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ABSTRACT
In this article, I examine children’s reported experiences
with stimulant drug treatments for attention deficit
hyperactivity disorder in light of bioethical arguments
about the potential threats of psychotropic drugs to
authenticity and moral agency. Drawing on a study that
involved over 150 families in the USA and the UK, I
show that children are able to report threats to
authenticity, but that the majority of children are not
concerned with such threats. On balance, children report
that stimulants improve their capacity for moral agency,
and they associate this capacity with an ability to meet
normative expectations. I argue that although under
certain conditions stimulant drug treatment may increase
the risk of a threat to authenticity, there are ways to
minimise this risk and to maximise the benefits of
stimulant drug treatment. Medical professionals in
particular should help children to flourish with stimulant
drug treatments, in good and in bad conditions.

INTRODUCTION

It is the attempted standardization of a human
being and of a notion of achievement that is limit-
ing, prescriptive and bullying … Ritalin and other
forms of enforcement and psychological policing are
the contemporary equivalent of the old practice of
tying up children’s hands in bed, so they won’t
touch their genitals. The parent stupefies the child
for the parent’s good.1 Hanif Kureishi

Few topics generate such heated debate as the use of
stimulant drugs in children. Stimulants, such as
Ritalin or Adderall, are most frequently used as a
treatment for attention deficit hyperactivity disorder
(ADHD), a controversial condition characterised by
symptoms of hyperactivity, impulsiveness and
inattention. In some areas, diagnostic prevalence of
ADHD is as high as 27% of school-age children;2 a
more sober, but still controversial, estimate of world-
wide prevalence of ADHD among children is 5%.3

Stimulant use for ADHD varies across and within
countries4 and is growing most rapidly (at over 20%
annually) in the developing world.5

As popular author Hanif Kureishi’s passionate
protest against Ritalin illustrates, stimulant drug
use in children is a vital node around which public
concerns with children’s liberties and childrearing
practices are voiced. This protest is not new.
Kureishi’s article, published in the New York Times
in February 2012,1 echoes a sustained series of crit-
ical analyses of stimulant drug use in children,
which began soon after Ritalin first came on the
market in 1955. Writing a decade ago, the philoso-
pher Frances Fukuyama agreed that Ritalin is a

means of ‘socially controlling children’ and sug-
gested that its use had significant implications for
‘conventional understanding of identity and moral
behaviour ’.6 In 2003, the US President’s Council
on Bioethics raised similar concerns:

If the development of character depends on the
effort to choose and act appropriately, often in face
of resisting desires and impulses, then the more
direct pharmacological approach bypasses a crucial
element… By treating the restlessness of youth as a
medical, rather than a moral, challenge, those resort-
ing to behavior-modifying drugs might deprive that
child of an essential part of this education. They
might also encourage him to change his
self-understanding, by coming to look upon himself
as governed largely by chemical impulses and not by
moral decisions grounded in some sense of what is
right and appropriate (105–6).7

Such bioethical arguments about moral agency
and authenticity overlap to some degree with a
longstanding sociological critique of Ritalin. This
critique has focused primarily on the medicalisa-
tion of undesirable social behaviours in children as
part of an oppressive biopolitics, and the role of
institutions (clinic, school, family, pharmaceutical
industry) in creating a need and desire for pharma-
ceutical control of children’s behaviour.8 9 An
important common concern in different disciplin-
ary analyses is that stimulants might suppress chil-
dren’s capacity to protest bad conditions, thereby
allowing those conditions to prevail.
It is appropriate that the behavioural manipula-

tion of young children by invasive means such as
drugs continues to motivate public and intellectual
debate. Arguments about children’s liberties are
particularly resonant at a time when scientific
knowledge and tools are used ever more perva-
sively to shape behavioural, cognitive and emo-
tional capacities across early developmental
stages.10 11 It is certainly plausible that such tools
could undermine children’s developing sense of self
and their capacity for moral agency. Nevertheless,
stimulant drug use continues to rise exponentially
around the world, with little heed to passionate
and persistent protests by public intellectuals and
many others. We therefore need a balanced
account of why, in spite of all the acknowledged
concerns, stimulant drugs remain a compelling
resource for children and families. To achieve such
an account, we need to know what stimulant
drugs are doing in the lives of children and fam-
ilies, and whether, and if so in what way, the
ethical concerns about developing an authentic self
and moral agency fit with children’s daily experi-
ences on the drugs. If we can better understand
this fit, it should be possible to refine some of the
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relevant concepts, improve the arguments and ultimately move
the debate along from where it has become stuck. It should
also be possible to address an important practical concern: If
there are broader cultural agendas at work in child develop-
ment, how should we go about making good judgments about
what is best for individual children?

