Young people’s use of medicines: pharmaceuticalised governance and illness management within household and school settings

Abstract
Recent decades have witnessed a significant rise in the use and ‘misuse’ of pharmaceutical medicines. Without significant behavioural change, the adverse health and environmental impacts resulting from medicine misuse will be most felt by today’s young people. Yet despite real concerns surrounding pharmaceutical sustainability, insights into the ways that understandings of, and expectations to take medicines are communicated to, and taken up by young people remain limited. This paper draws on research focused around everyday home and school settings, to examine how understandings and norms relating to medicine use become embedded within the lives of young people. Between May 2014 – January 2015, fifty students (aged 11-14) from one secondary school in England participated in focus groups and forty-three in interviews. Two focus groups were held with parents (n=10). Findings demonstrate that attitudes towards medicine use were bound up with notions of parental responsibility, risk, peer governance and social acceptability, labour-related expectations, and processes of regulation within the school. Indeed, it was clear that medication use was often a compromised solution in response to wider structural pressures and demands and that such thinking was embedded at an early stage in the life course.  The study found that few opportunities arose for open and informed discussion relating to responsible medicine use. Such circumstances demonstrate that any attempts to change medicine-related attitudes and behaviors should be considered within the wider social and structural contexts that govern their use.

Keywords: young people; medicine; pharmaceutical; governance; school; family; presenteeism; illness management

Introduction
Recent decades have witnessed a significant rise in the use of pharmaceutical medicines (Busfield 2010; Thomas and Depledge 2015) alongside claims that society is becoming increasingly ‘medicalised’ and ‘pharmaceuticalised’ (Abraham 2010). Yet estimates suggest that half of all medicines are prescribed, dispensed or sold inappropriately, and that around half of all patients fail to take them as directed (Holloway 2011). This medicine ‘misuse’ has significant adverse impacts for health, and for sustainability in terms of the on-going effectiveness of medicines (WHO 2014) and the potential for adverse environmental outcomes when unused medicines are disposed of inappropriately (Thomas and Depledge, 2015). Understanding how medicine use can become more health promoting and sustainable is therefore of increasingly pressing concern. 

In the long-term, it seems likely that without significant behavioural change, the adverse health and environmental impacts of medicine misuse will be most felt by today’s young people. Understanding how to effectively respond to alleviate this situation is vitally important, both to find ways of breaking an increasing dependence on pharmaceutical solutions for ‘everyday life’ (Williams et al. 2011: 716), and to avoid the potentially irreversible damage to medical opportunities that may result if intergenerational equity and sustainability in healthcare are overlooked. 

Medical attitudes and responses to young people are often based on western psychological conceptualisations and discourse (Williams 2000). However, such approaches tend to treat young people as autonomous individuals, with little recognition of the wider factors that influence self-care. Being able to identify ways of avoiding or combating the adverse outcomes of medicine misuse therefore requires that attention be given to the everyday relationships and encounters in which societal attitudes and expectations regarding medicine availability and use manifest and become embedded. This is particularly important given that children as young as six are thought to start to form opinions about medications that then persist into adulthood (De Maria et al. 2011). Whilst health behaviours and practices may appear as private individual matters, it is important to recognise that they are configured by a range of socio-cultural contexts (Morrow 2010) which for many young people in the UK, are most frequently experienced via localised networks and forms of governance within home and school settings. 

Drawing on research undertaken with young people (aged 11-14) and their parents, this paper provides insights into the social and cultural influences and mechanisms that shape young people’s knowledge and attitudes towards the medical management of their health and wellbeing. The paper starts by providing an overview of what is known regarding young people’s use of medicines, and calls for attention to be given to the more mundane, everyday spaces and circumstances in which medicine-related expectations and decision-making are made. The paper then examines the pressures facing young people, their parents and schools as they make decisions on medicine use, and examines the complex moral backdrop that guides decisions to use, or to resist such treatments. 

Young people and medicine 
The past two and a half decades have witnessed the emergence of a reframed sociology of childhood. Within this, childhood is now generally understood as a social construction, and children and young people as competent social actors, who not only shape their own experiences, but do so in ways that may be different to that of adults (James and Prout 1997). Building on Mayall’s (1998) call to develop a sociology of child health, a small, but growing number of studies have examined the agency of children and young people as they negotiate experiences of ill-health and health management, and have considered the extent to which the health condition concerned constitutes ‘biographical disruption’ (Bury 1982) to the young person’s identity and wellbeing. The majority of these studies have focused on the management of specific long-term conditions e.g. juvenile diabetes (Smith and Gray 2009), and asthma (Gabe et al. 2002) in which medicine use plays a significant and sustained role within a young person’s life, whilst more recent literature has also begun to examine the way that young people negotiate living with medical technology (see for example, Kirk 2010). 

