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ABSTRACT:

Attention Deficit Hyperactivity Disorder (ADHD) ishe most commonly diagnosed childhood
mental disorder in the western world (Barkley, 20BBrbatis et al., 2002). Diagnosis, intervention
and support for ADHD in both these nations are thasethe guidelines provided by the American
Psychiatric Association. However, ADHD is more thaist a medical phenomenon. Changing
social expectations make certain behaviours profienand see them defined as mental disorders.
For this reason, ADHD is worthy of examination frewciological perspectives.

Past sociological considerations of ADHD have feeason it as an example of medicalised social
control or powerful medical discourses. Critiquattls more recent suggests that there is scope for
ADHD to be examined as a sociological entity inatgn right. Such examination can consider the
role of influences such as popular culture, etlyiiand economic inequality. This paper reviews
past studies that link lower socio-economic statngh greater ADHD diagnosis and
psychostimulant treatment in Australia. This igraling that contradicts the conventional view in
the United States, namely that ADHD diagnosis ang) dreatment is a middle class phenomenon.
In response, the paper considers Conrad's (200i8)ae of the medicalization thesis as a means to
explain differences in the relationship betweenicseconomic status and ADHD in these two

nations.



Revisiting medicalization: ADHD and low SESin Australia

As a mental disorder, Attention Deficit HyperadiyvDisorder (ADHD) is just as much a social as it
is a medical phenomenon (Wakefield, 1992). Howetrer,predominance of medical research has
resulted in a neglect of perspectives that congttkerole of social influences on the emergence of
such disorders. Further, with theoretical origihattemphasise ADHD primarily as an example of
the medicalization of western society (Conrad, }9ftere is a lack of available empirical evidence
on ADHD as a social and cultural entity in its ovight (Rafalovich, 2001). However, the discipline
of sociology provides scope for ADHD to be examiriean other social perspectives (Prosser,
2014). This paper takes socio-economic variationtsagocus, and particularly the potential link
between lower socio-economic status (SES) and higbelD drug treatment in Australia.

On the surface, the Australian conditions in relatio ADHD would seem to mirror those of the
United States.States. From the 1950s, Australia increasingly tiled with the US: first,
strategically and then, culturally. This shift hlaad material effect, particularly in the areas of
medicine, health and mental health. Since the 19&0stralia has tended to follow the US in
mental health directions, especially in its adaptaf the AmericanDiagnostic and Statistical
Manual for Mental Disorder$DSM). As is well known, ADHD has held a constptgce within the
DSM, which has contributed to its growing placehivitAustralian society. In fact, throughout the
1990s, Australia's growth in psychostimulant useADHD mirrored that of the US (Prosser and
Reid, 1999). Since that time, there has been aipmrme of medical responses to the disorder
(Prosser, 2006) and a broader trend toward megdatadn in western society (Roach-Anleu, 2009).
Not surprisingly, Conrad's early work on medicdi@a in relation to hyperactivity (1976),
deviance (1980) and social control (1992) have Weghly influential in the Australian context.
However, what has been less influential is Conré27) revision of the medicalization thesis.
Either Australian academics continue to consideHEDIn terms of social control (Roach-Anleu,
2009; Slee, 2010) or dominant discourses (Graha®d8)2 However, such approachesise
guestions when comparing the relationship betweBhB and SES in Australia and the United
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States.

If the medicalization of ADHD is primarily a procesf applying a medical label to explain deviant
behavior and gain education advantage within theeupniddle classes (as has been noted in the
United States), then why, in a context of globdimahas Australia and the UK not also followed
this trend? Meanwhile, if the medicalization of ADHs primarily a process to legitimate social
control of the lower classes through drug treatnfesthas been the prevailing view in Australia and
the UK), then why is there not more identificatioina similar trend within the United States? What
this apparent contradiction indicates is the imgrace of considering the specific social, cultural
and policy conditions within and between differaations.

This paper takes as its focus a comparison betwastralia and the United States. This is because
the common diagnostic tools and drug treatmentepaitprovide a solid foundation for careful
consideration of the apparent contradiction ab&ee.instance, until recently, the United Kingdom
relied on a different diagnostic tool and had miosker rates of diagnosis and treatment, and while
this situation would appear to be changing, it aaldevel of complexity beyond the scope of this
paper. Further, because of the strong culturaslimween Australia and the United States that have
already been noted, it provides a clear point ehgarison to consider specific differences in the

outworking of medicalization in each nation.

