligrams three times a day. 

Joey was initially rather difficult to interview in that he 
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appeared shy, answering questions very briefly and quietly. Though he 

seemed unsure of sharing what-he knew about hyperactivity with the 

researcher at first, this changed as Joey became more comfortable with 

the interviews and enjoyed his role as a teacher. 

Joey described hyperactivity as being "wild, crazy, and not 

nice sometimes." As a result of his hyperactivity, Joey says he fights 

with his brother a lot. He also drew a picture of such a scene as what 

he's like when he doesn't take his medicine (Appendix C, Figure 3a). 

When asked how the,.medicine worked, Joey explained that he "thinks hard 

to help it work." He says he tried once to "tell it to make me better" 

and it worked. Joey was asked what he is like when he doesn't take his 

pill. He responded that he should never forget to, but "if I did, I'd be 

bad." Joey had some advice for other hyperactive children, "You gotta 

take some pills, and its not that fun." 

Steve 

Steve is a 6h year old boy who has been taking Ritalin for almost 

three years. He was adopted by his grandparents as an infant, and 

refers to them as Mom and Dad. He goes to school in the mornings only, 

45 minutes spent in a regular kindergarten class and 1% hours in a special 

needs class. Steve has been evaluated by numerous pediatricians, 



psychologists, and psychiatrists in an effort to find a way that his 

behavior can best be handled. His dosages of Ritalin have frequently 

been adjusted, as the medication did not seem to have much of a "hold" 

on his hyperactivity. He had been on as much as 130 mg. of Ritalin a 

day at one time. He was hospitalized once during the period of time when 

the interviews were being conducted for the purpose of documenting his 

behavior while off the medication. Steve was taking 20 mg. of the long-

acting Ritalin each morning when he was interviewed. 

Steve was very difficult to keep from being distracted during the 

interviews. He had a hard time keeping his attention focused on the 

conversation at hand, and would often forget the researcher's question. 

A more creative approach in interviewing techniques seemed to work best 

with Steve. He frequently turned to play with a favorite toy, a Mickey 

Mouse puppet, when be became bored during the interview. Instead of 

continuously directing all questions to Steve, Mickey Mouse too was 

asked some questions about hyperactivity. This technique worked well 

with Steve, as he would answer in a high-pitched, squeaky voice the 

researcher's questions. 

Steve explained that he has to take pills because sometimes "I 

get hyperactive." Mickey Mouse explained that when he's hyperactive, he 

"Runs all over the place." Steve showed that he is different when he 

doesn't^ take his pills. He said, "You can tell by me going like 

this..." (began running around the room in circles). He told, "I feel 

like running around in circles outside" and "It feels good to get some 

energy run off." 
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Mickey Mouse also explained why Steve has to take pills. He 

takes them because "he fools around." They "make him nicer, calm him 

down, and he acts fairly nice then." 

Steve's pictures also relate what his perceptions of hyper

activity are. When asked to draw a picture of a hyperactive child, he 

drew scribbles all over the paper, stating he was "running all over the 

place." He was then asked to draw himself when he takes his medicine. 

Steve drew a picture with several straight lines which he described as 

"I'm walking now" (Appendix C, Figures 4a and 5a). 

Henry 

Henry is an 8k year old boy who started taking Ritalin in the 

first grade, approximately 2h years ago. He was taken off the medi

cation for a time in the second grade, after he swallowed an entire 

bottle of pills and was treated at an emergency room for the overdose 

of Ritalin. He was again started on Ritalin this school year. He 

takes 15 mg. in the morning, but only on school days during the week. 

His mother chooses not to give him Ritalin on the weekend, yet she feels 

the medication is beneficial during the week in helping him at school. 

Henry was a most enjoyable child to interview. He loved telling 

stories, especially about the trouble-making that would occur when he 

did not receive his Ritalin. He took his role as an informant very 

seriously, however, and was anxious to share his knowledge about being 

hyperactive with the researcher. He always looked forward to future 

interviews and at the end expressed regret that the visits were about to 

terminate. 



Henry saw hyperactivity as being "too active and you have to 

have a pill to calm down." School, too, is difficult for the hyper

active child according to Henry. If the medicine is not taken, "it 

makes me nervous when I can't catch up with the rest of the class 

because the teacher goes too fast." 

Henry said Ritalin is good for hyperactive children because it 

helps them calm down. He was also concerned about the possibility that 

children can "get hooked" on Ritalin. He gave the following advice to 

other hyperactive children, "Sometimes if you get hooked on them, you 

take too much, you get sick and could die. You have to take one and 

stay with that til the next day." 

Henry explained how Ritalin works in the body with a picture he 

drew (Appendix C, Figure 6a). He said, "it works in the brain." He 

was not quite certain how the medication got from the stomach to the 

brain, but thought "it might be circulating in my stomach and 

communicating with my head and tells my brain to do good things." 

Ethnographic Data 

Ethnographic interviewing techniques were used as a means to 

identify seven domains of meaning. The domains comprise the meaning 

of the objects and events in the perceptions of school age children 

who receive stimulant medications for treatment of hyperactivity. 

Ethnographic data consist of the following domains of meaning: What 

hyperactivity is, What I'm like when I don't take Ritalin, How Ritalin 

works, What I'm like when I take Ritalin, The good things about taking 



Ritalin, The bad things about taking Ritalin, and Things important 

people do for hyperactive children. 

What Hyperactivity Is 

The informants described their understanding of hyperactivity 

to the researcher. Hyperactivity was contrasted by the informants in 

regards to The kinds of activity, An inability to concentrate, Doing 

stuff you're not supposed to do, Getting angry, and An inability to 

control yourself (Figure 2). 

The kinds of activity observed in hyperactivity were described 

by informants. One informant (age 8^) perceived it as being "real 

loose." He said that "you just turn loose" and it's "hard to hold in." 

Another informant (age 10) said hyperactivity is being "too active," 

the "activity just happens" and then you "can't do anything." Hyper

activity was also depicted as being "overactive" when "something is 

messing you up and you just get real active." Other terms used by the 

informants were "extra-active" and simply being "hyperactive." 

Informants observed another characteristic of hyperactivity to 

be an "Inability to concentrate." They gave several examples of this, 

"fool around even if I don't want to," "look at everything except 

homework," "play with everything," "can't remember what you want to do," 

can't get homework done," and "forget things." 

All of the informants referred to things included in "Doing 

stuff you're not supposed to do." When hyperactivity was described, 

such activities mentioned were "not mind the teacher," "act mean," "let 
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Real loose Hard to hold in Real loose 
You just turn loose 

Too active Can't do anything 

Kinds of Activity 

Too active 
Activity just happens Kinds of Activity 

Overactive Something is messing you up 

and you just get real active 

Extra-active 

Hyperactive 

Fool around even if I don't want to 

Look at everything except homework 

Inability to Play with everything 

Concentrate Can't remember what you want to do 

Can't net schoolwork done 

Forqet thinqs 

Not mind the teacher 

Act mean 

Let my room get messy 
Doing Stuff Not be nice 
You're Not Get other kids in trouble 
Supposed To Do Play jokes on people 

Try to tip over a Datsun 

Run out in front of cars 

Be a little brat 

With my brother 

Hit & punch Mickey Mouse 
Fight Pick fights 

With anybody 

Figure 2. Domains of Meaning in Things Hyperactivity Is 
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Like you're transferred' with a rage 

At anything 

Get jealous Of somebody else 
Getting Angry Cause Mike had more friends 

Throw things 

Lose your temper 

Try to kill myself 

Get excited 

Go cuckoo 

Be 'funny' 
Inability to Having extra energy 
Control Be crazy 
Yourself Go bananas 

Go wild 

Be rowdy 

Get nervous 

Have to have a pill to calm down 

Run all over 

the place 

Go back and forth Run all over 

the place Run in circles 
Run all over 

the place 
Can't sit in chair 

Going "Aargh!" 