In this article I use an empirical approach to evaluate the
claim that stimulant drugs pose a threat to authenticity and to
children’s capacity for moral agency. Drawing on a study
involving over 150 families in two countries, I show that chil-
dren are able to report threats to authenticity related to stimu-
lant drug treatments, but that the majority of children are not
concerned with such threats. On balance, children report that
stimulant drugs improve their capacity for moral agency, and
they associate this capacity with an ability to meet normative
expectations. I argue that although under certain conditions
stimulant drug treatment may increase the risk of a threat to
authenticity, there are ways to minimise this risk and to maxi-
mise the benefits of stimulant drug treatment. Medical profes-
sionals in particular should help children to flourish with
stimulant drug treatments, in good and in bad conditions.

On authenticity
The concern—or the promise—that psychotropic drugs can
transform a person is based on what some see as competing
assumptions about what constitutes an ‘authentic’ self.
Synthesising several different accounts of authenticity, Levy
usefully analyses two views: the ‘self-discovery view’ and the
‘self-creation view’.12 On the self-discovery view, as described
by Levy, authenticity means being true to oneself and listening
to an ‘inner voice’ that all humans possess. In contrast, the self-
creation view sees authenticity as consisting of the effort to
create oneself as one wishes to be. Bioethicists concerned about
the use of psychotropic drugs in relation to authenticity tend
to use the self-discovery view as a foundation for their argu-
ments. The concern is that psychotropic drugs will ‘alienate’
persons from themselves and from the world as it really is.6 On
the self-creation view, however, psychotropic drugs can assist
the project of authenticity, in so far as their use can help to
remove the barriers that prevent persons from fashioning them-
selves as they wish to be.13 14

As Parens has noted,15 these two frameworks have more in
common than is apparent on first view. Unless one believes in
an essential, unchanging ‘true’ self, then both frameworks
allow for mutually reinforcing processes of self-discovery and
self-creation on the path to authenticity. This view of authenti-
city as an iterative developmental process is an appropriate
model for children, whose ‘self-story’ is still in the making.14

Moreover, as this article will show, the development of authen-
ticity in children includes a process of socialisation, which
informs both self-understanding and aspirations for the self.

Some might argue that if ADHD is a valid disorder, then
there can be no question that stimulant drug treatment reveals
a more authentic self, because illness itself is a form of self-
alienation. Others might argue that the symptomatic beha-
viours of ADHD are part of the true self, and that medicating
them away (and labelling them a pathology) denies a person
the right to an authentic life. Both of these arguments hinge
on the question of the reality of ADHD. However, even if it
were possible to ascertain that an ADHD diagnosis refers to an
objectively ‘real’ condition, it still would not necessarily follow
that the use of stimulant drug treatments reveals a more
authentic self. As several scholars have observed,13 16 17 nega-
tive emotions and aberrant behaviours that characterise

psychiatric conditions can be reasonable reactions, as well as
clinically meaningful responses, to living in bad conditions.
While these writers do not endorse individual suffering, they
do raise an important question about the value of suffering and
the consequences of treatment that may hinder the capacity to
feel and to express suffering in certain contexts. Does treat-
ment with psychotropic drugs, in quieting the response to, or
awareness of, living in bad conditions, also threaten the cap-
acity to protest those bad conditions? This is a serious concern
that suggests a tension between individual and societal impacts
of psychotropic drug treatments, as well as a tension between
short-term and long-term harms and benefits of such treat-
ments. Most important, this concern highlights the need for
empirical investigations that analyse individual use of psycho-
tropic drug treatments in relation to surrounding socio-political
conditions.

