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Abstract

This thesis examines and explores the issues ar@itdD for parents of children with
ADHD. Interviews with parents are analysed usinglijative methods, and supported by
data from the Norwegian ADHD magazine.

The first section gives a history of the developtr&f ADHD, and an overview of the
Norwegian ADHD Association. Next we consider stayical theories of medicalisation,
deviance and the sick role; risk and expertise;faminist work on ADHD. The method used
is qualitative, using both semi-structured in-depttierviewing and analysis of the
association’s magazin8ta Pa! These data were analysed using narrative ancecsational
analysis, with sensitivity to discourses. The nviavs were with members from one of the
Norwegian ADHD Association’s local chapters. Thegre conducted in Norwegian and
transcribed in standardised form. The intervieves@nsidered as stories or narratives with
meaning-creating and identity shaping power, anth beealing and political motivation.
Medicalisation is seen to have advantages and \is#ages, setting this work close to
Solvang’s “ambivalence perspective” (2007) on malBation. Surprises and apparent
contradictions in the data material were used wotahe researcher to the tensions and
paradoxes around ADHD in the Norwegian setting.

The analysis looks in detail at how the intervieweise narratives to make sense of
and frame their situation, particularly through tiero/anti-hero trope. We see how ADHD
has become part of a story about fate told gefatnglial terms, and how stigma is negotiated
by building up a heroic image of both people witBbHD, and the people who fight the
system on their behalves to get them the right.h€Yfe see how actors both make use of and
reject medical authority and labelling.

This research argues against the suspicion thanfsar(especially mothers) are
primarily motivated to seek an ADHD diagnosis foeit children for their own benefit.
Further, the data suggests that the ‘mother-blaseen in other studies on is confidently
rejected by mothers in the Norwegian context, amthects this to the rights ensured by the
Norwegian welfare state.

The interviewees interpret controversies around BDHs reflecting a lack of
information, which they are willing to work at helg to overcome. The parents are
preoccupied not with the controversies around ADbtRvhat others make of their situation,
but rather with their children’s everyday well bgirand future opportunities available to

them. Sta Pa!magazine provides a stream of information abouficadions and the latest



medical research, moral support and encouragerstaries and poems the members can
relate to and recognise themselves in, and usedtipal information about who to contact in
the local area.

This research shows how identity work done by m@reof children with ADHD
occurs in practice, and how they negotiate thersigttached to actual ADHD behaviour as
well as the medicalised stigma of the diagnostiella Scientific research is used to establish
credibility for the diagnosis and legitimate ADHI3 a medical diagnosis, but once this is
established they shift focus in favour of pedagalgand social practices that are helpful for
assisting learning. Medical, psychological andiaaenderstandings of ADHD are therefore
not seen as mutually exclusive, but rather aswaeen. ADHD as a biological condition,
social role and learning disability are adopteddastity for both those diagnosed, and their
families. Further to this, they present the genatid biological facets of ADHD explicitly
relevant to the social and pedagogical realm obskth

Mothers are open about their diagnostic status asy of showing solidarity with
their children. Those who do not share the diaignsi®nd by their children in other ways
such as portraying their child and themselves atims of the previous ignorance about
ADHD, pointing out how their high energy levels béhthem (if the setting is right), and
rhapsodise about their children’s loving naturésrm, and focus on their strengths.

Family histories are re-interpreted in the light rew understandings of genetic
predispositions. The parents are aware that ADEIa imodern iliness, but this is not
interpreted as making the diagnosis any less réak diagnosis is a powerful sense-making
device through which parents can interpret theildoén’s everyday challenges, and through
which they can request that their children be seenvhom they are. They seek social
acceptance for their children, and their demandsafsistance are girdered by medical
authority.

In trying to do what is best for their child andoa the stigma attached to ADHD
behaviour, the parents end up with a new medichlgggma that shadows over the whole
family, and narrows their room for agency. Theypé&ahey can change this through

disseminating information and creating understagpdin
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1. Introduction

This work looks at the experience of parents ofdcen with the diagnosis Attention Deficit
Hyperactivity (hereafter ADHD). ADHD is an incraagly frequent diagnosis in Norway,
among both children and adults. The charactesistiadescribes are socially and morally
problematic, and particularly undesirable in schanad other institutional settings: inattention,
hyperactivity, and impulsivity. These are problemmany people recognise in
themselves. Parents are sometimes portrayed asghéeir child diagnosed to relieve them
of taking responsibility for discipline. The phaaoeutical treatments for ADHD have been
the focus of controversies in the mass media. Htowparents make sense of these
controversies?

In our education-oriented society, much work degewth vocational education;
education is no longer only seen as a privilega oght, but as a necessity. Fitting in among
peers is a problem for the majority of people dasgd with ADHD. As school has become
increasingly important - due to requirements fatifteation - the need has been created for
more people to fit in and measure-up to institimed standards for longer periods of their
lives. How do parents of children with ADHD integp questions about equality, ranking and
individual ‘special’ needs? Formal education isimuportant setting where we develop our
identity, and schools are a central topic whenutismg behavioural problems in children in
modern cultures. Norwegian students have the tagadapted education as needed, and the
system promotes inclusive education for childrethwiisabilities, although the ideal of full
integration of people with mental disabilities whsbbled by the dismantling of central
institutions. Special schools have made a slighirn in Norway: the deaf, for example, want
their own schools. Steiner Schools are a freedstgroption and offer their own solutions for
various needs.

Claims about ADHD are made in a setting where tlenmeo widespread consensus,
and a premise for this research is that parentsdre and decisions have to be taken in a
context of ambiguity. In this sense this studgfifiow parents, as claims-makers or agents of
medicalisation, respond to and use various defimstiof the ADHD.

Medical sociology is sometimes concerned with destwiction of diagnostic
categories. That iaot what this research is primarily about. Ratherisiabout how the
diagnosis comes to be meaningful and what chargyethé parents of children with ADHD

after its application. A premise taken is thatglealo not primarily want to be seen in terms



of their diagnosis. While diagnoses can be usaidl often seen to be factual descriptions of

physical conditions, they can also be stigmatising.

ADHD'’s history

In 1975, Conrad (1975) made a critical analysisthef medicalisation of ‘hyperkinesis’.
Following the trend of formalisation and institutadisation of controls of childhood (Conrad
and Schneider 1992), certain “inappropriate” officlidlt to manage child behaviours went
from being ‘childhood behavioural disorder’, to lgithought to have an organic root in the
form of ‘minimal brain damage’ or ‘minimal brain sgunction’ (both abbreviated t&BD)
(Conrad 1975), or ‘organic driveness’ (Burd and béshian 1988). According to Conrad,
MBD researchers operating in the 195@&scribed a disorder with no clear cut history
(Conrad 1975: 13), but a history of ADHD has bemtgd together. This has also resulted in
a discussion between neurologists of whether tiheyld give ADHD a new eponym (see
Thome and Jacobs 2004; Budrys 2005; Bilgin, Rémale008; Budrys 2008). Heinrich
Hoffmann’s 1845 children’s book “Struwwel Peter'tisated as evidence that ADHD existed

then, as now (the ADHD Association even sells lithas been asserted that:

Hoffmann... did not consider this behaviour as amispin itself, although he had noted all
the details which today would lead to a clear diagis. ...“Struwwelpeter” can be considered
the first description of ADHD symptoms by a psyhstand, thus represents an important
document of medical histargThome and Jacobs 2004: 305-6)

Since Hoffmann was a psychiatrist, it is easieatoept this conclusion than with parallel

literary portrayals of children behaving badly frotine same pedagogical tradition, for
instance Hilaire Belloc’s 1907 "Cautionary Tales”.

Concerning the history of the scientific developtnef the diagnosis, an important
milestone came in 1902 when The Lancet publishedh&abnormal psychical conditions in
children’ which described children wittafi abnormal defect of moral conttphot seeming
to be related to improper nurturance (GF Still, 9@ Iversen 2006: 50). Then in the 1930s
through neurological research on shell-shockedweterans, which in turn led to a diagnosis
given to brain-injured children, ‘Strauss’s syndedwas defined (Malacrida 2003). Around
the same time, amphetamines were tested on chiltlvdrfound to subdue and focus them
(Conrad and Schneider 1992). In 1946, ‘behavioprablems in children’ was described as
treatable by amphetamine, along with 38 other cdihuises (lversen 2006: 29).

Malacrida characterises the discovery of amphetantieatment for ADHD as a
‘serendipitous’ result of medicalised normalisatjgmocess, as opposed tiné search for a
treatment. (Malacrida 2003: 20). By contrast, Conrad antir@der (1992) focus on formal



and informal controls for badness by the relevatgrest groups. Further, Conrad (2006,
1975) argues that the diagnosis was only createsr #fie discovery of the treatment,
guestioning the motives of pharmaceutical corporeti

The Norwegian ADHD Association
The Norwegian ADHD AssociationADHD-Norge used to be called the MBD

(Minimal Brain Disorder) Association. Its name wesanged in 2001 to reflect shifts in
scientific knowledge. The Association represerdgepbte diagnosed with ADHD; Attention
Deficit Disorder without hyperactivity (ADD); andyerkinetic Disorder. For the purposes
of this research, all these subcategories arereeféo under the umbrella term, ADHD.

The Association is described on their website ab lhosupport group and a political
interest group that aims to assist its membersrbyiging information about what assistance
is available from the public system, and furtherumgderstanding of ADHD among the
general public. Membership costs 350 kroner peuanwith rebates for members from the
same household, and includ&FA PA! (‘Hang in therel hereafter written as St P4a)
magazine four times a year with the latest medaad educational research updates,
invitations to conferences, articles by readerspkbeeviews, and contact details of the
Association’s local chapters and telephone numbkrsembers who have volunteered to be
available to talk to or seek advice from.