Figure 2 Continued. Domains of Meaning in Things Hyperactivity Is. 



my room get messy," "not be nice," "get other kids in trouble," "play 

jokes on people," "try to tip over a Datsun," "run out in front of cars," 

"be a little brat," and "fight." Fighting was further detailed by each 

informant, "with my brother," "hit and punch Mickey Mouse," "pick 

fights," and "with anybody." 

The informants talked about "Getting angry" as a trait seen in 

hyperactivity. One informant (age 8%) described it as "like you're 

transferred with a rage." They would get angry "at anything" and one 

informant "got jealous." Jealousy occurred because "of somebody else" 

and "cause Mike had more friends." The results of getting angry were 

to "throw things," "lose your temper," and "try to kill myself." 

The "Inability to control yourself" was also a component of 

hyperactivity according to the informants. This was exemplified by 

their descriptions of "get excited," "go cuckoo," "be 'funny'," and 

"having extra-energy." Other terms the children used were "be crazy," 

"go bananas," "go wild," "be rowdy," "get nervous," and "have to have 

a pill to calm down." All mentioned that they "run all over the place." 

Different descriptions of the running around included "gd back and 

forth," "run in circles," "can't sit in chair," and "going Aargh!." 

What I'm Like when I don't take Ritalin 

When asked to tell what they knew about their medication, 

informants talked about what they were like when they did not receive 

their medication (Figure 3). As was expected, this information 

correlated with, their descriptions about hyperactivity; since presumably, 

the children would be hyperactive if they did not take Ritalin. 
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Not Friendly 

You couldn't talk to me 

Not Friendly 
I'd be smart-aleckina 

Not Friendly Smart-off until they whip me Not Friendly 

Hurt somebody else's feelinqs 

Not Friendly 

Not nice 

Hard to 

Concentrate 

Anythinq I can think of comes into my mind Hard to 

Concentrate Everything comes into my mind 

Get Into 

Trouble 

Act qoof.y when the teacher shuts the door 

Get Into 

Trouble 

Doinq stuff I shouldn't 

Get Into 

Trouble 

Hit teacher on side of head with a crayon 
Get Into 

Trouble 
Gettinq everybody in trouble Get Into 

Trouble Not doinq my homework 

Get Into 

Trouble 

Fool around 

Get Into 

Trouble 

Mess around 

Get Into 

Trouble 

Make the principal want to spank me 

Get Into 

Trouble 

Mess up my room 

Get Into 

Trouble 

Fight, fight With my brother 

Get Into 

Trouble 

ficjht With anyone 

Get flad 

Myself 

Get flad 

My mother on the weekends 

Get flad 

A t  W r l a L  
Cars for not stopping at 

stop signs 
Get flad I don't put my model 

toqether riqht 

Get flad 

When I can't get away in 
Dodge-Ball 

Get flad 

The class lauqhs at me 

Get flad 

I can't keep up with the 

teacher 

Get flad 

I don't do stuff riqht 

Figure 3. Domains of Meaning in What I'm like When I Don't Take Ritalin 
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Get Mad 

What 

Happens 

Throw a tantrum 

Get Mad 

What 

Happens 

Start crying 

Get Mad 

What 

Happens 

Throw 
Things 

A Chair 

Get Mad 

What 

Happens 

Throw 
Things French horn 

Get Mad 

What 

Happens 

Want to kill th' ngs 

Get Mad 

What 

Happens Kick things 

Get Mad 

What 

Happens 
Tear 
Things Up 

Models Get Mad 

What 

Happens 
Tear 
Things Up School paper< 

Get Mad 

What 

Happens 

Laugh at people 

Get Mad 

What 

Happens 

Hit people 

Get Mad 

What 

Happens 

My face turns red 

Get Mad 

Why I can't control myself 

Get Mad 

Why 
My hands just take over 

I'm Not 

Good 

I'm a monster 

I'm Not 

Good 

Can't even make friends with the dog 

I'm Not 

Good 

I'm bad 
I'm Not 

Good 
Too wild I'm Not 

Good Get hyperactive 

I'm Not 

Good 

I don't like anything - not even my brother 

I'm Not 

Good 

I'm crabby 

I'm Not 

Good 

I'm grouchy 

I Get 

Nervous 

When The teacher won't wait up 

I Get 

Nervous 

When 
I can't catch up 

I Get 

Nervous What 

Happens 

I get wiggl.y I Get 

Nervous What 

Happens Can't sit long 

I Get 

Nervous What 

Happens 
Body gets nervous 

Figure 3 Continued. Domains of Meaning in What I'm Like When I 
Don't Take Ritalin 
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Can't sit in my chair 

At School Have to get up out of my 

chair 

I Run 
Up and around out of 

my chair 
Around 

In Circles Outside In Circles 
Everywhere 

To run off energy 
Why I feel like I have to 

Figure 3 Continued. Domains of Meaning in What I'm Like When I 
Don't Take Ritalin 
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Three of the informants mentioned being "Not friendly" when they 

did not take their medication. This was portrayed in their statements 

"You couldn't talk to me," "I'd be smart-alecking,"- "Smart-off til they 

whip me," "Hurt someone else's feelings," and "Not nice." 

It is also "Hard to concentrate" when Ritalin is not taken. One 

informant (age 10) contrasted two observations; first "Anything I can 

think of comes into my mind," and second "Everything comes into my mind." 

Many references were made to "Getting into trouble." Specific 

instances where this happens include "Get goofy when the teacher shuts 

the door,""Doing stuff I shouldn't," and "Hit teacher on side of head 

with crayon." "Getting everybody in trouble" eventually gets them in 

trouble too. "Not do my homework," "Fool around," "Mess around," and 

"Mess up my room" ultimately lead to the informants' getting in trouble. 

One informant (age 8%) said he got into as much trouble as to "Make the 

principal want to spank me." "Fight, fight, fight" was emphasized by 

another informant — "With my brother" or "With anyone," for that 

matter. 

Informants talked of "Getting mad" when they don't take their 

medication. The anger can be directed at "myself" when he doesn't do 

things right according to one boy, "At my mother on the weekends" when 

he doesn't take Ritalin, and at "Cars for not stopping at stop signs." 

Getting mad happens when "I don't put my model together right," "I 

can't get away in Dodge Ball," "I can't keep up with the teacher," "I 

don't do stuff right," or "The class laughs at me." As a result of 

getting mad, the informants mentioned different things: "Throw a 



tantrum," "Start crying," "Throw things" - either a "French horn" or "A 

chair" - "Want to kill things," "Tear things up" — both "Models" and 

"School papers" — "Laugh at people," "Hit people," and one informant 

said "My face turns red." Two explanations were offered as to why they 

get mad, "I can't control myself" and "My hands just take over." 