[bookmark: _GoBack]Yet at the same time as children and young people are considered active and competent agents in the management of their health and wellbeing, public health discourse concerning young people in the UK continues to be dominated by notions of risk (Spencer et al. 2008), and it is still widely accepted mantra that young people and medicines should be kept firmly apart (see for example, GOSH 2012). The lack of commercially available, age-appropriate licensed medicines for children and young people does indeed mean that medicine use comes with a heightened level of risk, with practitioners often prescribing a formulation of unknown efficacy and impact (Royal Pharmaceutical Society 2014). This attention to risk is also observed in the surge in literature problematising young people’s use of medicines by focusing on the intentional abuse of prescription drugs (e.g. Miech et al. 2013), and on the rise in use of pharmaceutical drugs to achieve what are essentially non-medical outcomes (see for example, McCabe et al. 2005 on use of Ritalin). 

‘Everyday’ encounters with medicine
The focus on young people’s use of medicines for chronic conditions and the concern that surrounds what are perceived as risk taking behaviours perpetuate assumptions that medicine use is an ‘unusual’ and for most young people, an inherently ‘undesirable’ activity. Yet in an increasingly pharmaceuticalised world, neither perspective fully accounts for the very real exposures that most generally healthy young people have to the expanding range of medicines now available within everyday encounters and environments. For many young people, such encounters take place through observing medicine use by other family members. A recent report from the UK for example (see Scholes et al. 2014), highlights the increasingly common use of pharmaceutical medicines across all (adult) age groups, and in so doing, highlights the growing likelihood that parents of today’s teenagers will be using some form of medication. Children and young people qualify for free prescription medicines in the UK, yet they generally take far fewer medicines than adults (accounting for only 5% of all free prescriptions in the UK, ibid). However, studies have reported surprisingly high use of medications amongst young people to treat common ailments such as colds and low-level infections, and to help ‘normalise’ or augment their bodies (see Dengler and Roberts 1996; Stoelben et al. 2000).  

Gaining knowledge of the factors that influence young people’s understandings and perspectives on pharmaceutical medicines, both in their own lives, and in the wider society in which they act, might therefore start to provide important insights into the mechanisms via which attitudes towards ‘responsible’ medicine use (see Holloway 2011) and expectations to receive pharmaceutical treatment are generated, and to identify information and support that might be helpful to them as they learn to take charge of their own health and wellbeing. This is particularly important in light of data that suggest adherence to prescription medicine regimens is especially low amongst 11-19 year olds (Royal Pharmaceutical Society 2014), that young people’s knowledge of the ways that medicines work is poor (Hämeen-Anttila et al. 2006) and that autonomy of medicine use amongst young people is higher than many adults and health practitioners perceive (Sloand and Vessey 2001). Whilst the evidence base is limited, relatively high levels of informal medicine sharing have also been reported amongst young people (Hämeen-Antilla and Bush 2008), including use of prescription drugs (Daniel et al. 2003). 

Perceived severity of illness and the perceived benefit of taking medicines impact on young people’s medicine use (Hämeen-Antilla and Bush 2008). Studies in the US suggest that young people who feel they have control over their health were less likely to take medicines than those who did not, and that parental (particularly mother’s) use of medicines was a significant predictor of their immediate and longer-term expectations to use medicines (Bush and Iannotti 1988). Similar findings in the UK suggest that social background influences the ways ill-health is conceptualized and experienced (Brannen et al. 1994), an issue that has been revisited in recent calls for research to explore the socio-cultural contexts of child health (Brady et al. 2015). Moving beyond individual health management to recognise the wider context in which decisions are made thus reiterates the importance of gaining in-depth understanding of the everyday settings within which young people’s use of medications is governed, and the ways in which ‘moral concerns relating to issues of responsibility, identity, stigma, agency and power’ (Dew et al. 2015:272) play out in the lives of young people. 

Methodology
The University of Exeter Medical School’s Research Ethics Committee provided ethical approval for the research. Fieldwork was undertaken in one secondary school in the South West of England. The study focused on the experiences of 11-14 year olds (School Years 7-9) since it is generally accepted that early adolescence is a key period during which young people start to gain a level of independence in health-related decision-making. Additionally, because issues relating to medicine use are not a core element of the current national curriculum, and do not fit neatly into existing subject disciplines, it was agreed (with the Headteacher) that it would be more appropriate to target students who were not undertaking assessed exams during that academic year. The school served a wide catchment but was located in a reasonably prosperous area according to the Indices of Multiple Deprivation (IMD Explorer 2015). The findings of the study should therefore be assessed with these limitations in mind.

An opt-in system was used to recruit study participants and undertake fieldwork between May 2014 – January 2015. All students in Years 7, 8 and 9 were informed about research objectives during a school assembly. A letter invited parents to a meeting and presentation on the study. Additionally, the researcher attended two parents’ evenings where further opportunities were available for parents and students to find out about the study. In line with school governance arrangements, signed parental consent was required in addition to the consent of the young people. To protect participant identity, all participant names presented in this paper are pseudonyms. 

Ten focus groups were held with young people aged 11-14 (n = 50, length approx. 50 mins). Where possible, single year and single sex discussions were held to identify commonalities and differences between groups (n=24 female; 26 male), although groups were mixed when necessary for practical purposes (see Table 1). 