The Association organises meetings where peoplegediner and discuss ADHD
issues; they also organise summer camps for kilBHD-Norge is a not-for-profit
organisation funded through membership, rafflesg aontributions from the national
lottery. It is connected to tH¢ational Competence Centre for AD/HD, Tourette’'sdspme

and Narcolepsyt Oslo University Hospital.



2. Theory and literature review

This chapter examines sociologically relevant wak ADHD, including theories of
medicalisation and stigma, risk and interventiong dahe concepts of ‘the Ritalin track’,

‘mother-blame’, and ideal typical welfare states.

Medicalisation
Medicalisation is the process whereby states aigpand of the body are defined in medical

terms. It is an individualistic, reductionist peestive on a range of states of being and
personal experience, that individualises sociabl@ms (Lian 2006). One such problem, is
deviant behaviour. Deviance is a relational cohcepisting only under certain social
conditions and in comparison to normality. As sudéviance is an attributed characteristic
or conferred status, imputed onto ‘the deviant’ the people around them.THe
medicalisation of deviant behavidurefers to defining a collection of personal tsaibr
behaviour that transgress social boundaries assglnand labelling the individual as a sick
deviant rather than a bad deviant (Conrad and $d&in£992).

Because of the medical establishment’s expert state grant it authority over our
state of being, and the power to define us as nealt ill, normal or deviant (Lian 2006).
Medical authorities intervene beyond what mediciseable to cure, and its area of
responsibility has reached a point where anythivglving the body or emotions can become
a problem for the medical service (lllich 1975)hidis the pre-condition for thevholesale
therapeutisation of everyday life(Melucci 1996) and medicalised personal identity.
Medicine neither answers moral questions, nor iihates social issues, yet it has authority
and is difficult to question. Medical authority cathe knowledge “communication gap”
(Parsons 1979 (1951): 441) it symbolises betwe@ertkayman and doctor/patient is part of
the ‘expropriation of health’ (lllich 1975) thatr@ers us reliant on administered medical
therapies rather than empowered, autonomous saliéiise (lllich 1975; Melucci 1996;
Lupton 2003).

While disease concerns the condition a personrsuffem, sickness is a social role.
Parsons explains how the sick role grants two exiemp and imposes two responsibilities:
exemption from responsibilities, and not being etpe to recover by an act of will; but the
sick person must want to get well as quickly asspds, and seek and cooperate with
technically competent help (Parsons 1979 (1951¢-4137). The sick role should properly
relieve one of certain responsibilities, but avak of duties is widely considered immoral;



so sickness is seen as having ‘secondary benefiti€h can be unconscious motivators for
seeking the sick role (ibid).

The conflict perspective sees the medicalisatiomlefiance in terms of competing
interest groups trying to further their interest€onrad and Schneider writeSihful and
criminal deviants are responsible for their behanicsick deviants are nb(1992: 27). This
absolving, liberating aspect of sickness attacledldviance gives parents an interest in
seeking a sick role (or a modified version of @) their children’s sakes and for their own
sakes: that their children are absolved of somporesbility; and that their parenting is not
directly blamed for their children’s bad behaviolWturther, the paradigm through which the
deviance labelling takes place means a particultiroaity will be appropriate for governing
the deviance (ibid.), so having a diagnosis frordoator can be used to disempower or
guestion educator’s authority.

The definition of norms and deviance, and applocabf social controls, is political.
The dominant definition of problematic behaviourcimldren is the result of claims made by
interested parties. Their claim covers both a afetinternalised social facts about a
phenomenon and their morality. Conrad and Schrisigeew of deviance as an outcome of
the moral parameters set by those who have thergovwdefine normality points out that it is
weaker groups who will be defined as deviant. Maldireatments then become a valid
source of social control, which Parsons has defiasd ‘the control of promotion of
conformity (Conrad and Schneider 1992: 7). Normality is m&ned by both informal
social controls, which are self-controls and reladl controls; and formal social controls,
which are institutional (Conrad and Schneider 1992:

Conflict perspectives on medicalisation have painteut that pharmaceutical
companies that fund research into the disease tartdeatments have a conflict of interest
(Conrad and Schneider 1992). The pharmaceutidaisiny is a result of and benefits from
medicalisation. It also has a role in selling @k our peace of mind, which has been
compromised by risk information (Melucci 1996), basearch into the link between ADHD
and risk of criminality rely on retrospective diages of prison populations, blurring
causality with correlation. Also, ADHD was initigl constructed as a childhood
developmental condition; but the diagnostic framas heen expanded to include adults who
seek out the diagnosis to explain failures (Congad Potter 2000), including “self-
medication” with illegal drugs. This has furtheoadened the market. In Norway in 2008,
Ritalin was sold for 125.6 million kroner, and mgthenidate sold as Ritalin and Concerta

was the 28 most sold pharmaceutical in Norway in the firsif loh 2007 (Apotekforeningen
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2007: 50). Moral concern about drug therapiesMDHD has been topical in Norway. The
theme taken up in Sivertsen and Trangy’'s (20DHD: pills going astray recurs in news
reports (see App.6); and conflicts of interest leetavpharmaceutical companies, doctors, and
Norway’s National Competence Centre for ADHD, Tourette’s atarcolepsyhave been
brought up for discussion in parliament (Stortin2@96).

Promotion of conformity and social control througtedicalisation has also been
critiqued by the ‘anti-psychiatry movement’, fuelley a combination of a strong desire for
freedom from oppression, and moral outrage abounfuh drugs. The diagnostic criteria
provided by the DSMs has been criticised for cdimgisonly of an openly-worded checklist
of ordinary but undesirable behaviour, prefixedwibften” (see appendix 5). This criticism
is typical of a broader critique of the role of pliatry in redefining problems, and bringing
people involuntarily under disciplining conditioR®ose 1999). Criticisms are also directed at
the allopathic diagnosis (that is, by trying a tne@nt and seeing if it works). However, the
pharmaceuticals that are used to treat ADHD alse@ lea“behaviour enhancing” effect on
children without ADHD. This leads critics to assert there is nargmoxical effect” of
amphetamines, and the diagnosis is interpretedh astafact of its treatment (Conrad 2006;
Timimi 2005). Further, there are some questiomsairing regarding side effects (CMPH
2009; Legemiddelverket 2009).

It has been argued that there is no organic evelécADHD: although theorised to
have its root in brain functioning and genes, rftetences have been found with other brains
of the same age, and no gene has been mapped (T2G0B). There is a contradiction
inherent in the idea that, one on hand, ADHD ishgsmlogical developmental psychiatric
condition; but on the other hand at some pointdcailt must learn to “behave” and “control
themselves”. That ADHD treatment usually invohasphetamines (in addition to psycho-
social therapies), adds unease to a diagnosisdgireé@wed for some as an instance of
undignified classification, labelling, and rejectiof difference. ADHD’s amphetamine
treatment is easily portrayed as an irresponsitdéce with harmful implications.

The foundation of medicalisation as a critical aptcis that it smoothes over and
covers up problems; and in doing so, can createrstho the point of disabling us (lllich
1975). We have already discussed how diseaselisgimal and sickness is social. So too, a
distinction needs to be made between impairment cisability. While impairments are
physical, disabilities are what these impairments taken to mean in social practice.
According to the social or relational model of digi#y, “people with impairment are

disabled by society, not by their impairménfEhomas 2004: 573). For schools this would
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mean that learning difficulties occur in and beeao$ the school setting. Thus learning
difficulties would not be reduced to individual ptems, and the individual should not be
labelled; because, in fairness, the parameterdudation have to be broad enough to include
everyone (Nes 2000). Dominant professionglegts and medical culture have often been
seen within the critical-dialectical disability gias field as limiting the agency of the

individual and playing an influential part in magimmpairments into disablements. Because
of this,

there is a strong belief.within the disability movement, that the concepempowerment
should challenge the power of professionals (CGémsgtn 2010: 248).
Therapies, in turn, should be judged by whethey #recourage independence (autonomy) or

create dependen¢®lelucci 1996: 86). The social model of disabilityhich is promoted by
disability advocates as enabling inclusion, requitieat people not be made disabled by
impairments, and not be made deviant by normaligiracesses that categorise ‘normal’
under increasingly narrow terms. Emancipationiaddpendence are basic norms behind the
social model of disability.

Conrad and Schneider (1992) do point toward theosvepng possibilities of aligning
with the diagnostic paradigm, but the context Cdraad Schneider list their ‘bright side’ in
is such that the empowering aspects of medicadisatian easily be misread as sly or
somewhat distasteful, and work following this tretmal thread also illuminates the moral
gains involved in getting a diagnosis. Medical@maias a concept has led to important critical
understanding of the pharmaceutical industry, beth@ps because the vocabulary is so
radical it becomes difficult to nuance. We nowntuwo consider the bright side of

medicalisation.

Bright side

Are there good reasons for parents to seek a dsagfar their child? Generally, children are
sent to school for socialisation and educationguaigethem for adult life. When a child is so
unruly that nobody can handle them, or so vagueusmbnnected with their surroundings,
and this is to the degree that they can spend yeasshool without being socialised and
without learning anything except that they are badlents and unpopular with others, many
would argue that it would be wrong to deny themgdhat will ameliorate that. In this way,
medical diagnoses can be seen as playing a hunwae r

ADHD was only defined in modern times under pattceultural conditions; but this
is not to say that it has no biological underpinning,tloait there is no difference between
people’s brains, rathet is the cultural context that determines what meg or importance



our biology is given Our biological premises and the meaning atteduio them can be
usefully understood as what Beauvoir called a &ian’ (Moi 1999). Just as the distinction
between sex and gender can overshadow the livegrierpe of a body and the process of
becoming, so too can an overemphasis on sociat@speability dim our sensitivity to the
contingencies of what we experience; parallel tal®®eir’s, ‘one is not born a womarnMoi
1999), ADHD as a status also consists of conting&periences. The concept of negotiation
sensitises us to how interpretations vary as sas@dérs are used, alluded to, and rejected.
These negotiations are contingent on, most imptiytatihe options available to work with
(Strauss 1978). All people are in a situation whéere is feedback between their individual
psychology, physiology, and environment. Moi (1p29d Mead (1964) share, in a way,
views of human nature and the body, where it imekground, or a social vehicle with the
ability to express impulses, interact socially acmmmunicate. These approaches are
sensitive to understanding the interaction betwgleysiological body, identity, and social
processes that work on people.