When the medicine is not taken, the informants have the 

impression that they are not good. This was revealed in statements such 

as "I'm a monster," "Can't even make friends with the dog," "I'm bad," 

"Too wild," "Get hyperative," "I don't like anything — not even my 

brother," "I'm crabby," and "I'm grouchy." All of these statements 

refer to those traits the hyperactive child view as unfavorable within 

himself. 

One informant (age Bh) spoke of "Getting nervous" when Ritalin 

is not taken. This happens when "The teacher won't wait up" and when 

"I can't catch up." Consequently, "I get wiggly," "Can't sit long," and 

"Body gets nervous." 

All of the informants made reference to "Running around" when 

Ritalin is not taken. At school then, "Can't sit in my chair," "Have 

to get up out of my chair," and also "Up and around out of my chair" 

are the result. Running around "in circles" also takes place - both 

"outside" and "everywhere." Explanations for this behavior were "To 

run off energy" and "I feel like I have to." 
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How Ritalin Works 

The stages in how Ritalin works were delineated by one infor

mant (age 10) (Figure 4). He drew a detailed picture of the pertinent 

internal organs of the body as Ritalin traces through the system 

(Appendix C, Figure 7a). His theory of how Ritalin works in the body 

is summarized as follows: 

It goes in the mouth, and down the throat as it's 
swallowed. The liver puts juices on it, then it gets 
to the stomach and gets all turned around. Next it 
goes through the small intestine. Then some of it 
goes on out the body, and some of it gets into the 
veins. The veins take it back to different parts of 
the heart. That's where it works to block the 
heart for awhile to slow it down and it makes me 
better.. 

Informants' perceptions of how Ritalin works in the body were 

contrasted in the areas of where it goes in the body, how it works on 

mental processes, when it's effect takes place, and their own role in 

controlling how it works (Figure 5). The medicine is believed to go 

in the body "To the blood vessels," and it "Slows down the heart when I 

get excited." If hyperactivity is thought of as "Like high blood 

pressure" as one informant understood it to be, "Ritalin slows down the 

heart so I can keep up with it, then makes me better." 

Several informants deduced that Ritalin goes to the stomach 

"Then it makes me calm and it's gone" or "It makes it (the stomach) 

feel funny," or else "It (Ritalin) circulates in the stomach, 

communicates with the head, then goes away to different parts of me." 

Two informants thought Ritalin goes to the brain. One boy 

explained that Ritalin "Keeps it (the brain) from sending 2,000 



Down 
Throat 

In Mouth 

Some Goes 
Into Veins 

Better 

Makes 

Some Goes on 
Out the Body 

Through The 
Small Intestine 

To Liver that 
Puts Juices 
On It 

Turns All Around 
in the Stomach 

Blocks Heart for 
Awhile to Slow it 
Down 

Gets Taken Back to 
Different Parts of 
the Heart 

Figure 4. Stages in How Ritalin Works 
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To the blood vessels 

Slows down heart when I get excited 

Like high blood pressure - slows down heart so I 

can keep up with it then makes me better 
Goes in Then makes me calm down & its gone 
my body Makes it feel funny 

Stomach 
Circulates in stomach, communicates 

Stomach with head then goes away & goes to 

different parts of me 

Keeps it from sending 2,000 message; 

every split second 

Brain Tells mean side Stop 

to do good things Go 

Tells good side What's right 

to do good things What teacher says 

Works on Affects my nerves 

mental processes Relaxes me mental processes 

Calms me down 

Usually right away 
Affects me Pretty quickl.v 
at Takes 10 or 5 minutes to work 
different 

times 

Good 

effect in 15 
Then I can get a great hold of 

myself 
min.-l/2 hr. My mom can tell 

By being patient and calm myself down 

I can 

control it 

I can make it so it doesn't work if I want 
I can 

control it 
I tell it to make me better 

I can 

control it 
I think hard to help it 

I help myself 

Figure 5, Domains of Meaning in How Ritalin Works 



messages every split second." Another (age 8h) said the Ritalin "Tells 

the mean side (of the brain) to do good things and tells the good side 

to do good things." The kinds of things the brain was to do, for 

example, he stated were "Like stop, go, do what's right, do what the 

teacher says." 

Ritalin was also observed to work on mental processes according 

to the informants. This was seen when it "Affects my nerves," "Relaxes 

me," and "Calms me down." 

Informants had differing impressions of when the effect of 

Ritalin took place. Answers were "Usually right away," "Pretty quickly," 

or "It takes 10 or 5 minutes to work." One informant believed there to 

be a "Good effect in 15 minutes to a half-hour," this was determined 

because "Then I can get a great hold of myself," and because "My mom 

can tell." 

The informants also feel they have a part in the effect Ritalin 

has on their behavior. This was evident in the observation they shared 

that they, too, can control it. Their role in assisting the Ritalin was 

explained as follows: "By being patient and calm myself down," "I can 

make it so it doesn't work if I want," "I tell it to make me better," 

"I think hard to help it," and "I help myself." 

What I'm like when I take Ritalin 

Informants described the differences they see in themselves 

when they take Ritalin (Figure 6). Areas where they identified a 

change in themselves had they not taken their medicine were: Able to 
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Able to 

Concentrate 

On very few things Able to 

Concentrate Get homework done faster 

Calm 

Start sittina down in chair 

Calm Don't want to do everything in the world Calm 

Walk instead of run 

Act nicer 

Be a gentleman 

Act nicer 
Quit bothering people 

Act nicer 
Friendly 

Act nicer 

Don't get into fights 

Happy 

Because you took your pill 

Happy 
That you have friends 

Happy 
That you have something to play with 

Happy 

That you can ride a bike 

Happy 

That you have someone to play with 

Different 

Like two totally different personalities 

Different 
I 'm.a lot of things 

Different 
Not rowdy 

Different 

J U S t  1 1  K G  a  

normal person Not jumping around 

Different 

I'm OK 

My room would be neater 

Figure 6. Domains of Meaning in What I'm Like When I Take Ritalin 



concentrate, Calm, Act nicer, Happy, Different, and My room would be 

neater. 

The ability to concentrate was further explained as "On ^very 

few things" by one informant (age 10). Another (age 7) said he is then 

able to "Get things done a lot faster." 

Informants talked about the fact that they are calm when they 

take Ritalin. They then have acquired the ability to: "Start sitting 

down in chair," "Don't want to do everything in the world," and "Walk 

instead of run." 

Informants claimed they act nicer when Ritalin is taken. One 

informant said he can "Be a gentleman," and another said he can then 

"Quit bothering people." Others stated they were "Friendly" and "Don't 

-get into fights." 

One informant (age 8%) described how he is happy when he takes 

Ritalin. This is so for several reasons he explained, "Because you took 

your pill," "That you have friends," "That you have something to play 

with," "That you can ride a bike," and "That you have someone to play 

with." 