Insert Table 1 here
Table 1: School year, age and sex of focus group participants


The purpose of the focus groups was to gauge insight into young people’s understandings of responsible medicine use, the factors that influenced their decisions over medicine use and the kinds of information that they felt would be helpful as they started to take responsibility for their own health and wellbeing. To reduce any risk of distress, discussions revolved around a series of vignettes in which fictional young people made decisions over medicine use, rather than open discussion of any personal experiences per se (see Table 2).

Insert Table 2 here
Table 2: Vignettes used in focus groups to elicit discussion around young people’s health management and use of medicines 

In order to examine any divergences in attitudes and understandings across generations, the same vignettes were used in two focus groups held with parents (n=10) of students in Years 7-9, and supplemented through informal discussions at parents’ evenings. Focus group discussions with parents (lasting approx. 90 mins) provided an insight into the structures and processes that they felt influenced their governance of medicines within the household, as well as the ways that parents sought to influence young people’s understandings and attitudes towards medicine use. It is important to note that while discussions at parents’ evenings took place with men and women, only one parent participating in the focus groups was male. The parents’ voices represented in this paper are therefore predominantly those of mothers. 

Forty-three young people participating in focus groups agreed to take part in a subsequent individual interview (n=21 female, 22 male). Interviews lasted between 20-50 minutes and sought to elicit information on family background (including the occupation of parents/carers), the role of medicines in the life of the young person and the factors that influenced their attitudes towards, and decision-making over medicine use – specifically, who medicine-related decisions were made with; the impact of medicine use on everyday relationships, activities and behaviours; the process via which the young people gained (or sought to gain or resist) independence in managing medicine use; and what they felt could be done to improve understandings of responsible medicine use amongst their generation.

Data were audio-recorded (with permission), anonymised, and fully transcribed using thematic and narrative analysis (Guest 2012; Andrews et al. 2008). Preliminary coding of data was followed by a more in-depth, interpretive level of coding through which trends and patterns could be interpreted. In agreement with the school, a summary of findings was reported back via discussions with the teacher in charge of health issues. 

Findings
Core themes emerging from the data collected with young people revolved around three key issues: family influences on understandings and expectations to use medicines; gaining autonomy in medicine use; and strategies used to minimize the ‘disruption’ caused by ill-health. Themes identified through data collected with parents were similar, but had an added dimension of emotional stress experienced as parents sought to deal with moral concerns around risk management, and to present themselves as responsible and conscientious role-models. Quotes drawn upon were chosen because they represented typical responses to the key themes that arose from the discussions/interviews in a clear manner, or (and where indicated in the text) they typified a subset of experience held by particular groups of individuals. 

Factors influencing understandings and perceptions of medicine 
It was evident from focus group discussions and interviews with young people that opportunities for open and informed dialogue around the role and management of medicines were uncommon. This was in part due to the restricted attention placed on medicine use within the school curriculum, with focus limited to discussion on antimicrobial resistance within Science and to drug (ab)use within Personal, Social, Health and Economic (PSHE) classes. However, it could also be explained by the generally limited discussions relating to health that took place amongst peer groups. Given this situation, it is perhaps not surprising that focus groups with young people revealed a very narrow understanding of the function performed by different medicines used to treat common illnesses, and only a very partial understanding of the impacts of medicine ‘misuse’ on health and the environment. A sizeable minority of students were aware of the importance of completing a course of prescribed antibiotics, but did not always know why it was deemed necessary. 

Such findings suggest that the ways young people think about, and understand medicine use may be influenced through more informal exposures and settings such as those propagated by the media and consumer outlets. Indeed, discussions with young people revealed that the widespread availability of ‘over-the-counter’ medicines on supermarket shelves had resulted in commonly used medicines e.g. paracetemol, cough medicine, being seen as basic commodities that could be easily obtained, although they were also generally considered less effective than the equivalent drugs prescribed by a doctor. In one focus group, all six mothers commented on the visibility of pharmaceutical medicines, and their commoditisation via outlets such as supermarkets. Whilst they did not feel pressured to purchase such products, they expressed clear concerns over their children’s ability to distinguish between the different types and functions of various medications. Concerns over the impact their commoditisation might be having on young people’s expectations to use medicines were also evident,

Davina: Is a drug more acceptable because a doctor has prescribed it to you? Or because they sell it in a supermarket? Okay, they only sell it in packets of 16 now. But if you think about Calpol, which they start you off on – it’s a lovely pink, sweet taste, and its not like the disgusting stuff we had when we were kids which tasted so foul. 
Nina: That’s right, and you see parents now shoving Calpol at their kids all the time, and now you can get it in sachets you can take it anywhere. Any sign of any grumbling and its out there with the Calpol…..But it’s [seen as] very acceptable isn’t it, Calpol. 
Davina: Yes, and I guess that in many ways, paracetemol is just part of everyday life and an everyday commodity now isn’t it, you see it everywhere, it’s sold everywhere, in all the supermarkets. 
Nina: What about messages we hear in the media that kids might pick up on – that we should be taking an aspirin every day ‘cos that’s good for you! What sort of message is that, it’s really contradictory – so you tell people not to take drugs but then say “oh no, that one you have to take everyday!” I think they get a lot of mixed messages. 
(focus group with parents)

Although substantial concerns relating to the commoditisation and subsequent availability of pharmaceutical medicines were clearly evident, for most young people and parents this was an accepted and generally unquestioned part of daily life. This was in large part, they felt, due to the ‘normalisation’ of medicines permeating into relatively mundane everyday life situations and settings, and a general acceptance that the use of such ‘commonplace’, ‘safe’ and generally palatable medicines could save time and energy and render their actions economically ‘responsible’ if they meant avoiding a visit to the doctor. 