Strydom recommends constructivism be used in a ey acknowledges the
objectivity of reality; this call is echoed by Ten's idea of illness and vulnerability as a
quiddity, and lllich’s acknowledgement of our frétyi (lllich 1975; Strydom 2002; Turner
2004). We can consider for example the case a$rauta condition that was previously
attributed to mothering practices, for which itnew accepted there is an organic basis.
Scientists think that people at the ADHD end of blebavioural spectrum have certain brain
characteristic to a larger or lesser extent thasplgewho would not be given the diagnosis
after proper assessment, and for social scientistse scientific biological facts are a “black
box” (something we take as an unknown). What dogiohas as its area regarding such
biological black boxes is in the analysis of wha tliagnosis means in social practice. The
diagnosis ADHD is ‘plastic’, as are all medical ghi@ses (Atle Mgen, 2009, pers.comms.).
In part, a diagnosis has definite biological aspeout what these are taken to mean in social
practice are culturally determined ‘grey-areas’hafl is, what a diagnosis means can be
formed and changed (Conrad and Schneider, 1992).

Stigma and ambivalence

In a discussion of dyslexia, Solvang illustrates liberating aspect of diagnosis with a
guote from a relieved recipientlt ‘was good to find out what it was, and that itswa me

(Solvang 1999, my translation). This relief of therson cited is indicative of the moral



absolution associated with the sick role. In adgtof special education experiences in
Sweden it was concluded that:

The positive aspects of a medical label were réledea perception that a diagnosis could get
them extra resources for special support in schbot, it did not always have the de-
stigmatising effect one would expect in terms @dieg to enhanced self-esteem and the
removal of blame from the pupil and the parentam&imes it caused stigma, or at least
ambivalence. (Isaksson, Lindgvist et al. In prass:

The labelling that occurs through diagnosis creatgeectations that strengthen the sickness

and the imputed deviance (Conrad and Schneider)199%# diagnostic criteria describe
behaviours that is recognisable in most peopleéhabthe diagnosis is seen as putting a label
on what is “normal” behaviour (Breggin 2001; Conefi{6).

Goffman has written that stigmatising illness can b

the ‘hook’ on which the patient has hung all inadegies... and he has come to depend on it
not only as a reasonable escape from competitibasa protection from social responsibility
(1963: 21)

Can someone with a stigmatised condition managass as normal? Or, should that person

come forward and become visible as different fer itlief it might afford? The price of this
could be various forms of discrimination, and tiek 1of a ‘spoilt’ identity (Goffman 1963).
This is the dilemma to be negotiated by people witstigma. Whether they choose to be
open or to cover it up, will have an impact on wisetthey are accepted or rejected.

Risk

Just as deviance is a relational concept, so todrisk factors’ be determined by assessment
of patients against a normal population. Risksaterea pretext for “potentially infinite”
(Castel in Lupton 1999) expert intervention for mgement and control from health and
social workers. Beck theorised that disintegratbrihe traditional society that deferred to
religion, makes contemporary risk societies moreepting of the convincing power and
authority of the paradigm of expert knowledge (B&6R2). Thus, authority for what is really
the true self is no longer primarily framed in gpial terms. Rather, The Self is an individual
project, and a medical one, framed in risk termgl(Mci 1996; Mgen 2002; Turner 2004).
When in doubt people want to seek experts, and whandilemma between different expert
knowledges, they most often defer to whoever ishibiter expert (Giddens 1990; Kerr and
Cunningham-Burley 2007). The more doubt arises,nttore they require expert guidance.
This reliance is fear-driven and becomes increggirelevant as people hear about potential
threats of which they are largely ignorant, but they cannot afford to ignore (Beck 1992;

Beck 2000; Giddens 1990); this in turn results maanbivalent and sceptical “questioning



public” because the experts are seen to disagrémmortant matters (Giddens 1990; Lupton
1999; Lash 2000).

Expertise has been characterised by Rose as aeprotiiroughout 19 and 28
century in the way it imposes moralising represgma of values (Rose 1999). Mothers in
particular were identified as needing expert helh that families could not feel self-assured
of their capability to raise a child decently withadrawing on expert information. Being
moral necessarily involves subjectification anchteques of the self to transform and liberate
the individual (Foucault, in Rose 1999) to becoimeirt‘true self’, ‘through the passage of
the therapeutit(Rose 1999:243).

Risky life-course

“Well-being for children cannot be limited to theondition in the present. The present in whiclythe
live influences their development in the future. e Thderstanding and conceptualization of
children’s quality of life has to encompass theldgy&ere and now and the dimensions of
socialization and development. Being influenceoibmng; becoming influences the understanding of

being” (Frgnes 2008: 9)

ADHD is seen as a risky start to the successfupphalife that one must take the
responsibility of having (Beck-Gernsheim 2000), asdoortrayed as being at the root of
deviant careers. Children with ADHD are not alwg@ystrayed as deviant in the literature
about them, but rather as being at riskhetomingcriminally deviant in future. Inappropriate
classroom behaviour and other ADHD symptoms arge aseisk-indicators, or harbingers, of
potential disaster. If parents do not comply wtk therapeutic options on offer, they may
get the impression their children risk drug addictisocial isolation, committing rape, general
criminality, mental illness and unemployabififMalacrida 2002). The therapeutic option of
Ritalin de-animates these risks. Singh has lo@kdbe dilemmas parents face, and called the
image that accompanies medical theraplye ‘Ritalin track (Singh 2005). A troubled child
who receives no expert intervention for their pesb$ has a risky future, compared to a child
whose problems are defined as illness, who geterexoipport and medical treatment, and
thereby avoids danger. So, the therapeutic opSoseen as a safe way to happiness, as
opposed to the dangers and parental culpabilifigdseoother, riskier path (Singh 2005).

1 ADHD is ‘guilty by association’ of these things the retrospective diagnoses given to prison insié
criminality with ADHD. Malacrida, C. (2002). "Alteative therapies and Attention Deficit Disorder:
Discourses of maternal responsibility and risk.'h@er and societ$6(3): 366-385.

, Timimi, S. (2005). Naughty boys: anti-social belor, ADHD, and the role of culturélew York,
Palgrave Macmillan.
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Singh (2005) suggests that context-specific us@&DHD medicines illustrates the
great extent to which we form ideas about our ‘antit’ self at school: for instance, that the
authentic “I” should be competent and well-behavé&te people in her study saw themselves
as needing treatment for their behavioural distucbain the same way “diabetics need
insulin” or others “need glasses”. One puts orsgga as necessary: so too, students take
Ritalin for mathematics classes, but do not takenithe weekends (ibid). Authenticity has
been an important notion in how we think aboutdraih. It is associated with Romantic
Developmentalism and the Enlightenment period fuanere influential ideas about children
as innocents with the right to adult protection eofdohansen 2009). Interpretations of
authenticity, or who people think they ‘really grate changed with time and culture.

Authenticity is sometimes seen as corroded by ssi¢e self-regulating techniques.
‘Edgework’ is the term used (Lyng 1990 from Hung&r Thompson, in Lupton 1999) to
describe pushing the boundaries from the safe ammivik, into risks. Edgework denotes
deliberate risk taking, only undertaken by peoplthvan innate mental toughness. Similar
‘transcendental behaviour’ was encouraged by thmddics (Lupton 1999). So here we see
there is an interesting tension between ‘achievthg’ authentic self through transformative
therapeutic passages, or seeing the authentiRealfantically as unconstrained from self-

regulation.

Genetic fate: the dark-side of medicalisation
Increased knowledge about the human genome has k& emphasis in technical literature

on the genetic component of behavioural proble@snes contributing to an ‘ADHD brain’
can be inherited as other physiological charadtesisan. This has enabled parents, or forced
them, to think of their child’s difficulties as getic in origin; as not only biological, but
running in the family. The ‘traditional’ challeng@ssociated with raising a successful child
have become modern risks associated with biologatal(Rose 2000).

For the fathers of children with ADHD interviewedg 8ingh (2003; 2005), their genes
were not morally neutral. Fathers tend to see ADd$la reflection of who they were when
they were young, not as a disease; instead exptpihyperactive ‘bad behaviour with
truisms like “boys will be boys”. They felt thdttheir boys were poor at sports it reflected
badly on them personally. This is seen as an ebaofpghow understandings of our genetic
makeup are subjective, and given meaning throudturey genetic conditions are more
permanent, unavoidable, and “staining” than othamndient forms of disease. As Lian puts it,
“the risk of illness is no longer merely a riskh#s become an illness itsef{tian 2006: 83,
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my translation). Seen in this way, bio-genetic enstindings of ADHD position it not only

as a risk or fate, but are stigmatising in addition

Mother-blame
Medicalisation changes who or what is blamed faldoén’s bad behaviour, and gender is

identified as a pivotal issue in several itemsitrature (see for example Rafalovich 2001;
Malacrida 2003; Singh 2003; Malacrida 2004; Sin@64£ Singh 2005; Timimi 2005; Singh
2006; Blum 2007; Carpenter and Austin 2007). Feshistudies of the experience of
mothering children with ADHD or ‘invisible disaltiés’ has been concerned with the
interaction between women and professionals, andems experience of being blamed for
their children’s perceived shortcomings is centreminist literature on mothering ADHD
children argues that when children are seen asadgvwnothers are blamed as incompetent or
pathological; and the subjective experience of matly a child with behavioural problems is
burdened with stigma and feelings of culpability.