Finally, informants noticed that they were different when they 

take Ritalin. One (age 10) shared that this was very obvious to him, 

"I'm like two totally different personalities." Others observed that 

"I'm a lot of things" and "I'm OK." Another (age 8h) informant felt 

"Just like a normal person" with Ritalin, by this he meant he was "Not 

rowdy" and "Not jumping around," 



Good things about taking Ritalin 

Ritalin possesses some favorable aspects in its use for therapy 

with hyperactivity according to the informants (Figure 7). These were 

described and contrasted in the following areas: Helps me, Controls me, 

Changes me, and "I like it." 

First, Ritalin is good because it helps hyperactive children. 

It helps "Stop my hyperactivity," "Not be hyper," "Do my work," "Keep me 

in shape," "Be very patient," and "Mind my parents." Ritalin helps 

"Calm and relax" which makes other abilities possible as a result: "So I 

know what I'm doing," and "So I won't be distracted." Ritalin is also 

helpful because the hyperactive child can then "Control myself." And as 

a result, "I won't lose my temper" and "I can sit still in my chair." 

Ritalin was also judged as good by informants because it provides 

control. This characteristic was observed to occur in different ways. 

First, "It controls me" or "It helps me control me." Next, "I help it." 

This is brought out in the informants' comments, "By trying to be good" 

or "Try to be calm until it starts to work." Finally, "I can make it so 

the pill won't work at all." This was validated by another informant's 

observation that "Sometimes I'm good without it" and "Sometimes I'm 

extra-awful with it." 

Ritalin is also good because it changes the informants in some 

way ~ presumably this means a favorable change. "I act nicer" is one 

change they observe. They note the following indications that they act 

nicer: "I'm friendly," "Even if someone is mean to me," and "Nicer than 

picking fights." They are also changed for the better because "I can 
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Stops my hyperactivity 

Not be hyper 

Do my work 

Keep in shape 

Helps me Be very patient Helps me 

Mind my parents 

So I can concentrate 

Calm and 
So I have a good memory 

Relax So I know what I'm doing 

So I won't be distracted 

Control I won't lose my temper 

Myself I can sit still in my chair 

It controls me 

It helps me control me 

By trying to be good 

Controls me 
I help it 

Try to be calm until it starts 

to work 

I can make it Sometimes I'm good without it 

so the pill 
won't work 
at all 

Sometimes I'm extra awful 

with it 

Figure 7. Domains of Meaning in the Good Things About Taking Ritalin 
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I'm friendly 

I act nicer Even if someone is mean to me 

Nicer than picking fights 

Block out other things 

I can 

concentrate 

Very few things come into the 

mind I can 

concentrate 
Can think of what I want to do 

Changes 

me 
Get homework done faster Changes 

me 
Really do good on things 

I feel 

everything 

is simple 

There's nothing on earth you 

couldn't do I feel 

everything 

is simple You think you could jump up 

and fly in the air 

Even though you know it's not 

Makes me better 

It's helpful 

"I like it" It's good for me 

It's better than a shot 

It's just like taking usual regular pills 

Figure 7 Continued. Domains of Meaning in the Good Things About 

Taking Ritalin. 



concentrate." Thus they have newfound abilities: "Block out other 

things," "Very few things come into the mind," "Can think of what I want 

to do," "Get homework done faster," and "Really do good on things." 

Another change one informant (age 10) noted was "I feel everything is 

simple;" he went on to say he feels "There's nothing on earth you 

couldn't do," "You think you could jump up and fly in the air" — 

"Even though you know its not (simple)." A final change that Ritalin 

enhances which informants view as good is simply, "It makes me better." 

Informants also shared that Ritalin is good because "I like it." 

They hold this attitude for the following reasons, "It's helpful," "It's 

good for me," "It's better than a shot," and "It's just like taking 

usual, regular pills." 

Bad things about taking Ritalin 

Just as there are good things about Ritalin, the informants also 

hold that there are some bad things about Ritalin as well (Figure 8). 

All informants agreed that Ritalin tastes terrible. Descriptions such 

as "Like aspirin," "Bitter," and "You can't wash the taste away" were 

provided. 

Ritalin also possesses some negative side-effects which the 

informants are aware of. "Sometimes causes pain" is manifested by a 

"Stomachache" or "Headache." The stomachache results "If no food is in 

the stomach" when the pill is taken, and in an "Upset stomach." Another 

possible side-effect that informants do not like is that the pill "Gets 

stuck in your throat." 
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Like aspirin 
Tastes Bitter 
Terrible You can't wash the taste away 

Negative 

Side-Effects 

Sometimes 

Causes 

Pain 

Stomachache If no food in 
stomach Negative 

Side-Effects 

Sometimes 

Causes 

Pain Upsets stomach 
Negative 

Side-Effects 

Sometimes 

Causes 

Pain 
Headache 

Gets stuck in your throat 

You Can Take You could die 
Too Many You could get hooked 

Forgetting to 

Take it 

Then I'll be bad Forgetting to 

Take it Then my mom gets mad 
Forgetting to 

Take it 
Its hard to remember 

People want to know 

What is it for? 
People Ask Why do you have to? 
Questions Where are you going? 

Why have you been calming down? 

Office is far away 

Nurse makes me take it with v/ater 
Getting my Have to wait for somebody to give me the pill 
Pill at Embarrassinq to go up & drink in front of people 
School Friends think its stupid 

Miss out on 
Part of lunch 

Miss out on 
Can't walk with friends to lunch 

things 
Getting some of schoolwork done 

Like you're sick for years 
Reminds You Like you've qot the flu 
You are Sick You have to take pills every day 

Figure 8. Domains of Meaning in the Bad Things About Taking Ritalin 



The possibility of taking too many pills is also an unfavorable 

aspect of Ritalin therapy. If this happens, one informant (age 8h) 

observed that "You could die" and "You could get hooked." 

Forgetting to take it is another bad thing about Ritalin. The 

results of this happening were noted by informants to be "Then I'll be 

bad" and "Then my mom gets mad." In addition, they stated, "It's hard 

to remember." 

Informants mentioned that people wanting to know is something 

they do not like about Ritalin therapy. From this follow the questions 

people ask for hyperactivity and Ritalin for treatment. For example, 

the informants shared questions they have been asked, "What is it for?," 

"Why do you have to?," "Where are you going?," and "Why have you been 

calming down?." 

Another problem with Ritalin therapy for the informants is that 

involved in obtaining their pill at school. Their concerns are: "The 

office is far away," "Nurse makes me take it with water," "Have to wait 

for somebody to give me the pill," "Embarassing to go up and drink in 

front of people," "Friends think its stupid," and "miss out on things." 

Different things are missed out on because of the necessity to take the 

pill at school, it may be "Part of lunch," "Can't walk with friends to 

lunch," and "Getting some of schoolwork done." 

Finally, the informants did not like the way the need to take 

Ritalin every day "Reminds you you are sick." They described their 

feelings as "Like you're sick for years," "Like you've got the flu," 

and because "You have to take pills every day." 



Things important people do for 
hyperactive children 

Throughout the course of interviews, the informants talked about 

the various people, who in some respect are important in their lives. 

These important people in the .informants' lives are the doctor, nurse, 

teacher, parents, and friends. Different activities that these people 

provide for children who are hyperactive were also mentioned by the 

informants (Figure 9). 