Whilst the visibility of medicines had become an embedded and largely unquestioned part of everyday life, it became clearly apparent that the most significant source of influence on young people’s understandings and expectations to use medicines came from the cultures and practices of medicine use that existed within the home. As Dew et al. (2015) found in their work on household medicine use in New Zealand, these attitudes and expectations were not static, but changed according to who was taking the medicines, why they were taken (or in some cases, what young people had been told about why they were being taken), and their impact on social relationships within the family. This was most clearly evident for young people living in families that had had notable experiences of ill-health. Belinda for example, had grown up witnessing her mother’s poor management of medications for a debilitating health condition. She explained how this had left her scared and extremely cautious in her attitude to, and use of, prescription medications, not only because she had seen the adverse health impacts of their misuse, but because she did not want to risk putting other family members through the emotional pain they had experienced in relation to her mother should she fail to take them ‘correctly’. For Belinda, the use of familiar over-the-counter medications provided her with reassurance that she could trust what she was taking, 

I like taking them [over-the-counter medicine] more than ones you get prescribed ‘cos – well, my [guardian] would never buy some new paracetemol – she would always buy it from the same place in the same box to make sure it was the same one we have always been taking and we like. It makes me feel more like happy to know I’ve taken it before and it’s been alright. It’s the familiarity, I can trust it. (Belinda, aged 11, interview)

The feeling of security embedded within certain medications was also evident for Kyle, who explained how he felt less anxious knowing that the medicines he used for his migraines were always readily available to him at home,

Mum has a club card for [shop] and she bought a big crate - six boxes of 50 paracetemol so we always have some in the cupboard. It’s good to have them as I know that's what has worked for me. If we don't have it then I worry is it going to be too late by the time we have some, and am I going to be able to get to sleep without throwing up if we don't have them? That is stressful for me. (Kyle aged 12, interview)

In most households however, open and regular discussion around medicine use was uncommon. Nonetheless, household practices and norms had a clear, even if subconscious influence upon young people’s perceptions relating to health and medicine use, and it was evident that adult concerns and norms helped to shape their children’s experiences of their bodies and emotions relating to their health (Mayall 2015; Dew et al. 2014). In several cases, young people reported that they and their parents would use medications whenever they felt it necessary to treat minor ailments such as colds and headaches. Conversely, medicine use in other households appeared to be a last resort when options such as rest and natural remedies had been exhausted. Dylan for example, explained that although he knew that his mother took medications on a daily basis, there had never been any open conversation about this within the household, and that while he would be taken to the doctor if his parents deemed it necessary, health conditions or specific health concerns were themselves rarely discussed. He put this down to his father’s strict sense of caution and discipline relating to health management,

I think my dad makes us be a stiff upper lip family - he doesn't really like to talk about feelings. So he would always revert the conversation to politics. I think that ‘cos I have an older brother I would always be teased if I said anything about having a headache, or a shoulder hurting or anything. (Dylan, aged 14, interview) 

Similarly, parents such as Diane reflected on their own attitudes and knowledge relating to medicine use, and the context in which her children were being ‘guided’ towards their health management,

Never in my lifetime have I ever been taught about these things. If I think back to where I understand things from, it’s probably from my own parents. So if you think about young people, their understandings are going to come from their parents. So I’m taking on what my parents taught me. My dad’s brother committed suicide with an overdose…. My dad never mentioned it, ever, but my mum certainly made sure we knew ‘cos she saw it as a good lesson. My mum worked at the hospital so she would talk from that angle. We never took time off school unless we had a temperature. We would never go to the doctor and we would never get medicines unless we were at death’s door. That’s the way I was brought up, so I guess that’s where I come from. (Diane, mother, focus group)

Despite the generally limited discussion that took place around medicines, a number of young people talked about their exposure to treatment use within the household. Most commonly this related to parental use of medicines, although several respondents had siblings who took regular prescription medications for chronic conditions. In a few households, this had become a normalised, and in cases, even jovial part of everyday life, with young people being actively encouraged to participate in the health management of the parent (usually a father), through reminding them to take their medications. Such cases tended to relate to health conditions deemed by parents to be socially acceptable and relatively minor, such as medicines taken to control high blood pressure. Discussions with parents however, revealed that the treatment of conditions that were deemed more serious or more stigmatising, were generally only raised on a ‘need to know’ basis, or were hidden from young people in order to protect them. Like Dylan above, several other young people had witnessed parents (usually mothers) taking medications, but when they had pressed them further on it, had been told to ‘ignore it’ and not worry. 