Without medicalisation, blame rests with the indival and their family and it has

been argued, particularly the mother. Accordin@laudia Malacrida,

For the vast majority of ADHD sceptics... the causguation between bad parent (mother) and
troubled child is seen as a direct one (2003: 108-1

Malacrida clearly conceptualises ‘mother-blame’ asdominant cultural phenomenon.
Comparing experiences of mothers of children witbHD in England and Canada, she
details the appalling extent to which the motharker study were assumed to be the cause of
their children’s problems. It was typical that d»ef, during and after their child’s assessment
for ADHD, the tyrannical gaze of the ‘helping pre$eonals’ was directed at them. They
were seen as bad mothers both in specific circuraegarelating to their own child, and also
got to hear through media portrayals of ADHD andeless comments that mothers of
children with ADHD were at fault for their child’groblems: by failing to provide care or
moral guidance at home; by being assumed to hawgdturing pregnancy; by being pushy,
wanting too much and not accepting their child lasytwere. Further, the burden of
disciplining and being responsible for their chélddehaviour was often born alone, even
when there were other adults present. Malacridavshow an individual’s feelings of self-
doubt, guilt, shame, and unworthiness (as felthgyrhothers in her study) were symptomatic
of cultural conditions (Malacrida 2003).

In studies of mothering children with ADHD carriedt by Malacrida (2003), Blum
(2007), and Carpenter and Austin (2007), we sedeewe presented of what Blum calls

“relentless care”. Blum argues that in order tasben as living up to the demands of myths
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about mothering, mothers of children with ‘invigldisabilities’ become ‘vigilantes’ working
to secure services for their children and to deférer mothering capabilities (Blum 2007).
This involves cooperation with professional expeliits my reading, the mothers go into what
Parsons called the ‘complementary role’ played atyents in the doctor-patient relationship,
on behalf of their children. As mentioned previguthe fourth element of the sick role is the
obligation to cooperate with those who are techlyic@mpetent to help (1979 (1951): 437).

Agreeing with people in authority, despite misggsnis an important part of being
seen to be cooperative. While laymen in genemalbeaseen to act in accord with, counter to,
and despite expert knowledge (Wynne 1996), mothagaging with professionals may be
subject to additional constraints: non-cooperataith professionals can jeopardise their
children’s chances of getting adequate assistandala¢rida 2003). Malacrida
sympathetically portrays mothers as accepting bldoretheir children’s problems on
themselves, for their children’s sakes. Medicéilisaappeared tpartly take blame away
from mothers, but this did not mean when a problemained that anybody necessarily
listened to them. Malacrida found that

professionals believe that professional knowledgmiawhat normal and abnormal childhood
looks like is taken as superior to what a mothkriewledge about her own child might be
(ibid.: 136).

Experts can be unsatisfactorily fallible, givinggue diagnoses that left mothers to deal with

contradictions and ambiguities; but in the finahlgsis, the mothers are left with their actions
constrained by the belief that they needkeep professionals on-sid@bid.: 241), and ‘play
ball' with the expert team. That is, expert knadge was superior because of the power
behind it, not because it was necessarily consideloser to the ‘“Truth’. As laymen, mothers
risked becoming the subject of inquiry themselvdswenvthey presented their children as
having problems (Malacrida 2003).

Singh (2004) takes a slightly different focus oothers’ silences and acceptance of
blame. She interprets it as an act of self-pregem, but one which furthers the “motherhood
myth” that attributed blame to them in the firshge. Interesting silences are also revealed in
Singh’s work on fathers’ perspectives of their ADHbBildren. Singh points to reasons for
fathers, sceptical as they may be, to hold theigtes about the ADHD diagnosis: marital
harmony is protected by the benefit their wivesihee from the child’s diagnosis, and their
relationship with their sons is possibly also sté&agh 2003). Fathers appear reluctant to
interfere (Singh 2004). Thus mothering appeararbten the literature as a fraught social
role, laden with motherhood myths which hold thaitceraising should be a mother’s natural
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ability; and expert knowledge about ‘behaviourablpems’ and ‘learning difficulties’
overlaps with the motherhood territory.

This research falls into a category where parbatome research objects because of
their children. For ethical and possibly psychatayreasons concerning the researcher’s
discomfort, research tends to be on the childrgrdsents, rather than on the children
themselves (Lundeby 2009). Singh repeatedly mestibe absence of the consideration of
children’s perspectives on their illness, label anedicating as an ethical problem (Singh
2003; 2004; 2005; 2006), and points out the absurttiat it is ethically problematic to
interview children, but they can be taken for psgtit evaluation and have drugs
administered without their consent. Despite thissmains worthwhile to research parents.
As Lundeby (2009) points out, mothers in particultien act as mediators and interpreters on
their children’s behalves, and are good sourcesfofmation. Parents have a different
perspective on their children’s needs than thedofil themselves, but it is not necessary to
see them as in conflict with their children (Lunge®009). This is consistent with the
approach taken by Malacrida (2003) and Isakssahia(In press), who interpret mothers as

having a type of expertise, based on their intinkat@vledge of their children’s condition.

The Welfare state and women
We now turn to consider some cultural differencesthe situation of the Norwegians

interviewed for this research project, compared thmse in Malacrida or Singh's
aforementioned works. In doing so, we will contridee basic features of the liberal welfare
states where Malacrida and Singh carried out thesearch on mother-blame and guilt
feelings — Canada and England - with the Nordic ehodLiberal’ refers to those welfare
states where welfare arrangements are closer tw figtief’, and are characterised by means-
testing and modest welfare payments. The “libemfare state”, as a theoretical concept,
stands in contrast to the other two ideal forms,‘safcial democratic welfare state” and
“conservative welfare state” (Esping-Andersen 1990)

Liberal policy tends to encourage funding of reskanto family breakdown and bad
parenting instead of taking directions that assistking families with children. It is
acceptable and desirable to governments in theidbrgpeaking liberal welfare states to map
out social disintegration (Brannen 1999). Thidaw line is reflected in dismay about poor
parenting. ADHD has become synonymous in massanegiortage with bad behaviour; the
“lliness” is suspiciously like an expedient soluti@and explanation to problems probably
avoidable with the right combination of attachmpatenting (especially from mothers) and
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discipline (especially from fathers). Liberal puahpolicies emphasise personal responsibility,
including provision of care for family by the women that family, not by collective
arrangements (Turner 2004). In short, changesnmly patterns are seen from the liberal
perspective as inherently problematic. Consereasigproaches seek to protect the child’s
best interests by retaining mothers as having taan mesponsibility for children’s welfare;
this at the cost of recognising households’ ecomomiperatives and in turn providing
families with conditions that enable mothers totipgrate in paid work without concerns for
their children (knowing their children are beingegdately cared for without them) (Brannen
1999; Smart 1999).

By contrast, women'’s liberation has been relatiglgcessful in Norway, with public
policies aimed at maintaining mothers’ connectothie paid workforce. Important examples
of such policies are: guaranteed access to dayfoar@mall children; and 12 month’s paid
maternity leave from work. Norway has the worltdighest proportion of women in paid
work, and women are sometimes seen as being thbeestand to benefit most from the
welfare state (Fraser 1989; Nagel 1998). In thedo‘social democratic welfare states”,
collective means are proactively distributed toréase social equality. This was made
possible by the cultural shift that occurred in i®tinavia following WWII, from seeing
welfare payments as alms, to seeing them as enétlies earned through citizenship. The
coinciding of, on one hand, the aims of the 19Wsnen’s liberation movement with, on the
other, the “workfare” system’s desire for maximurorigforce participation, has resulted in an
emphasis on economic equality and promoted wageassion. This has been called “state
feminism” (Hernes 1987).

While the ‘friendly to women’ (Leira 1998: 187) asp of the Nordic model welfare
state is an important feature, it also must noekaggerated. Esping-Andersen (1990) has
been criticised for overlooking the strongly gerskeaspects of care as an institution, and the
large role played by the family in the productiohweelfare (Leira 1998; Nagel 1998).
Motherhood is also myth-laden in Norway. Ellingsestrgues for example how the test of
real motherhood is seen to be how women respottideio newborns, and further how well
women live up to the ideal. Mothering instinct da@m seen as natural to all women, or a
talent; so those who do not display it are accaiginonsidered either unnatural or untalented
(Ellingseeter 2004). However, while the sexual slom of labour persists both in paid and
unpaid care provision in Norway, Norwegian sociaiges reflect that women do not have to
bear responsibility for child-raising and child-ealone. Family and kinship still play a role,

but Norwegians have the right not to depend on th&smembers of a ‘socialist democratic
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welfare state’, they are entitled to a wider amwéyights as citizens — not only in their role as
mothers, but also concerning their education, heedtirement, and employment security.

It is debateable to what extent it is fair to cleéease the Anglophone countries as
sharing a culture or political inclinations (EspiAgdersen 1999); but the English-speaking
countries do, broadly speaking, share neo-conseevaiews of the individual and their
responsibilities, particularly in the private domaithat is questioned in Scandinavian
countries. Certainly, it can make sense to makeofishis generalisation from the Norwegian
standpoint, even if it may seem far too general rwhensidered within the Anglophone
constellation it concerns. Thus, two tendenciesuttural difference between Norway and the
liberal welfare states have been pointed out: tfierdntly-gendered aspects of the institution
of Care; and welfare as a right and an earnede@mngnt. Taken together, these suggest the
culturally bound nature of motherhood: that is, ¢aéegory ‘mother’ cannot be assumed to be

the same across all cultures.