METHODS
This article draws on data collected from the VOICES study
(Voices On Identity, Childhood, Ethics and Stimulants). The
study used a mixed-methods approach to examine the social
and ethical implications of ADHD diagnosis and stimulant
drug treatments, with particular attention to issues of moral
agency, authenticity, stigma and personal responsibility. As part
of the study, 151 children aged 9–14 were interviewed in the
USA and the UK between 2008 and 2010. There were three
groups in each country: children diagnosed with ADHD and
taking stimulant medication; children diagnosed with ADHD
and not medicated; and children without a psychiatric diagno-
sis. Diagnosed children were recruited from National Health
Service (NHS) sites in the UK, and from university and com-
munity clinics in the USA. All child participants gave verbal
and written assent and all parents gave verbal and written
consent to participation. The study received NHS ethics
approval in the UK, and Institutional Review Board (IRB)
approvals in the USA. Consent was recorded on forms
approved by the ethics committees. In all articles on the
VOICES study, pseudonyms are used, and identifying details
are sometimes changed to assure anonymity and confidentiality
of participants and their families.

Parents filled out standardised measures as well as an open
questionnaire. Memos were used to document conversations
held with parents during the consent procedures and after chil-
dren’s interviews. Parent questionnaires were used to compare
the severity of children’s symptoms, as well as the quality and
substance of the original clinical evaluation for ADHD. Overall,
no significant differences were found among groups of diag-
nosed children; however, UK children scored higher than US
children on the oppositional-defiant subscale of the Conners’
Child Behavior Checklist.

Efforts were made to match children in both countries by
broad demographic characteristics (age, gender, socio-economic
status, as measured by the Hollingshead Four-Factor Index).
The average child in the study is an 11-year-old white boy
from a lower middle-class socio-economic background. We
interviewed significantly more girls and ethnic minorities in
the US than in the UK.

Interviews were first analysed thematically, using a coding
frame developed in a coding team. Specific interview sections
were subsequently reanalysed using methods appropriate to
particular research questions, including discourse analysis and
quantitative content analysis. Analytical comparisons rely on
the concept of the ‘ecological niche’ rather than on national
origin.18 The niche concept views the child in the context of
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individual, familial, social and national factors. These factors
make up a network of proximal and distal, multi-directional
influences in, on and from children. In the VOICES study, we
identified two modal niches that children inhabited: a ‘conduct
niche’ and a ‘performance niche’. These modal niches are
further described in the discussion below.19

AUTHENTICITY AND STIMULANTS
Accounts of experiences with stimulant drugs are an important
contribution to bioethical thinking not least because of the
unique dosing practices around these drugs. Sustained-release
versions (Ritalin XR, Concerta and Adderall are the most prom-
inent commercial brands) have an effect for a maximum of 8 h;
short-acting formulations are effective for 3–4 h. Between
doses, children return to baseline functioning. Children may
forget to take their medication on a given day; or, often with
support of their parents, they skip doses, particularly at week-
ends and school holidays. The on–off rhythm of stimulant
drug effects and the need to repeatedly justify stimulant drug
doses support a degree of reflexive awareness in caregivers and
in children themselves about the association between individual
behaviour and drug effects.20 This reflexivity offers a unique
opportunity for research on the perceived impacts of stimulant
drugs.

In interviews, children were asked directly to discuss their
views on whether or not the use of stimulants posed a threat
to authenticity. Through verbal questioning, drawing and a
vignette, children were repeatedly prompted to engage with
two main questions on authenticity in relation to stimulant
drugs (stated here in shorthand form): ‘Do you feel like you are
a different person when you are on/off medication?’ and ‘Do
you feel like the ‘you’ on/off medication is more/less the real
you?’ Throughout the interviews, children were encouraged to
refuse, contradict or revise the interviewer ’s formulation of
their experiences. Other questions addressed how a child’s own
views of himself or herself on and off medication correlated
with other people’s views (peers, teachers, parents).

The majority of children interviewed report that medication
has an instrumental impact on behaviour, but does not make
them feel that they are a different person.

INT: Would you say that you feel like you’re a different person
when you take your tablets?

I’m the same person either way [on or off medication]. Both of them
are me. Medication slows my brain down and makes good ideas stay
longer. ( Joe, US, age 10)

INT: Some people think taking medication might turn you into a
different person. What do you think about that?

With medication it’s not that you’re a different person; you’re still the
same person, but you just act a little better. Medication will help you
control yourself. (Angie, US, age 11)

INT: Would you say that you’re the same person when you’re
taking your medication, or are you a different person – or is that
just a silly question?