ADHD, medicalization and sociology

Between 1994 and 2000, psychostimulant treatmeADHD grew by 12 percent per year in ten
western nations (Berbatis et al., 2002). Like thaité#l States, Australia experienced a 5-fold
increase in medication use for ADHD during the 199dazell, McDowell and Walton, 1996). In
Australia, new prescriptions for ADHD grew 26% pyear between 1984 and 2000 (Berbatis et al.,
2002) and by almost 73% between 2000 and 2011 r@@ate2013). Until recently, European
nations had lower levels of drug treatment; howetlrere is evidence of this gap closing (Bailey,

2010; Lecendreux et al., 2011). Hence, it wouldrséeat ADHD, once diagnosed mostly among
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white North American young males, is reaching arogernational boundaries.

While there is an overwhelming body of clinicakhature considering ADHD, not surprisingly the
focus of these papers has been the use, prevamtdrends associated with psychostimulant
treatment. Little has been published in the saxtéénces, while ADHD has had relatively limited

consideration in sociology. A recent analysis oérpeeviewed publications in leading sociological
journals (over the last 18 years) found 25 pagwsast referred to ADHD, of which only five took it

as the central theme, and only one adopted a prgpether than medicalization (Prosser, 2014).

ADHD and the medicalization thesis

The leader in the sociological consideration of im@dzation and ADHD is Peter Conrad. His early
work traced the social and historical factors bdhime growing interest in the hyperactive label in
the United States (Conrad, 1976). The foundatidrtie medicalization thesis lie in the argument
that once a medical means of social control exists it is only a matter of time before a label
emerges to justify its use as treatment for a $pcablem, before these labels then expand to claim
other social problems. Hence, the initial focugha medicalization thesis was the role of medical
dominance in legitimising the labelling and socantrol of deviants through medical treatment.
These insights, and particularly the notion of matidominance, have been highly influential
amongst Australian social scientists. ‘Medical doamce’ is a term used to describe the power of
the medical profession to control its work, to shéyealth policy and reify the knowledge that it
creates about individuals. However, in recent yearsnumber of Australian scholars have
qguestioned its prevailing influence in this nati®@ome have argued that the medical role and
authority is under challenge by other health psifasls (Germov, 2009), others that medicine and
psychiatry never had complete control over patiemd resources (Roach-Anleu, 2009) and still
others that the medical profession is not a unifiecte in society (Willis, 2006). Further,
international critiques of medical dominance hawented to the rapid growth in sources of

information from outside the scope of medicine ttizdllenge its authority (Broom, 2005), a point
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most pertinent given the role of the internet ie thkevelopment of ADHD in Australia (Prosser,

2006). Meanwhile, the perceived link between mddianinance and medicalization has been
guestioned by those who argue that while the formas always negative, there can also be
constructive medicalization (Broom and Woodward9d)9 These critiques were taken up by

Conrad (2007) in his revision of the medicalizatibasis.

While Conrad (2007) noted the important contribmgiothat are still to be made to the

medicalization thesis by social constructionistsidarations (of how new medical categories are
created) and by post-structural considerationsh@¥ subjects internalise medical discourses), he
argued that there is also much to be gained byokmgsts revisiting the medicalization thesis

through the analytic lens of the market. This wasdnse of a number of factors, including:

the growth of markets for medical services (duentwre corporatized health and consumer

culture);

the extension of medical advertising (through diged television marketing);

the greater freedom for pharmaceutical companies {d the loosening of regulations around

the prescription of medication); and

the expanded power of pharmaceutical companiesottonly market drugs but to define and
market new diseases).

Specifically, in the case of ADHD, he argued thHese factors had contributed to a situation that
contradicted the usual sociological approach toicaéidation, which emphasises deviant labels as
a form of social control that can reveal more alibatlabeller than the labelled.

Conrad (2007) claimed that what was unique abouHBDwas that it was a case of medical

popularism (rather than medical imperialism). Bystthe meant that advocates and lay groups
promoted the diagnostic category and, in many ¢apatient consumers sought it out for

endorsement by medical practitioners. He also na#dng links between advocates and

pharmaceutical companies contributing to the expdndcceptance of ADHD as a medical

category. Other factors that contributed to higlegels of diagnosis and medical treatment, in his
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view, were the shift to managed care (which remlgagychiatric support with physician care), the
role of health insurance (which replaced psycheatyemwith prescription of drugs), and the support
for the medicalization of ADHD in the media.

While the above insights are important, what thegre is an emphasis on the expansion of ADHD
in the United States — what they overlook is thecelof ADHD within different national contexts.
For instance, the revised medicalization approasbudses on the influential role of the
pharmaceutical industry and particularly its supgmy the media, while it tends to assume that
news and current affairs media have been largetyitical of the medicalization of ADHD. This
may have been the case in the United States, bstralian media reporting has been highly
sceptical of the 'reality’ of the disorder. In aduh, there are not strong lay, advocacy or
professional groups for ADHD in Australia who camedg a powerful public influence in
conjunction with pharmaceutical companies.