Access to adapted education

In many countries, a legal distinction is made leetwa diagnosed Learning Disability and
difficulties learning. Conrad and Schneider (1983ye duly pointed out that it is not until
children’s conduct is successfully defined in bgal terms and the authority for ADHD
transferred to the medical establishment, the “mafdatervention” of increased educational
services becomes justified. However, in Norwayisdirtttion between learning disabilities
and difficulties is not always made, because aitlsnts are entitled to have their education
adapted to their learning needs by lawThe Norwegian ‘unitary’ school system is orgadise
with equality as a central ideal, and disabilityedmot have to be present in order to entitle
students to special education measures. Keywordsthe Norwegian context are

tilrettelegging and tilpasset oppleering meaning facilitation and adapted education

2 The law on discrimination and access or Lov omddrmot diskriminering p& grunn av nedsatt funksjome
(diskriminerings- og tilgjengelighetsloven), Sectid2 states, Skole- og utdanningsinstitusjon skal foreta
rimelig individuell tilrettelegging av leerested amdervisning for & sikre at elever og studenter medsatt
funksjonsevne far likeverdige oppleerings- og utdagsmulighetel and "Brudd pa plikten til individuell
tilrettelegging etter farste til femte ledd regnesm diskriminering in paragraphs 2 and 6 respectively.
Secondly, the law on teaching, Oppleeringslovertestim section 5, paragraph Eléver som ikke har eller kan
fa et tilfredsstillende utbytte av det ordinzere lepgingstilbudet, har krav pa spesialundervisriing hirdly, Lov
om grunnskolen, paragraph 1-3 state®pfleeringa skal tilpassast evnene og faresetnadignelen enkelte
eleven, leerlingen og leerekandidaterrinally, “det [er] et offentlig ansvar a legge til rette fat alle ut fra sine
forutsetninger far lik mulighet til & skaffe segdgolevekar og til a ivareta sine rettigheter ogkper som
samfunnsborgere. Samfunnsskapte hindringer egdfiinstillingen arsaken til at mange funksjonshewshen
ikke har mulighet til deltakelse og likestilling.”

Barne-og likestillingsdept. (2008-2009). "Riksrgoiens undersgkelse av adgang til samfunnslivepéosoner
med funksjonsnedsettelse. [Office of the auditanegal in Norway’s investigation of access to sotifel for
people with disabilities]" Dokument nr. 3:10 (20P809) Oslo, Riksrevisjonen.
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respectively. What actual measures should be tékesuit education to students’ needs is
decided through assessments by pedagogical expemsthe Practical Education Service

(praktisk-pedagogisk tjenestBPT), resulting in Individual Learning/Educati®tans (ILPs

or IEPs). Despite this, there seem to be disc@parbetween legal entitlements and actual
provision. It seems that in practice, a diagnasikegally clearer and has more clout than a
‘difficulty’ — even in Norway. Further, it has beargued that IEPs identify the individual as
having the problem, not the school (Isaksson, Lutcet al. 2007).

Possibilities are a driving force behind medicdi®a (Lian 2006). Dyslexics who
have gone to court regarding ‘lost possibilitiegvd won damages in about one-third of
cases: the legal argument is that in failing ton@eedge or give the diagnosis of dyslexia,
the schools failed to employ the diagnosis’s pe&esktide-stigmatising power. The schools
did not fail them in the sense of their literacydk nor had they failed them in any “curative”
sense, since it is understood that dyslexia isan6ireatable” condition. Had they done
acknowledged the dyslexia, it would have changedstudents’ self-perception, and they
would have been more self-confident and had gregatssibilities in education and work. The
dyslexics who go to court are concerned about thxeiscribed social role, not their literacy
per se. But the rationale that a diagnosis istideastising is disputable (Kolbjgrnsen 2003;
Solvang 2007; Isaksson, Lindqvist et al. In press).

To summarise, this chapter has shown how meditalisatherapeutisation, the sick
role and secondary benefits and stigma/fate coadet it, genes, authenticity, risk, and
mother-blame are key issues for understanding Xpereence of parents of children with
ADHD diagnoses sociologically. They are intercasted cultural aspects that shape illness

experiences and sickness motivation.
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3. Methods

This chapter gives an overview of how informantsenecated; qualitative methodology and
research techniques; and the hermeneutic appro&ehthen turn to consider concrete factors

that influenced how the research evolved, and denshe ethical status of this research.

Data from interviews and Sta Pa
After receiving ethics approval fromMorsk Samfunnsvitenskapelig Datatjene@tSD), |

contacted a representative of the Norwegian ADHBo&mtion and asked whether they
thought any members would be interested in beiteguirewed. A committee member invited
me to attend an ADHD meeting so that | could inti@ myself and what my objectives
(appendix 1). The atmosphere at the meeting wamvead intimate, being as it was in a
small room with fifteen people. At the end of megentation | asked if any parents in the
group would be willing to talk to me about theirpexiences, and passed around a sheet of
paper and a pen for their telephone numbers and addresses. | got eleven names. | had
mixed success in following-up the contacts | gattthight: in the end, seven agreed to be
interviewed. The other four declined by not retongnmy messages or emails, which was
respected. The seven interviewees are:

* Anne -mother of two with ADHD diagnoses; has ADHErself

* Monica -mother of two, one with an ADD diagnogias ADD herself

* Hege -mother of two with ADHD diagnoses

« Nina -mother of one with Hyperkinetic disorder

» Hilde -mother of one with ADHD; and has ADHD helfs

+ Jan -father of one adult with ADHD

* Anita -mother of one adult with ADHD; has othéiildren without diagnoses.

To arrange the interviews | emailed to ask if arftew people were available, and
explained my constraints, in particular my reliamcemy husband being home from work to
baby-sit. To my delight, | got a few responsesoeingging me to bring the baby along to the
interview! It was agreed it was probably easiethve a baby around than children or
teenagers who are freshly home from school andngaibr dinner, and so on. In the end,
four interviews were carried out with a baby preéseither on my lap or crawling around;
three of these at their homes, one at a work-pglamehroom. The last three interviews were
baby-free and conducted at FF®unksjonshemmedes felles organisasjan disability

advocacy organisation).
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The interviews were recorded on an MP3 player; chrtieal problem resulted in
failure of the player to save the recorded fileetddled notes from this interview were used to
reconstruct the interviewee’s most memorable views.email my field notes to the
interviewee, and she agreed | had not misrepredémte

The ADHD Association newsletter, Stda Pddhg in therd, has been used as
documentary material. Sta Pa is a document pastetb all interviewees, as this is included
in membership of the association. While over temrh of recorded interview material
(almost 12 hours including the lost recording) d¢iates solid data material, the members’
magazine, Sta P4, adds substance and is interestitegial because it is a shared source of
information among the members ADHD-Norge Fifteen issues of the magazine were
analysed. Treating Std Pa as a naturally-occudatg-source enables comparison between
“official” stories about ADHD, and stories from tHdeworld. Since the use of expert
knowledge in everyday decision making is a thembaw parents are seen to do parenting,
the association newsletter represented both anntlrmucoming from an official source, as

well as one reflecting members’ own journeys.

Analysis and methodological approach
Data collection, choice of interpretation methodd actual research aims are depenadent

each other (Silverman 2006). The research desegres the work towards that which was
available in the data: narratives, which are a faim of data about how social phenomena
are interpreted in the ‘lifeworld’ (Schutz in Scoi995); and discourses, which are
representations of social phenomena generatedeanstitutional level. Analysing talk as
narrative and text as discourse enabled a certi@w wnto the phenomenon of ADHD
parenting, where the individual can be seen irticeiahip to the system (Blaikie 2000).
Discourses are the pre-existing set of powerfelagd and representations, that can
seem to capture people; but whidah also be seen as a discursive or interpratppertoire”
(Sandberg 2008: 50). They can be seen as unidinattlimiting individuals in what we can
think and say, as they stream out from institutiand to speakers mouths. Individuals are
their captives. As we speak, we use recognisablagyals of phenomena, recognisable
images; as the topic or the stakes shift, we maynb® contradict ourselves, unwittingly, as
another discourse is called upon, with its ensuulgs and ideas (Laclau and Mouffe 2001;
Foucault 2002 [1972]). What particularly alertstasdiscourses is when something seems
noticeably to be ‘speaking through’ people, andoedty that there is inconsistency and

contradiction in what they are saying (even whenuwderstand ‘intuitively’ how what they
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are saying isiot contradictory, because it is a familiar part of thekly textured everyday
sense-making we all use). An example of this & hdformants might say how successful
they have been despite their extra burdens, ygherother hand portray themselves as the
victim. Discourse posits the individual as a sabjghose speech is limited to, or hijacked by,
discourses rooted in and empowered by social unigtits. This is a useful sensitizing and
analytical concept that points to the probable gaability of the elements people use in
representation. It is somewhat deterministic et threduces language-use to parameters set
by our understanding of institutions and raisesctiitecal-dialectical question of what kind of
relationship is possible in the public sphere betwagents and institutions (Scott 1995,
chapter 10).

This research needed an additional concept to gen@ractical understanding and
capture the lived experience and negotiations efitbworld. Narrative is a term that can be
taken to mean both the stories people actually &l well as the culturally-given and
recognisable representations they have at hdwakratives analysiss a blurred genre that
lends itself to interpreting discourses and tropékin the narratives (Riessman 1993). An
important aspect of the narrative analysis is $eityi to narrative’s sense-making and
meaning-making power. Unifying a series of evants a coherent narrative has healing
potential; events become plotted by meaning-gigitogies (Becker 1997, Ricoeur 1980).