First, the doctor is a person who teaches the child about hyper

activity and Ritalin. The doctor also in some ways helps the child to 

calm down. The doctor prescribes medicine for hyperactive children and 

checks to see if anything else may be causing the child's hyperactivity. 

The nurse was mentioned by all four informants during the inter

views. However, the only important thing the nurse does for the hyper

active child is to give the pills at school. 

Informants made reference to their teacher often during the 

interviews. For the hyperactive child in particular, the teacher 

sometimes might give a little less homework, according to one informant. 

Teachers were also observed to provide discipline for the hyperactive 

child. 

Parents are important people to hyperactive children. The 

informants perceived Mom and Dad to do different things. Both mothers 

and fathers give pills to the hyperactive child. They both love them, 

discipline them, and take them to the doctor when they are sick. What 

does differ according to one informant, though, is that mothers teach 
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Doctor Nurse Teacher Mom Dad Friends 

Give pills X X X 

Give less 
homework 

X 

Teach about 
hyperactivity 
and Ritalin 

X X 

Love them X X 

Threaten them 
to calm down 

X 

Help calm 
them 

X X X 

Prescribe 
medicine 

X 

Check to see 
if anything 
else is 
causing 
hyperactivity 

X 

Help them 
when they're 
sick 

X 

Discipline 
them ; 

X X X 

Take them 
to doctor 

X X 

Figure $• Contrasts in Domains of Things Important People do for 
Hyperactive Children 



the child about hyperactivity and Ritalin, in addition to helping them 

to calm down; and fathers instead are seen to threaten them to calm 

down. 

An important component of a child's life are the friends in the 

surrounding environment. The friends of hyperactive children receiving 

Ritalin are viewed as important by the informants because they, like the 

doctor and their mother, help them to calm down. 

Cultural Themes 

Cultural themes are the major themes expressed either tacitly 

or explicity by the members of a cultural group. Cultural themes, a 

concept first developed by Opler (1945), give some sense of wholeness 

to the cultural system and are the larger units of cultural thought or a 

cultural pattern. Cultural themes are derived upon examination of the 

domains of meaning for recurrent principles that tie them together. 

Most cultural themes are not easily expressed by informants, 

remaining instead at the tacit level of knowledge. While the members 

of a cultural group are aware of the cultural principle, using it to 

organize their behavior and interpret experience, they do not readily 

express the themes (Spradley, 1979). 

Analysis of the data obtained from interviews with hyperactive 

children on stimulant medication revealed four culturally relevant 

themes: "People don't like being around a child who is hyperactive," 

"When I take my medication, I'm good; when I don't, I'm bad," "Forgetting 

means trouble," and "Some days it's hard, some days it's not." 



People don't like being around 
a child who is hyperactive 

"People don't like being around a child who is hyperactive" 

portrays some sense of low self-esteem among hyperactive children. This 

is a recurrent theme that is not explicitly stated by the informants, 

but runs tacitly through the data of the informants' perceptions of 

their world. These children relate that the way they are when they are 

hyperactive brings out the worst in them. As a result of their 

uncontrollable behavior, they get themselves into trouble and people 

become irritated with them. Their overactivity is difficult to deal 

with, often bringing frustration to those around them. 

The children described many negative behaviors that occur when 

"hyperactive" or "overactive." Some sense of poor self-control over 

these activities is evident in their comments like "You can't control 

yourself," "My hands just take over," and "Fool around even if I don't 

want to." 

Many people are affected by their trouble-making activities — 

friends, teachers, and parents to name a few. One informant said he 

"Gets other kids in trouble," "Plays jokes on other people," and "Hurts 

somebody else's feelings" when he is hyperactive. He also stated he 

"Acts goofy when the teacher shuts the door" and "Makes the principal 

want to spank me" when he doesn't take Ritalin. Another informant said 

"Let my room get messy," which is something he knows he is not supposed 

to do. 

Many of the kinds of things informants spoke of when they were 

hyperactive revolved around anger, getting into trouble, and not being 
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friendly. The informants were aware of their behavior's effect on other 

people. The perception these children have is that no one likes to deal 

with trouble-makers. Even though they indicate a lack of ability to 

control what is happening, they do have insight into the dynamics of 

what is going on around them. 

When I take my medication I'm 
good, when I don't I'm bad 

This recurrent theme ran through most all domains in one way or 

another. Informants stated this theme explicitly as true, and described 

the differences observed in themselves when they do take their medicine, 

and when they do not. One informant replied simply, "I'd be bad" when 

asked what he would be like if he did not take Ritalin. Another infor

mant dramatized this theme somewhat in his statement, "Without it I'm a 

monster, and with it I'm a gentleman." 

The researcher organized the children's knowledge of such 

differences into domains of meaning entitled "What I'm like when I don't 

take Ritalin" as compared to "What I'm like when I take Ritalin." 

Without Ritalin the informants perceived themselves as more hyper

active and hence, all the characteristics that go along with 

hyperactivity are again a problem. For example, when "Not friendly," 

one informant stated he would probably be "Smart-alecking" and he 

"Couldn't even make friends with the dog." Informants said they get into 

trouble and those activities mentioned could be perceived as "bad," 

e.g, "Fool around," "Not doing my homework," and "Fight." They also "Get 

mad" and as a result "Throw'a tantrum," "Start crying," and "Hit people." 
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In comparison is the "good" child who emerges when Ritalin is 

taken. They described that they are calm and "Start sitting in chair." 

They feel they act nicer when they take Ritalin as is described in 

their comments "Be a gentleman," "Quit bothering people," "Friendly," 

and "Don't get into fights." One informant claimed his room would be 

neater, a sign of a good child to him. One child (age 8^) said he was 

happy because he "Had friends and someone to play with" when he took 

Ritalin, something that was not possible when he was bad without Ritalin. 

The theme evident in such statements is that these hyperactive 

children are under the impression that they will be bad if they do not 

receive their Ritalin. While one informant (age 10) noted that some

times he realized he was "Good without it and extra-awful with it," all 

informants revealed that they have difficulty in maintaining self-

control. They perceive the Ritalin to provide control over their 

behavior and change them from bad hyperactive children to good "normal" 

children. 

Forgetting means trouble 

The theme "Forgetting means trouble" illustrates that while 

remembering to take the pill is not easy or fun to do, more trouble is 

incurred if the pill is not taken. Informants mentioned the 

difficulties encountered when they have to get their pill at school. 

This is one of their least favorite things about being on Ritalin 

therapy. 



Forgetting to take Ritalin first of all meant "Then I'll be 

bad" and all the things which follow from being hyperactive, as was 

discussed earlier. It also means "Then my mom gets mad" according to 

two informants. This relates to the feelings of frustration that arise 

in people who interact with hyperactive children. 

The informants also shared with the researcher that "It's hard 

to remember." This is understandable if one considers that when the 

child must leave to go get the pill a lot of things are missed out on 

when otherwise the child would be interacting with his peer group or 

in class. Informants noted missing "Part of lunch," "Walking with 

friends to lunch," and also "Getting some schoolwork done" since he has 

to go to the office to receive his Ritalin. As a result of leaving to 

get the pill, more attention is brought to the child's hyperactivity 

and people consequently ask the children questions about the pill. All 

informants stated they don't like being subjected to other's questions, 

"It's none of their business" one informant exclaimed. 