While such actions were clearly undertaken to protect young people, it was evident that they could also act to reinforce the stigma attached to certain forms of medicine use. Use of antidepressants for example, was widely considered by parents as something that should be hidden from children, and was not up for open discussion, 

Nina: I don't think we’d be broadcasting “oh he’s [husband] got to take it to stop him going mad”…. He’s taken them [antidepressants] in the past, and they lived in the bedroom drawer where nobody could see them. Whereas the blood pressure tablets now are kept where he remembers to take them – while the antidepressants were hidden away, very much so. They never came downstairs. 
Karen:  I think we are the same – some things you would hide away, some things like the blood pressure tablets we just talk about and joke about.
(focus group with parents)

In line with an emerging body of research (see for example, Holman 2014), the study also found evidence to indicate that attitudes towards particular medicines were driven, in part at least, by cultural dispositions that were based around the socio-economic background of respondents. In the school involved in this study, the majority of the students came from ‘middle-class’ backgrounds (based on mother and father’s occupation and the school’s pupil premium), a factor that a number of the older students and parents openly acknowledged was likely to influence their attitudes towards personal health management. After discussing the stigma attached to antidepressants, one mother for example, went on to compare the behaviours and norms that framed her notion of social acceptability, with those of parents she interacted with from ‘working class’ backgrounds,

I was never in my children’s playground much ‘cos I had to work, but I can’t ever imagine a conversation where parents would say publicly in the playground that they were on an antidepressant, or saying that they had just changed their medications. But where I work now, it’s much lower down the social class index postcode ranking and they [parents] are on the gate every morning, and they are keen to tell me what drugs they are on, the doctor has changed their medications…[..] they are so sharing about the drugs they are on. And it was quite an eye opener when I first went there. It’s staggering how many of our mums are on antidepressants……It's the sharing culture I haven’t come across before I started working there. (Nina, mother, focus group)

In the discussion that followed, it was evident that a level of disapproval underpinned such openness, and that alerting others to medicine use in such a blatant manner was considered a crass way of legitimising what focus group participants considered to be inappropriate behaviour. Although the numbers involved are too small to draw any firm conclusions, there was some evidence to suggest that these kinds of attitudes impacted on the ways that young people themselves viewed medicine use. Certainly, the young people who talked most openly about their and their family’s use of medicines were those who had parents who were either not in paid work, or who worked in what are widely accepted to be relatively poorly paid occupations, and had been exposed to regular medication use by other family members. Such findings, whilst preliminary, stress the value of recognising how cultural norms shape health-related attitudes and behaviours not only amongst adults, but also amongst young people. 

Gaining autonomy in medicine use
In their accounts, it was apparent that all young people interviewed relied heavily on their parents (particularly their mothers) for health-related advice and treatment seeking support. In her study of chronic illness management within households, Williams (2000) emphasized the conflicting roles that parents face as they are expected to encourage both independence and self-care, whilst also acting as ‘alert assistants’ and being held responsible for their children if problems arise.  More recently, literature has focused on the increasing demands and responsibilities that have become an obligatory dimension of parenting. Lee et al. (2010: 294) for example, emphasise how the “relatively banal private routines of everyday life….have become the subject of intense debates about the effects of parental activities for the next generation and society as a whole.” Whilst they consider the politicized nature of feeding, play, reading and discipline, the data gathered in this study also indicate the relevance of such discussion in relation to the use of pharmaceutical medicines. 

Mothers in the focus groups commented on their felt need to ‘read the signs’ of their children’s bodies (Lupton 2012: 2) as part of the ‘invisible mental labour’ (Walzer 1996: 219) of the on-going surveillance and monitoring they felt they needed to enact over their children. Expressions such as ‘watching out for’ and ‘picking up on’ changes in their children’s behavior were common, as were mother’s ability to ‘just sense’ that things were not right. These forms of surveillance also extended to the doctor’s surgery, albeit with parental involvement here taking on different meanings and purpose for children and their parents.  

For younger respondents in particular, parents were considered to play an important mediating role with the doctor, and to provide them with reassurance that they were taking their medications as directed. In this age group, only a small minority of young people claimed to self-administer medications (most commonly paracetemol) and even then, explained that they would report this action to their parents as soon as possible. Perhaps unsurprisingly, there was more ambivalence amongst the older respondents (aged 13-14), several of whom recalled occasions at the doctors when their parents had ‘butted in’ with unhelpful comments that they felt misrepresented their experiences, and bemoaned the fact that they had to rely on their parents to drive them to the doctor’s surgery. However, in most cases, people talked about wanting their parents to come to the doctors to provide moral support, and even for some, to help in the legitimization of their sick role, and the associated (albeit usually relatively brief) attention and sympathy they felt it might bring with it. 

Young people also commented widely on the revered status which they accorded to their doctor and the trust they placed in them to administer appropriate treatments. For parents however, attendance at their child’s health appointment was considered necessary in order not only to interpret, but also to question the doctor’s diagnosis and advice, again indicating how familial norms, expectations and perspectives on risk management feed in to young people’s experiences of, and attitudes towards medicine use not only within, but also beyond the household.  

During focus group discussions, young people talked about the steps they were taking towards independence, part of which involved taking responsibility for their own health and wellbeing. Demonstrating responsible medicine use was considered one way of negotiating trust with parents which would in turn, enable them to push boundaries elsewhere. As one young person explained, “it's like riding a bike - you start with stabilisers and then you can take them off and freewheel when you start to learn to do it independently” (Lee, aged 14, focus group).  