The semi-structured interview and the relationshgtween the interviewer and
interviewee created a setting that enabled thevietger to take an active-listening approach,
reflecting ideas back to the interviewee; in tuthemes that were important in the
interviewees’ lives were allowed to come to theeegsher’'s attention. So, although the
researcher steered the interviews towards cetiaimés, the interviewees’ were given a lot of
space to tell their stories. This is associateth vélymbolic interactionism, where the
researcher is encouraged to ‘put themselves im #hgies’ (Wallace and Wolf 2006: 227).
Conversation analysis is one of the methodolodimals appropriate to this approach. The
inclusion analysis of sequences, pauses, gestamd, the elements that make up a
conversation in addition to the actual words spokas opened up meaning held in the
interview that can be lost in transcription (Ponmézaand Fehr 2003, Silverman 2006). The
interviewee’s have been cited in Norwegian, toinethe untranslatable and the integrity of
what the interviewees wanted to say; and discussEdglish.

This project seeks to understand how the diagnssiaderstood and adapted into the
lifeworld, by gathering the discourses and nareatepresentations used by the interviewees.

The ADHD diagnosis is the basis of the Associasogroup “we”; thus to some extent
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redefines daily activities and occurrences. Thieserviews were marked by their own
experiences as sufferers themselves, not only emngsa There is consensus among the
parents that ADHD is strongly genetic, with thewrodiagnoses confirming this for them.
Interviewing is a suitable data collection techmidar this project because the project is about
how they relate to the diagnosis, which they regerdnedical (with some exceptions), and
how this fits in with their lifeworld and how it eates meaning and explanation for them. It is
their interpretation and understanding of a medittadnosis fraught with tensions because it
is connected to undesirable behaviour. They dliadgestories about their lives and thereby
creating meaning.

At each new interview, the researcher was in a&fit position in understanding the
interviewee’s viewpoint. Meaning was created fram analytical inductive hermeneutical
process of interviewing, listening to the recordeigrview, transcription, and reflection, so
that the researcher’s understanding of the firéérulew was changed by the second
interview, and so on (Katz in Riessman 1993; K\2087). Reading 15 Sta Pa magazines,
covering them in post-it notes and scribbling corsdel meanings in their margins, made the
researcher familiar with what kind of messages cadim@ugh consistently from the
Association; this in turn confirmed the categoeeserging from the interviews.

Sensitivity to discourse as a critical concept teda ‘hermeneutics of suspicion
(Kvale 2007: 203) not consistent with the reseamproach. The process of resolving how to
attempt critique, do an analysis, and hear thevi@eees in a way that was methodologically
and ethically appropriate (without ‘going nativeijivolved a hermeneutical cycle of
interpretation (Habermas in Scott 1995). Takingealectic approach enabled the process of
working through the critical medicalisation theasriwhich had inspired the research and been
instrumental in the selection of the case. Methagipdetermines research outcomes. As the
project developed, there was a shift from (thoughanrebuke of) the “suspicious” conflict-
oriented medicalisation theory which had inspirb@ tesearch topic, yet was unable to
adequately encompass the empirical data, toward$uad yourself in their shoes”,
phenomenological, symbolic-interactionist approattich was both suitable for working on
the data, and more ethically satisfying.

This array of methodological decisions may seers Emsistent than is the ruling
methodological ideal, and typify a sort of “methtmpcal paradox”: that the fuzzy logic of
research practice is a poor fit with linear preagoh of data, and the unsettling effect
encounters with the ‘real world’ can have on thdoat standpoints. But as Kvale (2007)

encourages, method should not be “swept underatpetf due to such uncertainties. Rather,
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this chapter explains methodological decisionsheuit veiling the complexity of practicing
them.

It cannot be taken for granted that others, thraighlar analysis, would have reliably
made the same findings (Kvale 2007); nor can thidyscan not be said to be representative
of a population. Rather, this research gives aogdaphic description and analysis: in this
case, actor’s lived experiences of the world arstrimoportant. The selection of interviewees
does not need to be a representative sample ghigimn because the sociological questions
posed need to be answered with a data materiaistsatficiently rich to saturaténe analytic
categories with meaning (Strauss and Corbin 1991K2007). Further, the validity of
narrative analysis rests upon stylistic persuagigencoherent meaning and the pragmatic use
of the research (Riessman 2003: 65-68).

Limitations
While all those | met at my first meeting with &b chapter of the Norwegian ADHD

association were women, | did interview one manwds he who answered my email and
volunteered to come; his wife was reluctant torterviewed. This could be interpreted as
being a deputising action; as informant Jan put ftwas actually really my wife you should
be talking to, she is the one who had most of tbblpms with our son.(Jan, Interview 6).
Jan minimised his responsibility and may have less Idirect experience of handling their
son’s problems; yet it was apparent during therunéev that his involvement was extensive,
and he indicated the depth of his commitment thhoug

Finding interviewees through the ADHD Associatioreates selection bias. The
interviewees were not in any doubt about ADHD sustaas “real”. By contacting people
through the ADHD association, this study has ir@firuled-out selecting those who are still
wondering about whether ADHD is a diagnosis theyusth accept.

ADHD is very topical in the mass media, as | pethbut at the presentation of my
research to the local ADHD-Association chapter (@ppendix 1). When an online news
article about ADHD appears people talk about themta of kids with ADHD and a range of
strong, emotive views are expressed. Given thigect, the appropriateness of interviews
can be questioned. Interviewees could plausibdy peessed to defend themselves. On the
other hand, this is an opportunity to hear how aspond to the pre-existing representations,
and how an interview develops in that context.

Another weakness with this research was the relsegs (relative) lack of Norwegian
language skills. While | had designed the intervigamde with the semi-structured style in
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mind, most of the time | merely directed the intewees to talk about particular topics and
then encouraged them to talk at length, sometiniéising pauses to this end. While this
mostly worked to the advantage of getting rich dpsions, much of the interview with Anita
(interview 7) which went for just over 120 minutssmore like an interesting lecture on
factual information than a conversation. KvaleQ2Pexplains that interviews for academic
purposes are similar to everyday conversationsepxt¢hat the researcher steers the

conversation.

Relationship between researcher and interviewees
The interviews are undoubtedly conducted with matide language impairments on

the interviewer’'s part. The “mutual” constructiari knowledge that occurs during an
interview is weighted in the interviewees’ favolEven though this can be embarrassing, it is
not unhelpful: the interviewees had a free reisgeak and tell their stories, and they do so
with some authority. The length of the interviealso suggests that they took more time to
explain things that ‘should be’ obvious to othetivea Norwegians, but which they evidently
thought | may be ignorant of. Here are some exasphere the researcher’s foreignness is

obviously referred to by the informant:

Interview 1

Anne: Det er det vi kaller for '’knagger’. Her okge (ler).
... Det er en skam & ha ADHD enda. Ute i samfumést

Interview 2

Monica: Sa vi ser at den norske skolen er for daditsa... Du vet at det er en veldig stor
skilsmisse prosent i Norge... Foreldrene har ikkdikidarna

I: lia]

Monica: [i Norge]. Det er full jobb, begge to sakal gjgre karriere og tjene masse penger og
bli opptatt av materielle goder og sann.

Interview 3

I: Jeg har lest at i noen land kan det veere etlgnola fa laerere til & gi tablettene til
barna. (...)

Hege: Nei, jeg tror ikke mange opplever det hdoige

Interview 5

Hilde: I Norge sa er vel det at nér de er 5 ar, dasette diagnosen og gi medisiner.

The reader can get an impression from these quuftdbe consistency with which the
researcher’s foreignness was a factor in the ieee’s giving lengthy and detailed
explanations.

The language barrier also slowed or even complgistyented responses from the
interviewer, which can be interpreted as a cuetlier other person to continue talking, or

forces them to try to fill them silence becausadkes them uncomfortable. In the end, parts
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of the transcripts read like streams-of-consciosspsomething that probably would not have
happened if the interviewer had really managecdetpkup with the flow.

From an ethical point of view, the researcher'streé lack of language skills might
act to counterbalance the power imbalance in thenirew setting: the informants are the
experts. The researcher was dependent on theenpatand willingness to understand.
When | heard a word | did not understand, | did aletays ask for clarification; rather |
elected to listen to it again on the sound file aradk it out later during transcription. Of
course, the informants could tell | did not undenst everything they said! But again, this led
to re-articulation and reformulations, explanatiocswsd more detail. Such that finally, | was
pleased with the richness and depth of the interdata.

The interview guide was written at an early stagehe research process when |
expected the problems encountered by intervieweeangcted to schools, doctors, and
personal image) to be comparable to those expticatehe English language literature. |
expected to hear uncertainty and insecurity; ortlom other hand, defensiveness. The
surprises that ensued were used as a methodologitdbr getting at the data.

Sociological imagination
‘Going native’ is a concept used to describe theukaration of anthropologists to the tribe

they set out to study. This is methodologicallplgematic as the researcher begins to
uncritically accept the norms of the researchedigras natural and normal, blinkering them
to the historically, culturally, and structuralliwgn nature of social reality.

This research was exposed to three main challecgeserning the ‘going native’
problem. The first of these was the interviewdg®ability. At the first interview, | was
touched by the interviewee’'s warmth, patience, amillingness to explain; these
characteristics turned out to be the common feadaoreng the interviewees. | found myself
increasingly wanting to defend them. This reseduah been interrupted by maternity leave:
as my sense of life’s temporality and meaning ckdngo did my approach. The utility | had
perceived in getting a diagnosis diminished; disptaby empathy for my interviewee’s
vulnerability as parents.

The second challenge was the interviewees’ keemast in what | planned tio with
the interview data (Monica encouraged me to writeeasspaper chronicle, and six of the
seven asked me if they could get a copy or wheeg thould be able to find what | had
written afterwards). Anita (interview 7) even segted how the research could be made
practically useful for the Association, by enlighiteg readers about ADHD:
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det hadde veert fint om ei slik oppgave du har kuiohesere pd mulighetene. ... [Systemet] mangler
rett og slett informasjon.