I’m a bit, I’m a bit of both. Like I am a bit the same person I always are
[on medication]. It’s just, I act a bit different, but I’m, I actually are
always, I am always the same person. (Laurence, UK, age 10)

Angie and Laurence make a distinction between the effects
of medication on the person, and the effects of medication on
behaviour. This distinction is frequently reflected in parents’
remarks: I tell him [child] that even if I’m unhappy with his

behaviour, I still love him. Or: I’m glad to know it’s a problem with
his behaviour and that he’s not a naughty child. Children do not
simply parrot their parents’ beliefs about this person–behaviour
distinction. They also defuse an assumption, contained in
many critical analyses, about the power of stimulant medica-
tions: Children claim that while stimulants are helpful, they
are not sufficiently powerful to engender radical change in the
person or in behaviour.

The medication doesn’t really change who I am completely. I still have
problems even when I’m on the medication. (Flora, US, age 12)

… I’m always hyper even when I’m on my tablets … [On medication]
I’m mostly good, but I still have moods… I’m still am what I am. (Don,
UK, age 11)

When I’m on my medication I’m still [myself]. It’s just that I’m a bit
more and a bit less of some of the things … The medication can’t just
take you over and then control you and what you do … It can’t make you
a Ben or a Tom or someone else with a 3-letter name. (Davy, UK,
age 14)

Similarly, when asked directly whether the self on or off
medication is experienced as a more real self, children fre-
quently resist the binary option presented by the question, in
favour of articulating a continuous sense of self:

INT: Who would you say is the real Justin? The Justin on medica-
tion, or the Justin off medication. Or, would you say actually, you
know, I don’t agree that I’m real one way, or not real the other
way?

Yeah, I don’t agree with that. I’m just … there’s only a slight change in
my personality, but I’m still the same person. ( Justin, US, age 14)

This experience of variations within the self is not associated
with distress in most children we interviewed; it is not reported
as an experience of self-alienation. Even when children consider
that their real self may be more the self off medication, they do
not see this as a reason to stop taking medication:

The tablets are making me into, like, a person who has like, two heads.
Have you ever seen, um … the Nutty Professor. The first one where he
keeps changing into Buddy and the Professor. He wants to be thin and
slim … he wants to be perfect … So I feel like him; I feel like, I feel like
I’m the Nutty Professor and when I’m on my tablets, I feel like Buddy -
not perfect, but you know …

INT: So, how does it feel to be these two people?

Well, I’ve got used to it actually, so I know what to expect and what to
do …

INT: So it doesn’t feel bad to you, to have to deal with both of
these people inside you?

No. (Zach, UK, age 13)

If the authentic self is represented by an inner voice, then
both Buddy and the Nutty Professor whisper in Zach’s ear.12

Zach experiences no obvious authenticity-conflict in relation to
these voices; they are different parts of him that coexist within
the whole. Alexandre Erler makes the point that proponents of
the inner voice authenticity argument do not define what the
authentic voice is when there are ‘multiple yet incompatible
candidates’.21 Zach suggests that this definitional effort may
need to account for the possibility that authenticity can
include multiplicity and incompatibility.

This textured account of the self is even more interesting
when considered in the context of accounts that parents gave
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verbally, with their children present, and in writing. When
reporting on the impact of medication, parents tend to empha-
sise both binary change in a child and self-discovery, with state-
ments like: He’s like a different child; or, Finally he can know
himself as a successful child; or, She’s so much happier with herself
now. In this study, six children consistently echoed such
accounts. All six children were 9 years old (the youngest chil-
dren we interviewed), representing 40% of 9-year-olds with
experience of stimulants in the sample. Their common age sug-
gests that characteristics of the developmental stage, for
example, concrete reasoning and a desire to please adults, may
increase the risk that stimulant drug treatment (at least rhet-
orically) ‘bypasses’ moral struggle. When asked directly about
differences in themselves on and off medication, this group of
children delivers binary self-evaluations:

[With the medicine] I ain’t being naughty no more… I’m not doing
anything to other people now. [The medicine] makes me good again. [If
I didn’t take it] I’d probably get into lots of trouble. [Tablets] have
changed my life … like, stopped making me bad … and pushing people
over … and starting fights. (Cecil, UK, age 9)

Cecil’s mother tells us that Cecil has been on medication
since age 4, and that medication has made all the difference.