Thus it appears that getting the pill at-school is not something 

that hyperactive children like to do, but not so bad as the implications 

of forgetting to take the pill. The child may miss out on some things, 

but he will not be hyperactive again, and "bad" as a result of not 

taking the medicine. 

Some days it's hard, 
some days it's not 

Finally, the theme "Some days it's hard, some days it's not" 

reveals ambiguous feelings the children have about being hyperactive 



and having to take medication for it's treatment. They're not so sure 

it is absolutely terrible, yet they know it's not too much fun. This 

theme of "Some days it's hard ..." was explicitly stated by one infor

mant when he was asked what it's like to be hyperactive. Others 

replied with such statements as "It's not bad," "It's OK," and "It's 

not that fun." Another said, "It's like you're sick for years" 

because you have to take pills every day. 

The theme of "Some days it's hard, some days it's not" relates 

to certain things occurring which could make being hyperactive more 

difficult one day than the next. For example, if other people ask a 

child who is hyperactive a lot of questions about the pills or being 

hyperactive, this could create a particularly difficult situation for 

the child who is hyperactive. Children are observant and ask questions. 

The hyperactive child must learn how to handle these encounters when 

they occur. 

Some days may also be more demanding than others for a hyper

active child. A school day may consist'of some long periods of time 

when the child is required to sit still in his chair. His attention 

must be kept focused on either his homework or the classroom teaching. 

Other days may be full of more vigorous physical activities. At such 

times he can run off some of his energy and not feel that he must keep 

at attention all day long. 

A bad day may arise when the hyperactive child forgets to take 

a pill during the day. As a result, he becomes more hyperactive. He 

then has more difficulty getting things accomplished and more difficulty 



getting along with others. He may fall behind in class at school, then 

become frustrated with his inability to remain at attention. Taking the 

medication seems to give the hyperactive child confidence that he can 

have some control over his abilities and will be able to do well. As 

one child stated, "You feel as though everything is simple, even though 

you know it's not" with Ritalin. This conveys some sense of hope among 

hyperactive children on stimulant therapy. 

Summary 

A description of the researcher-informant experience, informants, 

and ethnographic data have been given. Presentation of ethnographic 

data included details from seven domains of meaning derived from the 

data collection. These were: "What hyperactivity is," "What I'm like 

when I don't take Ritalin," "How Ritalin works," "What I'm like when I 

take Ritalin," "Good things about Ritalin," "Bad things about Ritalin," 

and "Things important people do for hyperactive children." 

This chapter also presented cultural themes identified from 

further analysis of the domains of meaning. These themes inform the 

behavior of hyperactive children on stimulant therapy. Four themes were 

identified and described: "People don't like being around a child who is 

hyperactive," "When I take my medication I'm good; when I don't, I'm 

bad," "Forgetting means trouble," and "Some days it's hard, some days 

it's not." 



CHAPTER V 

CONCLUSIONS 

The conclusions of this research are presented in this, the 

final chapter. The presentation is organized into these areas as 

follows: cultural themes and the conceptual orientation, the child's 

eye view and review of the literature, recommendations for the care of 

hyperactive children on stimulant therapy, and recommendations for 

further research. 

Cultural Themes and the 
Conceptual Orientation 

This study sought to describe how school age children who receive 

stimulant medications for treatment of hyperactivity organize knowledge 

and define behavior. Ethnographic interviewing strategies (Spradley, 

1979) and children's drawings were used to obtain the child's eye view 

of the experience. Informants shared the knowledge they possess of 

what it is like to be hyperactive and take Ritalin for it's treatment. 

The conceptual orientation for this study consisted of the 

constructs culture of childhood, pathology, and development. The 

concepts which organized the research for study were further detailed 

as the school age child's eye view, hyperactivity, stimulant therapy, 

and the Piagetian stage of concrete operations. Here, school age hyper

active children who take stimulant medications are assumed to be 

functioning at the Piagetian stage of concrete operations, and therefore 
• 
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constitute a unique cultural group. By taking the child's position, 

insight is provided regarding how the child conceptualizes hyperactivity, 

its therapy, and the effect such a treatment program has on their daily 

living. 

The cultural themes developed from analysis of interview data 

and children's drawings can be related to the conceptual orientation. 

The themes, either tacit or explicit, assist in generating the behavior 

of this cultural group, children who are hyperactive and treated with 

stimulant medications. These themes are: "People don't like being 

around a child who is hyperactive," "When I take my medication, I'm 

good; when I don't, I'm bad," "Forgetting means trouble," and "Some 

days it's hard, some days it's not." 

The theme "People don't like being around a child who is hyper

active" demonstrates how important a sense of self is to children. 

School age children are conscious of some of the dynamics involved in 

interpersonal relationships. The informants spoke of "Making the 

principal want to spank me," "Being a little brat," and "Hurt somebody 

else's feelings" when they were hyperactive. Goodman (1970) asserted 

that school age children have an increasing awareness of self image, 

especially around those who are important in their lives. These children 

seem to be aware of the effect their behavior has on other people. 

They realize that others tend to get upset, frustrated, and angry with 

them when hyperactive activities take place. This insight into other 

people's feelings towards them may account for what appears as low self-

esteem among these children. As the children mature in their cognitive 
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abilities, they will most likely have higher-level cognitive functioning 

with an ability to think abstractly and then understand better the 

dyanmics of human behavior. 

The second theme "When I take my medication, I'm good; when I 

don't, I'm bad" relates to the concept of the child's eye view. The 

informants have observed that on days when they don't take their Ritalin 

pills, more "bad" things happen. They get into trouble — "Doing things 

I shouldn't" and "Fool around." The association then is made that when 

the pill is working on them, better behavior takes place. In comparison 

is a child who acts nicer, "A gentleman," and "Quits bothering people." 

The informants appear to feel somewhat dependent on the medication to 

provide the self-control they, themselves, do not possess. While they 

mentioned "Helping it to work" and "Being calm until the pill starts to 

work," these children did not apply the same mechanisms of self-control 

to those times when a pill was not taken for hyperactivity. The hyper

active child who takes stimulant medications as a method of treatment 

perceives the pill to somehow transform him to a "good" child once it 

is taken. 

A third theme shared by the informants of this cultural group 

relates that "Forgetting means trouble." This reveals an understanding 

the child has of the events that would occur is a pill was neglected to 

be taken. The informants speak from experience. They are the members 

of the cultural group and provide a firsthand account of the meaning of 

events and activities in their own lives. What has happened when a 

hyperactive child forgot to take a pill? Informants shared that "Mom 



gets mad" and "I'll be bad." Remembering to take the pills is not easy, 

but it is a way of involving the child who is hyperactive in self-care. 

Usually a parent will make sure that the child receives a pill at home, 

but at school, the child, himself, is apparently responsible to go to 

the nurse and get the pill. This is not an activity that is looked upon 

favorably by the informants, for they miss out on things as a result of 

leaving the classroom and friends to go get the medicine. While the 

children have an extensive knowledge base about what it's like to be 

hyperactive and take stimulant medications, they have not been allowed 

much in the way of self-monitoring their own condition. 