This group of parents are active, well informed] &nvas given the distinct impression that
they would follow up on what | wrote about themhid research portrays of a part of their
lives that is meaningful for them. In situationkexre one is first and foremost a parent, then
how one is seen as going about that role is impbfta one’s reputation and self-worth: so
interviewees have a stake in how this researchrgy@rtthem. The interviewees’ indication
that the final text would be under their surveilanwas a form of discipline, and their
concerns a reminder that critique could be integar@s personal criticism.

Thirdly, the researcher’s gathering of factual mfation about ADHD made it easier
to understand the diagnosis in terms of its sdiergtatus. Scientific facts are difficult to
view critically; and scientific texts extract corigpice from readers because of science’s
cultural role as the source of rational knowledwg] through agonistic language (Latour and
Woolgar 1986).

These three forces (the researcher's sympathy,irttesviewees’ stake, and the
convincing nature of instrumental scientific knodde) were countered by a sociologically
imaginative (Mills 1959) and critical sensitivitg the historically and culturally given nature
of the development of the diagnosis, and its som&. Latour and Woolgar's (1986)
‘agnostic’ anthropological approach to science, @whrad and Schneider’s ‘ironic stance’
(Gusfield 1992) on deviance designations were akseful sources of sociological vigour.
Mead’'s (1964) social psychology and Moi's (1999)owtedge-theoretical position (as
mentioned earlier in the literature review) werepartant in allowing the researcher to

brighten and refocus the lens to focus on soclakro

Ethical considerations
Even though the informants were participating vtduity, becoming a research-object can be

inconvenient, experienced as an invasion of privaag anonymity offered by the researcher
is not total because despite removing obvious ifiers (such as names, dialect, certain
activities, ages, and employment) other people Wimwv them may still be able to identify
them by the citations and context. While the wieawvees have consented to this, and done so
in the full knowledge that they could withdraw frotime research at any time up until its
completion, it may be that if they read what hasrberitten about them, or reflect on how
their interviews were finally used, that they miglat like what they see. This is the issue of

to what extent ‘informed consent’ can ever reatytiuly informed.
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Kvale sets out seven stages of interview researchre ethics are considered at every
stage. At the thematisation stage,

The purpose of an interview study should, beyoral shientific value of the knowledge
sought, also be considered with regard to improveeroé the human situation investigated.
(Kvale 2007: 111).

So in addition to basic research, a considerasogivien to families with ADHD diagnoses.

The study attempts to cast some light on the idigeiplinary disagreements around ADHD.
One of the premises of the research was that ttezviawees could be struggling with
stressful messages about their parenting abiliied, therefore aimed attempt to de-thread
and uncover contradictory sets of values and idbas arise in relation to ADHD and
parenting, thereby showing that some of the diffies they face are due to having to
negotiate various social pressures (Silverman 2006yvas also thought at the outset that if
this was the case, it might lead them to refleat they could be asking for more or different
help from people around them, or demanding moreuregs from schools or the state.

Consideration of different genres of literature ADHD has prevented simplistic
generalisations, and made the issues around ADHiplex. So, a thorough literature review
has an ethical side in that it hinders simplistiorah judgements, and rather enabled a
sociologically imaginative and informed analysis.

The literature on ADHD shows the problem of “baghéviour” or ADHD is seen to
have various causes. This variation is a resullooking at the problem from different
viewpoints (some of which have interests to defend}he calling upon of different values
and moralities. Hence, a rhetorical analysis dérwiew data appears to be a prudent
methodology for this project. This might employ avthas been referred to as takirap“
ironic stancé (Gusfield 1992: ix). On the other hand, resegpelticipants must be treated
ethically, there has to be sensitivity to the irddies produced by the interview situation,
and the sociological task of understanding alsotbdse reached. An ironic stance to some
issues does not require a deprecatory tone towhedsformants, or any one who they could
be seen as representing in some way. The facathadical claim is disputed from various
standpoints does not mean the claimant is cavatiemmoral; we need to understand the
social situation in which they act, otherwise thealgsis is individualistic and, since the
research participants do not have a right of rephfair. Importantly, by treating them as
knowing their own lives and interests best andwilig myself to become emotionally
enrolled to their cause, | was able to learn frdra informants; even as | treated our
respective realities as culturally-given and udezldociological imagination and ‘toolbox’ to

create intellectual distance and prevent me froomg native’.
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Methodological choices have also been influenced féayinism. Where both
nomothetic and ideographic traditions distance gwwes from individual actors’ personal
sense-making (Grimen 2004; Silverman 2006), sommeinist work explicitly embraces
women’s stories as a way of giving them a voicem8& feminists see women as silenced by
research that does not give them the authority aee htheir views taken seriously (for
example, Malacrida 2003; Carpenter and Austin 200Hearing women'’s voices” has been
identified as problematic, because of the tenddnclyeat stories as ‘authentic’ rather than
culturally given (Silverman 2006). However, thesearch is conducted with an awareness of
the pitfalls of the “romantic approach”. Accordipngin this research, emotions such as guilt
are treated as ectilturally given way of understanding the wdriGilverman 2006: 123).
The data are treated as reflecting culture andiigen

Being the subject of research could be experieraedeinforcement that there is
something ‘wrong’ with their child or their paremgy. A related ethical issue is the
researcher’s interest in culturally-given guilt abldme, which there is a set of questions
relating to in the interview guide. Asking peojpleout blame could imply it (this is also an
issue of methodological bias because what the measeraexpects to get from the interviews
can be a self-fulfilling prophecy). 1 tried to e the themes of guilt and blame witct,
and make it clear that | had researched ADHD enaadimow that parents can receive undue
amounts of negative attention when they have alcohho is different or sick; the semi-
structured interview style was flexible enough tmalgle this. | also tried to present the
guestions in a way that was giving them a chanaegpond and defend themselves, or tell
me how they had already done so; and this was chde@pportunity all the informants took.
| hope this ameliorates some of the aforementi@tieital problems.

A surprise that occurred during the fieldwork cameethe interview setting. While
the first three interviews were at the interviewdssuses, and the fourth at a workplace
lunchroom, the final three were all in small rocat§unksjonshemmedes felles organisasjon
(FFO). In the first three interviews, | asked manfythe questions from the interview guide
without first reflecting over to what degree thageestions, individually or as elements of the
interview process, could be perceived as havingchpsnalytical characteristics. The
scientific therapeutic interview is a recognisafpare of interaction, with well-known power
differential between interviewer and interviewe®ne of the characteristics of the genre is
that the interviewer might actualsayvery little, leaving open space for the interviewer
patient) to reflect on their own thoughts. Anotlebaracteristic is that the interviewer asks

personal questions about how the patient felt dguparticular events, and the interviewee is
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accordingly expected to divulge personal informatio answer adequately and correctly. |
have some previous experience as a volunteer cosissellor, and had assured myself prior
to starting interviews of the goodwill of my “ac#ivistening” approach. The irritation of two
of the at-home interviewees at some questionserpnéted on reflection as being natural
defensiveness. At the third interview, there wsoene tears, and | probably congratulated
myself on not reacting with alarm, and getting gatada. The fourth interview was not
recorded successfully, and | do not remember amgthbout this particular aspect. But the
final three interviews were of a different charactnd infused with a strong feel of what |
now understand was the scientific-therapeutic genrehe first two, | was the therapist; in the
final interview, | became the patient. Becausatérpret some personal disclosures made
during this type of interview as almost inadvertantl unavoidable, | have omitted sections
from all three of the final interviews: these osims concerned those in the patient role.
This has been a learning experience; | did evelytoedlise what probably had occurred (that
is, a reproduction of the scientific-therapeutitemiew genre, in parts of the interviews),
even if it did not dawn on me until afterwards. isltcertainly cringe-worthy in hindsight to

realise | might have fancied myself for Arthur Kiman, if only for a moment.

Bracketing

Interviews create a situation where meanings aested together (and this includes
misunderstandings and disagreements). This leads tethical quandary: if the researcher
does not raise questions during the interviews tinfair to do so afterwards in the write-up
when interviewees can not defend themselves oifycldreir meaning. On the other hand,
when there are straightforward differences of apinthen it is acceptable to make the point.
Such an issue occurred when parents told me alsha#viours thatould be interpreted as
amphetamine side-effects, such as low appetite, gamiing weight, and repetitive or
compulsive behaviours (or ‘punding’). These areoag)the widely known effects of
amphetamine use (Ilversen 2006) | was surprised and baffled by how parents could
simultaneously be so well informed about ADHD atichslant treatments for it, yet appear
to be ignorant of what “side-effects” stimulantvéa | had expected they would tell me how
they had weighed up the risks and benefits of ataphiee treatments, and often their self-

presentation was different than |1 had expectedl s@ndered if they were acting falsely

3 lversen develops a convincing argument against oses of many amphetamines, with the specific fetime
of ADHD treatment.
Iversen, L. (2006). Speed, Ecstasy, Ritalin: Thier®e of Amphetamine®xford, Oxford University Press.
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naive. This was an opinion | bracketed during ititerviews; not only because the issue
made me slightly uncomfortable or because | am feoforeign culture, but also because my
role was a sociologist, not a judge. Further & general topic of amphetamine-related
controversy is discussed in terms of how peoplatifiewith the diagnosis. | think this is
done fairly.

Further reflections on the interview process anducnstances are included in the

presentation of the data.
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4. MORAL ABSOLUTION

Having considered the methods and methodologisaks we are ready to look at how the
empirical data from the interviews and Stad Pa canirberpreted, with sensitivity to the

theoretical issues raised in the first chapteris Ticludes consideration of the ‘bright side’ of
being diagnosed (Conrad and Schneider 1992, SokRaddg).