The majority of children in this study express a more subtle
idea: stimulant drugs put them in the position of being able to
choose between versions of themselves depending on what the
situation calls for. Their accounts suggest that they value a
version of authenticity that is less about self-discovery and
more about the potential for self-actualisation via the develop-
ment of self-control:

I know when [the medication] is working because I’m more quieter. I
can sit still longer. And I don’t have to fiddle about so much. I prefer
myself like, in the middle. Like if you’ve got ADHD, you would prefer
yourself in the middle, because you’ll know when you’re about to go into,
when you’re going to be hyper and when you can control yourself a lot
more. And that’s why I think I should be more in the middle a lot.
(Timothy, UK, age 11)

[With medication] I’m in the middle … it’s kind of like me looking to
the angel and me looking to the hell. Angel, hell; angel, hell … (Tristan,
UK, age 9)

It is notable that Timothy and Tristan speak to the very con-
cerns that Fukuyama6 and other bioethicists have raised: the
importance of genuine moral decision-making to the develop-
ment of moral agency. However, in these children’s reports,
stimulant drugs enable, rather than threaten, moral reasoning
in face of conflicting impulses. In Tristan’s words, he can
choose ‘the angel’ or he can choose ‘hell’. Children value this
position of choice. Arguably, it is the repeated experience of
sitting ‘in the middle’ and choosing the right action that sup-
ports the development of moral responsibility and understand-
ing of oneself as a moral agent. Moreover, as Glenn points out
below, it is the child who makes the decision about how to act,
not the medication:

If you’re like driving in a car, and like, there’s two different ways, and
you usually always go this way … and then one day you want to go the
other way, but … the ADHD acts as like a blocker, so you can’t … It
[the medicine] opens the blocker so that you can go [the right] way.
But you still have the choice of going the wrong way … It’s harder
[without medication], that’s what’s the truth. But it’s not like [on
medication] you’re a robot … (Glenn, US, age 10)

Such accounts suggest that the view represented by Kureishi1

and others, that children are ‘stupefied’ by Ritalin, or turned

into mindless, obedient zombies, unfairly characterises a major-
ity of children’s capacities for self-reflection and moral aware-
ness while taking medication and disregards the high value
children place on their capacity for moral agency, which many
experience as being enabled by medication.

Objections
I have shown that although children are able to engage with
concerns about authenticity, the majority does not perceive
stimulant drugs to be a threat to authenticity. There are several
objections to consider. The first is that children are simply too
young to have substantive concerns about identity or to recog-
nise a threat to authenticity. A second point is about method:
children might not respond to direct questions about threats to
authenticity, but would report concerns about authenticity
more indirectly.

These objections can be considered together. A small number
(approximately 8%) of children in this study do indirectly
articulate threats to authenticity, almost exclusively in relation
to an experience of medication ‘side effects’. Notably, children
do not articulate the identity confusion (which is the true
me?) found in some adult accounts of psychotropic medica-
tion.22 Rather they are, in retrospect, clear that on medication
they experienced intolerable self-alienation:

I didn’t feel like myself when I was taking the medication

I just felt suckish all the time

I was too quiet; it wasn’t me

My friends said I wasn’t myself; I didn’t laugh.

Because the threat to authenticity here is viewed as a side
effect, rather than as an intrinsic quality of stimulant drug
treatment, children do not necessarily reject medication com-
pletely. About a third of the children who reported this side
effect had found, or were hoping to find, a medication that did
not make them feel this way.

On the basis of these accounts, it is evident that children are
able to report and to resist threats to authenticity. In younger
children, parental and caregiver perspectives are likely to be an
important influence on the ability to recognise such threats. As
children get older, the peer environment becomes more of a
factor in authenticity accounts:

Without medication it’s hard to listen to that little voice in my head
[telling me not to do things]. [With medication] I think twice before
I speak and do things … Like, when I’m on medication I’m more calm
and people seem to like being around me, but when I’m not, I’m more fun
to be around … But the medication also makes me depressed … I
haven’t found a medication that’s made me feel myself but like, still focus
and like, most medications I’ve had, my friends kind of got bored with me
… (Myra, US, age 13, taking a break from medication)

Finally, we should consider the objection that those children
who do not perceive stimulants as a relevant threat to authen-
ticity are wrong. On the self-creation account, the argument
would go something like this: when children say that medica-
tion puts them in the middle as decision-making agents, they
are in fact identifying the starting point of a moral journey of
self-creation. This journey could involve a threat to authenti-
city if the child’s path were not free or just. As we have seen,
the use of stimulants in children can be framed as an oppressive
project of socialisation. To properly evaluate this claim, we
need to know more about what it is that medication is per-
ceived to be doing as part of children’s self-creative journeys,
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and what form(s) of agency are valued and promoted in chil-
dren through the use of stimulant drugs.