Parents too explained that their children needed to be able to ‘manage’ themselves, and that they saw their role as guiding them on this path. This often involved setting a good example through their own practices of ‘bodily discipline’ (Lupton 2012: 12) as well as emphasising the consequences of ‘irresponsible’ behaviours. Nina for example, explained how she used the poor health management of a diabetic nephew as a reference point for her daughter in order that she see the consequences of medicine ‘misuse’. Another mother, Diane, set out firm ideas about the circumstances in which medicine use was necessary and when it was not, and how she ensured that her own actions were legitimized in the eyes of her children.  She recalled how she had taken time to explain to her children why she took regular medications to manage a thyroid condition, but explicitly emphasized that they needed to think through the causes of their health concern before resorting to medicines. 

I am passionate about health and wellbeing. I don’t think medicines are always the answer – I think with thyroxine it is the answer because it’s the only thing I can use, I have no choice, its straightforward, but for pain relief I don’t think paracetemol and ibroprofen are the answer. Perhaps the first time I would give my child these things to help relax their muscles, but then they would have a sleep. But they need to understand what it is that is causing the problem. Perhaps they just need to go to the toilet. So I think I’m helping them to think these things through and that it will save me time in the long run. Being able to create those links for themselves. (Diane, mother, focus group).


Minimising ‘disruption’ 
A consistent theme that arose through discussions with young people and parents related to the felt need to minimise the ‘disruption’ caused through episodes of ill health. This encompassed both young people’s desires to maintain a ‘normal’ identity in front of peers and their attempts to negotiate diverse pressures originating from home and from school that, through ‘presenteeism’ (attendance, in this case, at school, when ill), meant that ill-health was often experienced in a manner that ensured the least ‘disturbance’ to others. 

Normalisation
An inherent desire to present a normalised body during periods of ill-health has long underpinned literature concerned with lived experiences of illness (see for example, Millen and Walker 2001). Within this, work around the experiences of children and young people has tended to focus on the management of chronic conditions, often in cases where the condition affecting the person in question is visible to, or known about, by others. In this study, the focus on more incidental forms of medicine use revealed similar findings, suggesting that even relatively minor health issues could result in an ‘alienated body’ (Mayall 2015: 317) that disrupted personal identity and wellbeing. One mother explained how she had witnessed this in her daughter’s reaction to friends during episodes of illness,

My eldest daughter is fearful of illness, really very fearful – if anyone, any of her friends is ill at school, she won’t have anything to do with them, she won’t touch them, she won’t go anywhere near them ‘cos she is afraid of being ill. (Elaine, mother, focus group)

Indeed, a consistent theme in all focus groups was young people’s desire to mute any signs of their ill health in order to avoid exactly this kind of social rejection. In all focus groups, young people recognised this as a relatively ‘new’ reaction to health that had emerged as they entered adolescence, and linked medicine use that marked them as ‘different’ with the risk of rejection and isolation. Such reactions could also be heavily gendered. In focus groups for example, both girls and boys reported that stereotypes and expectations relating to body management and masculinity impacted on boys’ willingness to be seen using medicines. As the following quote demonstrates for example, sports-related injuries and their associated treatments were considered acceptable, and even desirable, whilst other health issues without an obvious ‘story’ were felt to be embarrassing and harder to explain,

It’s abit more interesting when it’s a sports injury ‘cos you can explain how you went into a slide tackle, and what happened. Whereas if it’s just say a skin infection, you just got it. There’s a story behind an injury that you can tell. (Carl, aged 13, focus group) 

Such attitudes had clear repercussions for the ways that medicines were used within school. School protocol dictated that all medicines were handed in to the office and administered here or in the dedicated, staffed space set aside for student health and wellbeing. However, most older students felt that adhering to these rules would mark them out for ridicule and possible rejection, both because the health centre and office were located in well-used spaces where other students could see them, and because they did not want to be seen having to rely on other people to administer medicines to them. How medicines were taken within school therefore involved both strategies to restrict medicines from view, as well as strategies to embed markers of young people’s independence. A considerable number of the students (mainly in Years 8 and 9) for example, kept commonplace medicines such as paracetemol in their bags, so that they could self-administer them without having to rely on others, but even then, their use was generally done in a private space (usually in the toilet cubicles) or in a quiet area of the school. This was particularly evident amongst the older girls, who reported using paracetemol to manage period pains. For such students, the need to keep medicines hidden was felt to be particularly important to avoid taunting from boys, even when the medicines were in fact being used for an issue unrelated to period pains.  

In some cases, parents colluded with young people to devise strategies so that medicine use within school could be avoided, such as timing the administration of medicines e.g. antibiotics, to outside of school hours. This was in part to support their child’s wishes not to take the medicines in public, and in part as a strategy to ensure that the medicine was actually taken. However, a number of mothers also intimated that because they felt their child’s ill health reflected poorly on them as parents, they did not want others to see that their child was in need of medications. Such actions demonstrate how any understanding of medicine use by young people needs to be considered alongside the sensitivities and stigma that are reproduced through efforts made to normalize the self as well as through the actions taken by parents to avoid judgment by others. 