Further, the Australian context has additional ¢&iseand balances' in relation to prescription
medications that are not present in the UnitedeStathese are important because they relate
directly to some of the important influences foe #xpansion of ADHD identified by Conrad. First,
there has been no loosening of who can diagnosearr ADHD with managed care, rather this is
tightly limited to a number of authorised child phiatrists and paediatricians (NSW Ministry of
Health, 2014). Second, granting authority to priescis regulated through centralised state control,
which also monitors and reports on the changinglekels of prescription of ADHD medication
(NH&MRC, 1997). Third,the direct or mainstream media marketing of pipgon medications
has been banned in Australia, which restricts tqgacity of pharmaceutical companies to market
diseases and as drug treatments (Medicines Awst20il4). That said, other elements of Conrad's
revision provide possible explanations for the ewg@n of ADHD in Australia, particularly in

relation to psychostimulant treatment for ADHD awker SES regions.



Lower SES and ADHD in Australia

In Australia, two studies from the early 2000seélon parent surveys and found more drug use for
ADHD according to low SES and social adversity @za2001; Sawyer, 2002). Since that time,
six Australian studies have been conducted (akdas federal or state government drug approval
records), with the majority finding an associatltween psychostimulant treatment and low SES.
Of these studies, two have considered a state refgtively high levels of prescription and found
geographical (with possible SES) associations (\fale et al., 1996; Calver et al., 2007). Another
two were decade long studies from the same statdave identified an association between drug
use and low SES regions (Prosser and Reid, 199@; &eal., 2002). There has also been one
nationwide assessment of drug data by politicattetate that identified an association with low
SES (Harwood 2010). A further paper (Prosser andd,R2009) reported analysis of
psychostimulant use to treat ADHD in South Austrd®A) between 1990 and 2006. It again found

a correlation between lower SES and higher pretsonipate per region.

Australian-American comparisonsof ADHD and SES

While lower socio-economic status would seem torélated to ADHD diagnosis and drug
treatment in this Australian case, the pictureessiclear in the United States. Notably in the é¢hit
States, levels of ADHD diagnosis and treatmeni@rer among low SES communities. This may
be due to past limitations within Medicaid arrangeis for ADHD (Zima et al., 2010), while health
insurance is linked to stable employment, which mso be behind lower levels of access to
ADHD diagnosis among lower socio-economic groupsvwbicheck et al., 1996; Pastor and Reuben,
2008; Zito et al., 1998). Further, the large praoipor of Afro-American and Latino families within
low SES communities in the United States may atsdribute to overall lower levels of ADHD
diagnosis and treatment (Bailey et al., 2010; Hir&l Diaz, 2010). This may be due to negative
associations with psychostimulants among Afro-Aeeriand Latino communities contributing to

resistant parental attitudes toward medication (&bxl et al., 2008; Pham et al., 2010). Together,
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these factors may nullify the potential to meashigher rates of ADHD in lower SES groups.
However, what they do point to is the importancexjbloring different social influences on ADHD
diagnosis and treatment (including the structurkeaith and medical markets).

For instance, one of the largest challenges fornta@agement of ADHD in Australia is that in
practical terms the condition ‘'falls through theaks' between state and federal health policy
(Prosser et al., 2002). In most cases, state heakducation services do not recognise ADHD as a
category or grounds for additional support. Thisbecause state equal opportunity legislation
focusses on inclusion in relation to health orné@sy needs (it does not recognise medical labels or
disability categories). As a result, if ADHD doeseive support, it is for specific learning probgem
(such as literacy or numeracy) or as a co-morbmitiy these problems (Al-Yagon et al., 2013). It
is rare for ADHD to be acknowledged within statedmentation, but when it is, it more likely to
be in education department policies on behaviouragament (Slee, 2010).

Meanwhile, under federal legislation, ADHD is renwged as a disability, and as a result, private
and public bodies are expected to make 'reasoratjestments' so that young persons are not
disadvantaged. In practice, this has little impattthe states, while the complexity, time and cost
associated with gaining a federal ruling (and usimg as leverage to gain state services) malkees it
path rarely pursued by families. Put simply, thdef@l government includes ADHD within the
scope of its definition of disability, while theas¢s structure their support on identified learrand
other difficulties (which do not include ADHD). Hes, Australian families face a situation where
they are theoretically eligible for funded suppfat ADHD, but have limited means by which to
secure that support.