Good conduct and good performance
The first task is to describe something of the social contexts
that children inhabit. As described in the methods section, the
VOICES study used the concept of the ecological niche to
analyse the complex and subtle dynamics between a child and
the surrounding environment, on a micro and a macro level.
Two niches were discovered in the VOICES study. These niches
give rise to distinctive experiences with ADHD diagnosis and
stimulant drug treatments. In a performance niche, children’s
cognitive achievements are strongly emphasised. ADHD is
viewed as a disorder of academic performance, and children
articulate the effects of stimulant drugs in relation to classroom
behaviour, school work, intelligence and academic achieve-
ments. In a conduct niche, children’s social behaviours and
social hierarchies are a dominant preoccupation among children
and adults, and academic achievement by children does not
outrank other obligations. ADHD is viewed as a disorder of
anger and aggression, and stimulant drugs are seen by children
to improve emotional self-control, aggressive behaviours and
moral decision-making. (These niches are drawn sharply here
for illustrative purposes, and are both softer and less distinct in
reality.) In this study, the niches were associated with national
differences: among US children we interviewed, the perform-
ance niche was the modal niche environment; and among UK
children we interviewed, the conduct niche was the modal
niche environment (see figures 1 and 2).i

In a conduct niche, children emphasise the improvements in
their social behaviours with medication, particularly in relation
to their capacity to make good decisions:

It [stimulant medication] makes me like, helps me behave better but it
don’t make you behave better it can only help you, but it can make, help
make better decisions for you. (Roger, UK, age 13)

In children who experience school environments where phys-
ical and verbal aggression is a common experience, ‘better deci-
sions’ are often linked to better impulse control in aggressive
situations.19 In these contexts, medication frequently has both
an instrumental, and an overtly moral role, not because it
improves children’s behaviour directly, but because it enables
children to assess whether a particular situation justifies an
aggressive response. As we saw earlier, the most important
function of medication is not to ‘tell’ a child what the right
action is, but to enable a child to make a mental space for
deliberation. It is this capacity for reasoning, even in face of
peer aggression, that constitutes what we might call good
character:

Um, being good and bad is to do with thinking about your actions. Um,
and I think if you’re bad, then you don’t really think about your actions
very much … (Conrad, UK, age 13)

To the extent that medication is here engaged in performing
moral social work, it operates within a complex social system
of obligations and hierarchies. Unsurprisingly, then, conduct
niche children occasionally refer to medication in emotional
terms: it is like a friend. As a friend, medication reminds a child
to weigh the aggressive act against its probable consequences.
Roger explains:

Helping me, means like just saying like, say if my mate was going to
fight, or like if I was going to fight, my mate saying, you know you don’t
want to do it because you’ll probably get arrested or something. It’s like
[the medication] is like saying, you’re not going to fight and then like,
them [friends] holding me back or something … So [medication] is like
a friend but not it.

If in a conduct niche, medication does overt moral work, in
the performance niche, the work of medication is, overtly, more
pragmatic. Here, children are more likely to view the effects of
stimulant drug treatments in relation to school work:

I think I might actually go back on medication because I’m, like, failing
math right now … (Myra, US, age 13, taking a break from
medication)

Figure 1 The proportion of children who report that stimulants help to
improve classroom and academic performance. Figure 2 The proportion of children who report that stimulants help to

manage anger and aggressive behaviours.

iAt the aggregate level, nation was a better predictor of niche than was
social class. However, given that this is a small, non-random sample, no
general conclusions about national characteristics should be drawn
from this data. Moreover, individual differences not discussed here are
important to consider.
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If I’m in school like yeah because it [medication] helps me focus on
something … and it helps me like, okay, if I’m doing a math problem
like do this and then do this and then do this. (Adrian, US, age 11)

Parents and children frequently provide an instrumental
rationale for why many US children stop using medication
during weekends and school holidays: stimulant drug treatment
is expressly for school. As Adrian observes:

[In the summer I don’t take the pill] because I can just relax there
because I ride my bike every day. I’m always active, what I want to do.
So I’m okay in the summer but not in school time.

Performance niche children do occasionally make a direct
association between cognitive achievement and moral behav-
iour—that is, with doing the right thing—thereby illustrating
that despite the instrumentality associated with stimulant
drugs, the treatments are doing work in a moral dimension:

INT: What makes a person good?