Presenteeism
Both young people and parents talked in some depth about the pressures placed upon them to negotiate ill health in a manner that ensured minimum disruption – not only to themselves, but also to others, and the impact this then had on their management of the health issue. As Lupton (2012) has observed, not only are parents’ responses to ill health under constant surveillance and open to judgement by other people, but the disciplinary techniques they adopt in response to this are then reproduced in the family context. The pressures parents felt to attend and perform at work despite ill health that should prompt rest and absence for example, filtered directly through to the behaviours of many of the young people interviewed. Acutely aware of the repercussions that their ill health would have for their parents if it meant that they needed to take time off work to look after them, a number of the young people explained how they sought to minimise disruption during bouts of ill health. Dylan for example, explained how for his father, looking after a sick child was considered a ‘poor excuse’ for taking time off work, and he would stay at school unless absolutely necessary. Similarly, Fiona explained how she tried to avoid ‘inconveniencing’ her parents by admitting how bad she was feeling,  

One of the reasons I don't like taking time off school, because – on any given day, there will be one point where both mum and dad will be in a meeting at the same time. So one will have to take the morning off, and one the afternoon ‘cos they have to get into work. Mum has two jobs and she does a lot of travelling which means if I am ill on a day when she’s not around, then dad has to take time off and risk missing important meetings. Or we have to ring Nan and force her to come over. But she also works and can’t randomly take time off. I don't like to inconvenience people. If I was really unwell then I’d just say sorry, you have to sort something out, but if I was just abit unwell then I’d have to go into school. (Fiona, aged 14, interview)

These pressures to perform and excel at their work were also evident amongst most of the young people, many of whom (particularly in Years 7 and 8) were keen to obtain the badges that were given out by the school to demonstrate a full attendance record, and not to be labelled as ‘skivers’. Such findings concur with others (see for example, Dew et al. 2005), who have found that ‘presenteeism’ is linked closely with constructions of identity and prominent discourses relating to (ir)responsibility and needs to be considered within the context of wider social and economic pressures, rather than as a straightforward choice to remain in work – or in this case, in school, when ill. Alongside this, it is also worth considering what presenteeism might mean in relation to pharmaceutical medicine use, particularly given that the findings in this study suggest an intergenerational transmission of attitudes towards work/school- related obligations. First, it was evident that at such times, many young people and parents expected to rely on medicines to ‘get them through the day’. Although on one level a fairly mundane finding, it is possible that such attitudes might then feed-in to wider propensities relating to people’s use of medicines for what are often minor and, with appropriate time and rest, self-remedying conditions. Secondly, taking time off work when unwell has been shown to drastically reduce illness transmission within the workplace (Kumar et al. 2013). Remaining in work/school when unwell may therefore increase the risk of illness transmission, and ultimately lead to increased use of medications that could have been avoided. 

Conclusions
Very real concerns exist around rising pharmaceutical (mis)use, and medical sustainability. Whilst research has focused on the ways that medicalisation and pharmaceuticalisation influence adults’ expectations to use medications, relatively little is known about the factors that influence and shape young people’s understandings and experiences as they start to gain autonomy in health-related decision making. Rather than viewing young people’s medicine use as marginal in its confinement to specific health conditions, or as a problematic and dangerous risk, this paper recognises the frequent exposure that many young people now have to a wide range of medicines in their everyday lives. In so doing, this paper has sought to build on and extend theoretical concerns around medication practices and pharmaceuticalised governance to understand how ideas about medicine use are communicated to, and taken up by young people in the commonplace daily settings of home and school, and the ways that such ideas and actions are mediated by broader socio-cultural and structural circumstances. 

Whilst young people’s encounters with medications were facilitated through their commoditisation and ease of availability, participants in this study were most heavily influenced by the health-related attitudes and behaviours they encountered within the home. These in turn, varied according to who was taking the medicines, why, and their impact on family relations. Although young people reported few opportunities for open and informed discussion around medicine use, this paper has emphasized the important role of intergenerational influences on medicine-related attitudes and practices, which helped embed particular ways of thinking about and responding to ill-health. Central within this, the paper has emphasized the early age at which pharmaceutical routines manifest in relation to stigma, identity and peer relations. There was some evidence to suggest that this could be influenced in part by socio-economic circumstance, although research with young people from a wider variety of socio-economic backgrounds is required before firmer conclusions can be drawn. 

The study also found that young people relied heavily on adults for health-related advice and treatment seeking support, with few of those interviewed claiming to self-administer medications without parental knowledge and consent. Such findings go some way towards assuaging concerns relating to risk behaviours identified elsewhere (e.g. Miech et al. 2013). However, given the focus of the study within the particular context of one school, care should be taken to avoid over-generalizing such findings. Additionally, further work is needed to help illuminate the applicability of these findings to older age groups, to examine the circumstances under which such attitudes and behaviours may change, and to identify how family and peer group pressures are implicated within this. 