The final cultural theme "Some days it's hard, some days it's 

not" speaks to the attitude these children have about their lifestyle. 

A condition like hyperactivity, with the addition of prescribed pharma

cologic intervention, has an effect on the day to day life of these 

children. Some days may be more demanding than others for a hyperactive 

child to maintain self-control. Some situations require a more focused 

attention and added restraints in the environment. While informants 

revealed "It's not that fun" and "It's OK" to be hyperactive and take 

daily medication, this theme conveys some sense of hope. All days are 

not bad. Ritalin does supply the child with an added ability to interact 

and behave appropriately with others according to the informants. This 

outlook of "Some days it's hard, some days it's not" may be the way 

hyperactive children treated with stimulant medications cope with such a 

medical regimen. 



The Child's Eye View and 
Review of the Literature 

The child's eye view of the world has been shown to be different 

from that of adult's according to a review of the literature. The 

child's eye view of hyperactivity and the use of a stimulant medication, 

such as Ritalin, was obtained through the utilization of ethnographic 

interview strategies (Spradley, 1979) and children's drawings. The 

review of literature concerning the use of stimulant medications for 

treatment of hyperactivity will be compared to the ethnographic data 

from this study. No studies were previously found which presented data 

about stimulant medications effect on hyperactivity from the child's 

point of view. In this study indigenous terms were used by informants 

to describe their experiences. Such terms are not used in investigations 

where adults describe the effects observed when stimulants are employed 

in the treatment of hyperactivity. 

Questions surrounding the use and effect of stimulant medi

cations for management of hyperactivity have been the focus of much . 

research. There was concensus among the informants in this study that 

Ritalin is effective in improving behavior for hyperactive children. 

Barkely's (1977) review of studies showed an average improvement among 

77% of subjects who received Ritalin. The informants did mention those 

times, however, when they could be bad, even with the pill, "I can make 

it not work if I want" and "I'd be extra-awful with it." 

The major impact of stimulant drugs was seen to be in improving 

concentration, decreasing activity level, and lessening impulsivity 

according to Barkely (1978). Other changes in behavior were reported to 



be due to these primary changes. Informants, also, related these to be 

among the differences they observe in themselves when Ritalin is taken. 

An ability to concentrate is an effect of Ritalin — "I can concentrate 

on very few things" and "Can get homework done faster" when it is 

working. Activity level was mentioned when they described hyperactivity 

and when Ritalin is not taken. Running becomes a problem, "All over the 

place" and "In circles" were examples of such increased activity. 

Difficulty sitting for long periods of time is also problematic, "Can't 

sit long" and "Have to get up out of my chair." Distractibility can be 

seen to occur, such as when informants talked about "Look at everything 

except homework" and "Can't remember what you want to do" when they are 

hyperactive. When Ritalin is taken "Don't want to do everything in the 

world" is an effect one informant observed. 

The informants also cited some similar secondary effects to those 

Barkely noted (.1978), such as a modification in social interactions. The 

informants said they act nicer, "Don't get into fights," "Be a gentleman," 

and "Quit bothering people" when they take Ritalin. Subsequently, a 

change is to be produced in those around them. Barkely said this occurs 

in adults, primarily in the parents' interactions with the children. 

Humphries, Kinsbourne, and Swanson (1978) also found positive inter

actions between parents and hyperactive children with the institution of 

stimulant medication. The informants for this study did not specifically 

relate such changes, but they could presumably take place as a result of 

the improvement in the child's behavior. 



Cantwell and Carlson (1978) spoke to the effect stimulants have 

upon cognition. While evidence exists to suggest some cognitive 

functions measured in laboratory settings, such as attention, perception, 

and memory, are affected; no data has proven that learning in a classroom 

situation, reasoning, or problem-solving abilities also improve. Ethno

graphic data suggests much the same information. Informants related they 

find it easier to remain at attention, concentrate, and remember things 

when they receive Ritalin. However, informants did not share that they 

learn a lot more or perform better at school as a direct result of the 

medication. Several studies have reported that no such improved effect 

on scholastic achievement takes place with stimulant drugs (Conners, 

1972 and Rapoport et al, 1974). 

Studies concerning the effect stimulants have on mood and 

emotion show little change to occur (Rapoport, 1978). While adults 

relate dramatic changes in mood states, children were not found to 

convey the same feeling. Ethnographic data shows that the children 

mention feeling "Different," as was reported by Rapoport. They did not, 

however, say they feel "Funny" or "Dizzy" as Rapoport suggests. One 

informant said he is "Happy" when he takes his medicine, explaining 

"Because you have friends and someone to play with." 

The most common side-effects observed in the course of stimulant 

therapy were found to be insomnia, and decreased appetite (Barkely, 

1981). Occasionally negative mood changes were reported and social 

interactions were seen to decrease. The informants talked of some of 

the "Bad things" about Ritalin for this study. None of them referred 



to insomnia, decreased appetite, mood changes, or decreased social inter

action to be of concern with Ritalin therapy. Two informants said that 

Ritalin can give them a stomachache. One said "If there's no food in 

stomach" when it is taken, he gets a stomachache. Another said he gets 

an "Upset stomach" with Ritalin; this possibly leading to the decreased 

appetite mentioned by Barkely. The "bad things" which cause more 

concern to the informants are not really "side-effects" per se, but 

things that happen as a result of adhering to such a treatment program, 

e.g. People asking questions, Getting the pill at school, and being 

Reminded that you are sick. 

Safer and Allen (1973) investigated a long-term side-effect of 

Ritalin therapy to be suppressed height and weight gain. Informants for 

this study did not state this to be a problem, even though all four had 

been taking Ritalin over a period of more than one year. 

Recommendations for the Care 
of Hyperactive Children on 

Stimulant Therapy 

Ethnographic research and children's drawings have provided 

knowledge of the principles used by hyperactive children who take 

stimulant medications for treatment to interpret experience and guide 

behavior. This study has described what it is like to be hyperactive 

and take stimulant medications from the child's point of view. The 

child's eye view is important for health professionals to know in order 

to effectively deal with such children. The principles revealed from 
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this research should be employed in planning individualized care for a 

hyperactive child who is undergoing treatment with stimulant medications. 

Hyperactive children may be susceptible to have some sense of 

low self-esteem or self-worth because of the response their hyperactivity 

creates in those around them. Children have insight into the dynamics 

of such interactions, as is demonstrated in the cultural them, "People 

don't like being around a child who is hyperactive." These children 

should be taught about hyperactivity, at their level of understanding, 

so they can have an accurate picture of the disorder. They are not 

"crazy" or "bananas" as informants described hyperactivity in this study. 

Some kind of a support group for children who are hyperactive might be 

helpful in exposing the children to others who suffer from some of the 

same difficulties. Nurses, too, can use ethnographic interviewing 

strategies to determine how hyperactive children view themselves and the 

attitudes others have towards them. Communication with these children 

to discover what their understanding of hyperactivity is can be the first • 

step in a successful plan of care. From this point, the children may be 

willing to become increasingly involved in their own care and self-

monitoring of the condition. 