A key difference with the United States in relatitnthis is that there is no 'child-find" provision
within Australia. Within the US, both the Educatifom the Handicapped Act and Section 504 of the
Vocational and Rehabilitation Act include a progisimandating that bodies in receipt of federal
funding make pro-active efforts to identify andweerll children with disabilities. Moreover, these

laws require that assessment, accommodations dnddunalised educational plans be provided at
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no cost to parents. As a result, there is a prowigat least in theory) for governments to provide
support for ADHD in the United States that is noegent in Australia. Further, the Australian gap
between federal and state recognition of ADHD (whembined with other federal health policy),
facilitates a situation where the most accessgdpanses to ADHD are the clinical and the medical.
To be clear, the provision of healthcare in Ausiraé a joint government and private sector
responsibility, where the Commonwealth subsidisegfe medical services through the publicly
funded Medicare Benefits Scheme (MBS). Under Medicaitizens purchase approved services
from authorised medical practitioners and are fb&d a rebate as a subsidy, while (until recently)
welfare status on the part of the service userajuaed a 'free’ consultation. In practice, thisesys
provides universal access to medical services wifkstralia. What this means in relation to
ADHD diagnosis and treatment, is that the MBS hasiged a cheap and effective mechanism for
referrals from medical practitioners to specialisis well as a number of 'free’ or subsidised
consultations with those specialists. Further, Plharmaceutical Benefits Scheme (PBS) provides
subsidies for the purchase of medications (inclggisychostimulants for ADHD) to all Australians
who hold a Medicare Benefits Card. Notably, thadapowth in psychostimulant use in Australia
throughout the 1990s was primarily due to dexanmghate (which was included in the PBS),
unlike the United States where methylphenidateexg@anded rapidly (which was not included on
the PBS until 2005). Together, the above suggestsitumtion where psychostimulants are
potentially the most accessible treatment for ADHDAustralia, which if considered in market
terms can be seen as the absence of direct pulgmod creating a demand, while the indirect
public support for private medical services ensw@sply. Further, when considering the cost of
other health and professional supports (which ateigually subsidised), it is reasonable to contend
that medical diagnosis and treatment of ADHD isniast accessible means of response by poorer
Australian families. What can be seen here isumtdn that mirrors Conrad’s observed shift from
psychotherapy to drug prescription in the Uniteat&t.

However, in the original form of the medicalisation thestbe experiences of children, the
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perspectives of parents and the influence of teachee marginalised by an all-powerful medical
profession. However, in Conrad's revised form, t@mwvs of children and teachers are again
overlooked as parents are seen to embrace a medianarketplace based medical populism.
Meanwhile, post-structuralist renderings of ADHDhieh have been more influential in the UK,
describe the subjectivity of children, parents &mtchers to be dominated by medical discourses,
leaving little consideration of agency and resisgror room for practical action. It is as though,
despite all the efforts by academics and profesdsoio define what is or should be happening with
ADHD, few have thought to include the views of tadseing labelled and medicated, nor of the
teaching professionals who spend most time eachvithythem.

Increasingly, as | have looked at the policy candg around ADHD, | have noted the similarities
between the development of new governance theopyloic policy and medicalisation theory in
sociology. Traditional governance emphasizes htéreal authority in the form of the power of
ministers and government departments. Meanwhile, mblic administration, which emerged out
of the New Right in the 1990s, placed far more easgh of the role of market forces. More
recently, network governance has emerged to eng#hdisat a broad range of policy stakeholders
need to be considered, including at the local lesetl that governments can no longer control,
while they can at best steer, public policy. Whatick me when | applied these insights to
medicalisation theory is that Conrad's work haspéetb hierarchical and market forms, but it had
not taken the next step to consider networks.

As a consequence, | am considering network pernspscto look into local interaction, and to
understand how the beliefs, reflections and actafin®icro-level actors (such as parents, teachers
and the children themselves) are involved in expandnd changing patterns in ADHD diagnosis
and drug treatment. What | am seeking is to un@ddke local level the factors behind different

international, national and regional variationsgeyder, class and ethnicity.
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Concluding remarks

Due to the link between ADHD and low SES in Aus&alt is not surprising that Australian
sociologists have tended toward renditions of thedisalization thesis that stress the
pharmaceutical control of less powerful groups loe toercive power of medical discourses.
However, there are at least two factors to consiesn adopting such approaches. First, Australian
sociologists have identified a number of changesddical dominance which have implications for
medicalization processes. Second, it would apgesdra combination of policy settings and health
market arrangements sees ADHD 'falling through ¢hacks' and into the hands of medical
specialists. And although the specific nature ofkets differ with the United States, this would
seem to align with Conrad's (2007) argument thatstinucture of health and medical markets are
vital to the expansion of ADHD. For this reasonn&p Conrad'smarket-based revision of the
medicalization thesis is worthy of closer examimatby Australian scholargdowever, as | have
argued in this paper, there would seem to be amroputy to explore the role of networks in
medicalization and particularlg renewed place for local agency within sociololgtbaories on

ADHD.
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