Um, me being smart. (Vaughn, US, age 10)

Valued cognitive capacities, such as intelligence and atten-
tion, constitute the right actions:

[With medication] I like, I finish my homework earlier and I don’t get
in trouble a lot anymore. I pay attention a lot more … It feels great …
The medication, it like, changes, like, what you’re doing and, like what
you’re thinking. Like all of a sudden, like, you know that you’re not doing
what the teacher told you to do, so then it just changes what, so then, so
then, you can do the right thing what the teacher told you, so you can
pay attention more better. (Camilla, US, age 10)

It is also clear from our interviews that academic achieve-
ment meets obligations children feel to their families.

I got two As and a B on my report card and my mom freaked out, she
was so happy. (Oscar, US, age 11)

INT: Tell me about a time when you weren’t very happy with
how you behaved.

Um I got my name on a board, and I got Fs on my report card, and my
mom was really mad. And she told me that you need to do better, and
she, and I was really happy this year, that it’s really good. But last year,
I wasn’t paying attention. (Rose, US, age 11)

Many children, and older children in particular, are aware
that they live in conditions in which these obligations inform
standards and expectations of behaviour. For the most part,
they note these conditions with a degree of equanimity. Adrian
goes on to say:

The pill kind of like helps the mothers and the fathers and everybody else
live peacefully … And moms won’t be like frustrated because they have
to do more work or something.

We see that in this niche, children view medication as a tool
that enables them to meet obligations to themselves and to
others; and these obligations include cognitive self-care, a com-
mitment to invest in and to cultivate the capacity to succeed
in cognitive activities.

Niche norms and moral capacities
We are now in a better position to address the challenge to chil-
dren’s lack of concern about a threat to authenticity posed by
stimulant drugs. It seems clear that children associate stimu-
lant drug treatment with improvements in their capacities to
meet the normative expectations of their respective niches.
Children value the promotion of these capacities, and many

show awareness of their normative dimensions. Nevertheless,
the argument that children’s self-creative path is not free, in
that medication is used as a norming tool, or as a means to
make children more docile in face of possibly oppressive aca-
demic and behavioural expectations fostered in certain niches,
seems plausible. On the self-creation account, acquiescence to
normative niche expectations, through stimulant drug use, can
be said to elevate the risk of a threat to authenticity. Such
acquiescence on the part of children and their families also
raises the risk of other harms, such as medicalisation or the
coercive use of drugs. The force of these threats is underscored
by the fact that the pharmaceutical industry plays a powerfully
prescriptive part in popularising ‘normal’ child behaviours and
emotions, as well as, through their direct to consumer advertis-
ing, in promoting models of achievement and success, happy
families and good parenting (especially good mothering).23 24

Nevertheless, if under certain conditions stimulant drugs
elevate the risk of a threat to authenticity, this still does not
mean that stimulant drug treatments regularly violate authen-
ticity. All children are subject to socialising processes through-
out development, during which they must continually meet
normative expectations. Arguably not all of these processes
constitute actual threats to authenticity. It is critically import-
ant that children have the capacity to protest norms, and in
the first part of this article we saw that stimulants both allow
and even promote decision-making capacity and moral agency
in children. If stimulants do not generally undermine moral
capacities, then we are faced with two difficult challenges:
First, are the norms of performance and conduct to which chil-
dren are subjected valuable? If we think these norms are over-
valued, then the solution is not to deny children the possibility
of better meeting normative expectations. Rather, we ought to
encourage non-accusatory reflection on the values embodied in
these norms. Second, if stimulants pose potential harms and
they have potential benefits on the journey to an authentic
self, then how can we get better at maximising the benefits,
and at recognising, describing and intervening in bad condi-
tions, in which the use of stimulant drugs undermines chil-
dren’s moral or self-creative capacities?

A partial response to these challenges emerges when we
acknowledge children’s evident desire and capacities for agency.
If a majority of children are not victims of stimulant drugs,
then they can be engaged to help uncover threats to agency or
to authenticity, and they can be constructively supported to
protest normative expectations and the accompanying tools, as
appropriate. Children also need to be able to openly discuss the
value of medication in relation to their capacity for moral
decision-making and their capacities to meet standards of
behaviour demanded of them in a given ecological niche.