Hyperactive children are also under the impression that "When I 

take my medication, I'm good; when I don't I'm bad." They assign a great 

deal of power and control to the pill they take on at least a daily 

basis. When it is taken, Ritalin somehow transforms the child from 

"bad" to "good" in the eyes of these children. It seems that these 

children could benefit from some teaching that they, too, have control 
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over their own behavior. The informants have some understanding of this 

concept from their statements "I can control it (the Ritalin)," "I can 

make it not work if I want,"- and "Sometimes I'm extra-awful with it." The 

informants are aware that the pill alone does not determine how they will 

act; but they apparently have not tried to use the same kind of 

techniques to manage their behavior without medication. 

Health professionals have encouraged behavior modification 

strategies to be used in conjunction with stimulant therapy in the 

management of hyperactivity. Parents and teachers have been taught how 

to promote appropriate behaviors in hyperactivity through the use of 

specific behavior modification techniques. While this is to be commended, 

the children themselves seem to have been ignored in the administration 

of such efforts. Involving the children could help them become more 

aware of successful ways to deal with hyperactive behaviors from within 

themselves, instead of simply depending on the pills to make them "good." 

This approach may facilitate hyperactive children to shift their sense 

of control from external to internal factors. Here again, hyperactive 

children can be employed to monitor their own status and become more 

reliant on self-care. 

The one area where hyperactive children have been allowed 

responsibility for their own care, is that involved in obtaining their 

medication at school. First, this is not something they like to do; 

and second, they may overlook this duty for different reasons. 

"Forgetting means trouble" is a theme revealed by informants and is of 

concern to them. This is a valid concern which should be given 
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attention by health professionals, and especially school nurses. The 

availability of longer-acting Ritalin can now erase the need for a 

pill to be taken mid-day at school. For some children, taking the 

medication only in the morning might remediate one of the "bad" things 

about Ritalin. The burden of remembering to get the pill at school, 

while having to miss out on things and then be subjected to questions 

from others, would no longer be placed on the child. Nurses and other 

health professionals should present the families of hyperactive 

children with the option of using long-acting medications if appropriate. 

The day-to-day coping involved in a condition like hyperactivity 

for children can at times be difficult. This is portrayed in the theme 

"Some days it's hard, some days it's not." Yet, there is some hope that 

all days will not be as difficult as they sometimes can be. Here again, 

the opportunity to share with other children, who are hyperactive and 

experience similar difficulties, could be valuable. Coping with hyper

activity may be harder for some children than others, just as it is for 

some families. Nurses should be alert to identify those individuals 

who are not successfully adjusting to a particular treatment modality, 

in this instance therapy with stimulant medications. Referrals should be 

made to the appropriate available resource, such as a pediatrician, 

child psychologist, or team of health professionals trained to evaluate 

developmental problems in childhood. The hyperactive child can, and 

should be allowed to live as "normal" as a life as possible. A 

coordinated effort by health care professionals can assist their strive 

towards normalcy to be a reality. 
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Recommendations for Further Study 

1. Interview more children who are hyperactive and receive stimulants, 

to broaden our knowledge of the child's eye view. 

2. Interview both male and female school age children who are 

hyperactive. 

3. Compare male and female children's differing perceptions of being 

hyperactive and taking stimulant medications. 

4. Interview adolescents or young adults who had previously taken 

stimulant drugs for management of hyperactivity when younger. 

5. Interview children who are hyperactive, but do not take stimulant 

medications for therapy. They instead rely on behavior modi

fication or dietary management for treatment of hyperactivity. 

6. Use a group approach for the interviews as opposed to talking with 

each informant separately. 
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PERMISSION TO CONDUCT STUDY 

THE UNIVERSITY OF ARIZONA COLLEGE OF NURSING 

MEMORANDUM 

TO: Keri A. Kaliban 
2401 E. Glen Apt. 24 
Tucson, Arizona 85719 

FROM: Ada Sue Hinshaw, R.N., Ph.D. Jan R. Atwood, R.N., Ph.D. 
Director of Research Chairman, Research Committee 

DATE: December 1, 1982 

RE: Human Subjects Review: The World of Hyperactive Children on 

Stimulant Therapy 

Your project has been reviewed and approved as exempt from University 
review by the College of Nursing Ethical Review Sub-committee of the 
Research Committee, and the Director of Research. A consent form with 
subject signature is not required for projects exempt from full 
University review. Please use only a disclaimer format for subjects 
to read before giving their oral consent to the research. The Human 
Subjects Project Approval Form is filed in the office of the Director 
of Research, if you need access to it. 

We wish you a valuable and stimulating experience with your research. 

ASH:des 
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APPENDIX B 

DISCLAIMER STATEMENT 

THE WORLD OF HYPERACTIVE CHILDREN 
ON STIMULANT THERAPY 

I am asking you to help me in a project about how hyperactive 
children feel about taking their medications. I am asking to talk to 
children between six and twelve years of age because I think other 
children who are hyperactive can be helped by what you know. I think 
what you tell me will help other boys and girls who have to take 
medicines like you. 

I would like to talk to you for about a half-hour each week in 
your home for the next four to six weeks. I would like to use a tape-
recorder during our talks so I can remember all the things we talked 
about. 

You can decide whether you want to do this or not. Whatever you 
decide is what I will do and will be okay with me. There is no reason 
that I know of that this should hurt you in any way. You will not need 
to pay any money to be in this project, nor will I pay you any money. 
You can at any time ask questions about what I am doing and I will answer 
them. You do not have to answer a question if you don't want to, and 
you can decide not to finish the project at any time — and that is okay. 

When I am finished talking with you, I will write about what you 
said. I promise not to use your name so that other people will not be 
able to know what you have said to me. I will want to keep the things 
you said for a long time, so I will put them in a safe place in the 
College of Nursing building. 

I want you to keep this piece of paper so you v/i 11 be able to 
know what I have said to you. I also want your mother or father to 
read this so they will understand the project. If they think it is 
okay for you to help me v/ith this project, and you want to help, then 
we will decide on some times to talk together. 

Thank you very much for your time and help. If you have any 
questions, you may call me at any time. 

Keri Kaliban, R.N. 
Graduate Student, College of Nursing, University of Arizona 
My home phone number: 881-0253 
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INFORMANTS' DRAWINGS 
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Figure la. What I'm like when I take Ritalin. 

"That's me doing my homework, and a neat dresser." 

Brian (age 10) 00 
Ol 



Figure 2a, What I'm like when I don't take Ritalin. 

"I'm not doing my homework like I should be and playing Rubik's Cube. Papers 
are messed up everywhere." 

Brian (age 10) 

00 cn 



Figure 3a. What I'm like when I don't take Ritalin. 

"I'm fighting with my brother." 

Joey (age 7) 00 



Figure 4a. A hyperactive child 

"I'm running around in circles." 

Steve (age 6h) 
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Figure 5a. What I'm like when I take Ritalin 

"I had my medicine, I'm walking." 

Steve (age 6h) 



Figure 6a. How Ritalin works in my body 

"It works on your brain ... telling my brain to 
do good things." 

Henry (age 8%) 



Where Ritalin goes in the body to work 

"It calms you down to slow the heart beat." 

Brian (age 10) 
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