This paper has also reported on the challenges faced by parents seeking to manage the medications used by their children and within the household more widely. Indeed, medicine administration and health management of children was considered by parents to be a complex process of negotiation between notions of responsibility, risk, social acceptability, workplace pressures, and processes of regulation and governance within the school. At the same time, fear of stigma and rejection amongst both young people and parents was found to suppress open discussion around many forms of medicines, and to render treatment use, even for minor ailments, as a largely clandestine activity. 

Importantly, this paper demonstrates the complex interaction of both structural and agential factors in the governance of medication practices. The coexistence of parental workplace obligations in inflexible and demanding labour markets alongside the attendance and assessment priorities governing school policy mean that for young people, taking time off to rest and recover from illness is not always deemed a viable option. Under such circumstances, medications can be seen as a compromised solution to cope with wider structural demands from an early stage in the life-course. Further research is needed to examine the extent to which such circumstances influence young people’s reliance on, and expectations to use medications, and to examine the extent to which presenteeism in schools exacerbates what should be avoidable illness transmission. 

Finally, the paper has stressed the importance of understanding how attitudes and actions relating to medicine use – and misuse – become embedded, even if only subconsciously, through everyday interactions and settings. Policy makers seeking to address the rising challenges of medicine misuse, would do well to consider how everyday settings such as homes and schools can be used as key intervention points to both address misuse, and foster positive and sustainable medicine-related attitudes and behaviours. 
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Table 1: School year, age and sex of focus group participants

	
	Year 7
(age 11-12)
	Year 8
(age 12-13)
	Year 9
(age 13-14)
	Mixed Year (8 and 9)

	No. of focus groups for males
	2
	1
	
	

	No. of focus groups for females
	2
	1
	1
	

	No. of mixed sex focus groups
	
	1
	
	2

	Total participants  = 50




Table 2: Vignettes used in focus groups to elicit discussion around young people’s health management and use of medicines 

	Scenario
	Issues prompted for discussion

	1) Josh (age 14) lives with his parents and older sister. Josh has been having headaches on and off for the past two weeks. He has not told anyone about the headaches and does not want to go to the doctor. Josh takes paracetemol from the medicine cupboard when he feels unwell, and this helps alleviate the pain. 

	· Access to medicines. 
· Autonomy in medicine taking. 
· Role of different family members in decision-making.
· Cause and potential severity of illness and responses to this. 
· Positive and negative implications of medicine use. 
· Perceived role of over-the-counter and prescribed medicines.

	2) Sophie (age 12) has had a skin infection for the past week. She told her mum, who took her to the doctor. The doctor prescribed antibiotics that need to be taken four times a day for ten days. Sophie is embarrassed about taking her medicine at school, so misses one dose each day. She starts to feel better after seven days so stops taking the medicine and tips the rest down the toilet. 

	· Role of parents/carers in medicine taking and supervision of ill-health. 
· Peer pressure and stigma. 
· Autonomy and self-control.
· Antibiotic resistance. 
· Disposal of medicines.
· Health and environmental implications of medicine misuse.

	3) Simon (age 13) lives with his mum. His mum takes a lot of medications for depression that she gets from her doctor and from the natural health remedies shop. Recently, Simon has been struggling with his schoolwork and has fallen out with some close friends. His mum offered to share her medicines with him. He tried them and they made him feel less depressed and emotionally closer to his mum. He now takes the medicines regularly. 

	· Autonomy in medicine taking.
· Responsibility of parents. 
· Risk taking.
· Medicine sharing.
· Dosage.
· Perceived role/difference of over-the-counter and prescribed medicines.


	4) Lily (age 13) is overweight and feels depressed about this. She went with her mum to see the doctor. The doctor spoke to her mum, but did not ask Lily about her feelings or experiences. He refused to give Lily any medicines saying that she was too young for them. Instead, he said she should exercise more and spend more time outside in nature to help her feel better. 

	· Doctor-patient relations and interactions.
· Agency of young people.
· Mediating role of parents.
· Stigma and acceptability.
· Expectations to use pharmaceutical medications.
· Potential role of alternative (non-biomedical) treatments.

	5) Joe (age 15) has had an ear infection for several weeks. He was prescribed antibiotic medicine by his doctor, but does not like the taste of it and does not think it will solve his problem. His parents constantly tell him to take the medicine even though he has told them why he does not want to. Joe feels he is old enough to decide these things for himself and tips the remaining antibiotics down the sink.

	· Autonomy in medicine use.
· Reasons for adherence/non-adherence.
· Beliefs about efficacy of medications.
· Role of parents in health management.
· Antibiotic resistance.
· Disposal of medicines.
· Health and environmental implications of medicine misuse.

	6) Rosie (age 16) wants to take the contraceptive pill. She goes to the doctor by herself and does not tell her parents about it. After two months she decides to stop taking the pills. She returns the unused pills to the chemist.
	· Autonomy in decision-making and medicine use.
· Access to medicines.
· Peer relationships and pressures.
· Gendered nature of medicine use.
· Use of medicines for potentially ‘non-medical’ outcomes.
· Decisions to share/withhold information on medicine use.
· Disposal of medications. 

Nb. in agreement with the school, this vignette was only used with Year 9 students.







35