A role for medical professionals
\On whom is the obligation to support children in these ways
conferred? The demand to engage children in non-judgmental,
reflective, supportive discussion about stimulant drug use
involves parents, teachers and other caregivers, but it is essen-
tially part of a clinical ethics. As gatekeepers to stimulant drug
treatments, medical professionals should take on the dual com-
mitments of inviting a child to speak and of reflective listening,
as part of an ethically informed clinical practice. This should be a
relational and collaborative stance, rather than an authoritarian
one: a genuine invitation to a child to speak recognises the child
as (at least a potential) agent, capable of reason and reflection
and worthy of dignity and respect. A pharmacological treatment
approach can include this kind of broader therapeutic orientation
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to the patient, where the point is to identify and manage the
problems a child is experiencing, rather than just to diagnose and
treat symptoms. Such an orientation acknowledges the child
(and indeed the physician) as actors in a social world that gives
moral weight to children’s cognitive and behavioural capacities.

Such a role places an enormous demand on medical profes-
sionals, when time, training and resources to talk, listen and
build a trusting relationship with child patients are scarce.25

Children in the VOICES study routinely report that they have
little contact with medical professionals:

I’ve only just started going to the ADHD clinic, but I haven’t actually
been to it properly, like, I’ve seen the doctor and he’s talked about
[ADHD] and I get weighed … But … they don’t, they’ll just say like,
parts of what it is but then, like, they’ll stop, so they will only say some
of it and then, like change the subject. (Roger, UK, age 13)

INT: What does the medication do? Why are you taking it?
I don’t know. To make me be good.
INT: Do you want to keep taking it … Why?
Cos the doctor told me to.
INT: Do you like your doctor?
I don’t know who is my doctor. (Sebastian, US, age 10)

Only a handful of children in the VOICES study view
medical professionals as a resource to talk to about difficult
issues in relation to their diagnosis or treatment. The lack of
relationship between medical professionals and child patients,
and the lack of substantive discussion of normative issues in
the clinical realm and elsewhere arguably contribute to elevat-
ing the risk of ethical harms of stimulant drug treatment.
Therefore the lack of resources to build such a relationship is a
clinical, societal and ethical concern that warrants interven-
tions at the level of paediatric mental health policy, clinical
ethics and medical education.

CONCLUSIONS
We have seen that children generally have positive responses to
stimulant drug treatments. They primarily see stimulants as
supporting their capacity for moral agency. Niche conditions
influence how children express their experiences with stimulant
drug treatments, and how they conceive the value and work of
the drugs. Most children in this study did not experience
stimulant drug treatment as a threat to authenticity, but such
a threat is a potential risk to children. It is possible to identify
concrete steps to minimise the risks and to maximise the bene-
fits of stimulant drug treatment: I have argued that medical
professionals should take a lead in building on children’s
evident capacity for critical reflection on niche conditions,
moral behaviour and the norming work of stimulant drugs, as
part of a commitment to children’s flourishing.

How do the perspectives of children move the Ritalin
debates on? Let us say that after reading this article, a sceptic
is not convinced that stimulant drugs can support children’s
flourishing. Plausible justifications for such a position certainly
remain. However, the sceptic will now need to acknowledge
that the debate cannot accurately be framed as one between
absolute goods and absolute harms; for example, children’s lib-
erties versus Ritalin. Children’s perspectives show us, at the
least, that it is possible to make important claims for stimulant
drugs as a good.ii This acknowledgement changes the nature of

the debate: if the sceptic wants to maintain his or her position,
he or she ought to do so with respect for the aspirational
human agents involved, and for the complexity of the problem,
and not in wilful ignorance. Perhaps the sceptic will be more
inclined to have empathy with those who might suffer as a
consequence of his or her position, as indeed, many children
and families who are subjected to the debate in its traditional
divisive form, suffer.

I am hopeful that if we can change the nature of the debate,
by framing the case of stimulant drugs as a problem of tensions
among contending goods, we will get better and farther in our
arguments, generate more insightful public discourse, and
ultimately enable more relevant and more reasonable evalua-
tions of the impact of stimulant drug treatments on children’s
flourishing. More generally, as the arsenal of interventions into
children’s cognition and behaviour grows, balanced, deliberative
and empirically grounded analyses should enable more accurate
descriptions of bad conditions, in which children’s vulnerability
is increased by interventions. This accuracy should translate
into identification of relevant means by which the social and
moral development of children in general—but particularly
those who are at risk—is promoted.
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