Something to hang your hat on

Diagnosis is an importardtatus passage Jan’s story was that until a few years ago, the
problem his family had been dealing with was tilsem’s drug problem. He was a drug addict
for over 15 years, dependent on social servicea fdace to live and his family for food, and
tended to call on his father in the middle of thghhto provide transportation. | asked how

getting a diagnosis for their adult son had chartgeut relationship:

Jan: [Forholdet] har forandret seg mye egentliget Bar med at fgr var han aktiv narkoman... Na har ha
kommet over i den kan du si normale rekke pa dedlgis. Hva som er arsak og hva som er virkning,
det er litt vanskelig & si her. Men vi er egenflipalle sammen (.) veldig glad for at han hat &t
diagnose & henge hatten pd i forhold til de [ruslpfemer han har hatt, og at det er verken darlig
oppdragelse eller darlig anlegg hos han som ekar&et er noe som verken han eller vi har hatt
mulighet til & ha styring over. Det gjgre det ldttere, og det gjare det ogsa litt lettere 8 shaide
med han.

The diagnosis changed their relationship greatlyabse it their son became more normal
after getting diagnosed, and it was proof thathegithe individual nor the family raising him
was to blame for a drug problem, even though Jas nea certain if his son’s ADHD had
caused him to become a drug addict, or if yearsandl living had caused the ADHD. The
doubtaround the diagnosis was to what extent it waisl vatrospectively (not whether it was
valid currently); but after expressing doubt ab&DHD’s role in the drug use, Jan sayBut

we are actually (pause) all of us (pause) very lyabp got a diagnosis to hang his hat on
regarding the drug problems he has had’he pauses in speech act to emphasise theeclaus
‘all of us’ — so Jan is speaking for the entire ilggbringing attention to the shared stigma of
drug addiction in a family; and the shared reliebaliagnosis. Jan continue#, Was neither
poor upbringing nor bad hardwiring on his part thaas the cause. None of us could have
controlled it.” This tells of the moral absolution that came vattliagnosis. It has been also
been liberating to get drug problems explained DHD, “It makes it a bit easier, and it also
makes it easier to_worlwith him? After 15 years of looking after an adult withdaug
problem who haddlways been a losérthe increased self-control and independencesdins
got, combined with moral absolution and liberatibas been positive — despite doubt about
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cause and effect. This combination of relief andlat resonated with a story from Sta P4, in

a story by a mother considering medicating in lighfuture scary, risky behaviours:

Symptomene til sgnnen min ble hektet pa knaggeill$Bksse og Samspillsproblemer i Familien'.
Man kan jo spgrre seg om hva som kom fgrst: salsgmblemene, skilsmissen eller ADHD-en?
...Uten behandling ville sgnnen min kunne ende opm sosmisbruker eller kriminell. Det var
skremmende lesing. Jeg sto makteslgs, og utengdktendige redskapet til & hjelpe sgnnen min: En

diagnose(Sta Pa 2005, 4, p.12-13)
In spite of doubts about cause and effect, the ndisig was the tool she needed to

pragmatically help her son and to move the categtion of their problems out of the
“problems in the family” basket — simultaneouslize tauthor is suggesting that perhaps
divorce and interaction problems were caused bysbets ADHD. The diagnosis was a
necessity to get attention off their living sitweatj and give access to the therapies that would
save him from risks. In this instance the diagmasia case of moral absolution for the
parents and illness for the child.

Among the positive aspects of medicalisationh& t diagnosis can be used to create
acceptance. Monica, whose son got diagnosed v And has compulsive behaviours, put
it this way:

Sa lenge moren er glad i sine barn og sier detpsdeg man kommer veldig langt med det. ...Og pa
en mate - en romslig - nar du vet at det er nobamatet har ADHD, sa plutselig utvider man grensene
til hva man tolererer og aksepterer. ...[Man] ovete.. [og] fokuserer pa det som er positivt, ogtd
skal g& s& bra. Skryterd”sé flott at du fikk 6 p4 den matte praves8 alle de 2-erne veier ikkeN&i,

vi tenker ikke s& mye pé.dé du er sa flink til det Kjempebral

While Monica does love her child and holds thas tisi the basic requirement for a mother
(here and elsewhere in the interview), the diagnasis used to give direction in areas where
she might otherwise have been stricter or respomdttdanger. The diagnosis moved the
boundaries of what behaviour needed discipliningl{is case, a compulsive behaviour that is
inconvenient for others in the household and paades in most subjects at school). A
household conflict is avoided. The diagnosis @@atore room for understanding and
acceptance of problems, so they would focus insbedaker son’s strengths.
Getting diagnosed also allowed the adults inteveck to create a similar space for

acceptance towards themselves:

l: Har [diagnosen] forklart veldig mye i livet ditt
Anne: Ja. Jeg har begynt a forsta hvorfor tingvaart som de har veert. Ja, en forklaring, pa ee.ma

Since getting the diagnosis, Anne is ‘beginningutalerstand’: getting the diagnosis has raised a
consciousness of her problems. Anne distanceslhdrem resting entirely on yes, it is an
explanatiori, by adding, in a way. She is indicating subtleties and partialnes&xadctly what the
diagnosis can explain. This resonates with a \petforward in the magaziné]t is not an easy
excuse, but an explanation and a clarificatiofSta P& 2005, 4, 36) Subtleties are necessary

because it is difficult to untangle the acceptabénefits of moral liberation from the
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unacceptable benefits of an excuse. The topicdifasult for Jan to talk about without being

misunderstood:

Jan: Jeg har det vanskelig & komme ut om dettatis mor (.) men jeg sitter med en liten falelsatzetter
at han fikk diagnosen, og fikk vite hva den innelen] og har blitt s a si sinnsyk, sa har han biit
hjelpelgs pa det praktiske planet. Og det garisipgm dette med & holde orden i leiligheten ogeg
av renholdet. (.) For, altsa, det er noe sonmdg) er en litt stygg tanke. (.) den gar ut pd 3, han
har fatt vite at han har ADHD, og de som har det,dir noksa vanskelig med det der a holde ofden.
...Og jeg synes dette har blitt mer markert hos wansetter at han fikk diagnosen. Det sa jo ut sbm
bombenedslag hos han tidligere ogsa, men sa kiamé&lseg sammen en gang i mellom, og ta & rydde
opp og gjgre rent. Men n&! N& nar det blir fa#, ringer han til sin mor og bestiller rydde- og
vaskehjelp. Sé& gar vi der begge to en formiddagsniean er ute, og hun rydder kleer og hva na ellers
som ligger slengt overalt pa gulvet og pa badeskiientgysskapet og det hele, og rydde og vasker
kjgkkenet.

Hesitatingly to begin with, Jan admits argty thought about one change for the worse in his
son after getting diagnosed with ADHD and findingt ovhat the diagnosis covers:
helplessness over cleaning his apartment. NowJhas son isihh a manner of speaking,
mentally il and has learnt that problems keeping things depis a ‘symptom’, he appears
both less capable of ever doing housework, and mdlag to ring his mother to do it for
him. The interviewer took this as an opening toeagthat ADHD is used a@n excusg
saying in reply:

I: Det var jammen sant veldig snilt av dere. Keg ined andre ord si at han bruker ADHD diagnosen si
som en unnskyldning?

Jan: [Ja altsd]

l: [eller]

But this almost sarcastic reply and a direct qoestibout using his diagnosis as an excuse

were too un-nuanced for the interviewee's comfort:

Jan: Jeg har gatt rundt og undret meg (.) litti@)han bruker, etter at han har fatt denne diagnake som
en slags sovepute og unnskyldning for at han mgegt grunnlag for a be sin mor om hjelp... Sa alts3,
jeg har en liten som jeevel som sitter bak i dewsieg at, 'Kanskje han bruker diagnosen for a kunne
bruke oss til den praktiske opprydningen og renétsldMen det er med relativt lange mellomrom at
spgrsmalene kommer.

Jan puts forward his uncertainty over his posibgrsaying it is something héas wondered
about, a little” He reiterates the uncharitable nature of hisigoan, by portraying himself as
having a little devil on his shoulder who is nastliggesting their son uses the diagnosis as a
basis for pressuring his mother for help with hocisaning. Further, he defends their son by
saying, The requests do come at relatively long interivaldan is careful that his vague
suspicion of an excuse not be used by the reseaaashan allegation of an excuse. A few
minutes later, the topic of housework reappearethénconversation, this time about women

in the Association:

Jan: ...Det er en del av disse mgdrene som sier atedieor der ser det ut som et bombenedslag, selde
har barn som de har ansvar for og skal prave &oogp med. Men & holde orden i leilighetene sine,
det klarer de ikke.
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Jan suggests that houses could be untidy becaukavoig children in them, and shows
scepticism towards the mothers not managing to kkephouse in order. The researcher
pointed out how immaculate the houses she haatgibiad been:

l: Ja det er et interessant tema for jeg har ja ¥gemme pa besgk til noe som har diagnosen, har ba
med ADHD og diagnosen selv, og de sier at de haskexr. Men husene er utrolig rent. Jeg syntes de
hadde mye bedre kontroll p& det enn for eksemggedehar hjiemme.

The researcher indirectly questioned the assettan people with ADHD have trouble
keeping thing in order, which Jan countered witha,“ men det gar ogsa an a laere seg
teknikker pa de tingene dérThat is, tidy houses cannot be taken as evigldnat people do
not have ADHD,; rather, that they manage it effegtiv The problem for Jan may be that his
son has not considered learning these techniquésd vet ikke! Jeg vet ikke. Jeg synes det
lyder litt sgkt ogsa! (lef) Jan finally takes an equivocating position fravhere he can both
be morally relieved by the diagnosis and be ann@gdds son’s bad habits. As a father, Jan
may not have the same interest in getting a diagrnbst mothers have previously been
theorised to have, and initiates criticism of apez$ of ADHD’s lifeworld interpretation.
Nonetheless, the interviewer’s suggestion that theuses were very clean (that is, lacking
visible ADHD symptoms, and arguably therefore lagkADHD) is rebutted. In this way,
Jan supports his fellow Association members, ampaus their claim to ADHD - even
though he may hold some reservations about thtplar aspect of the diagnosis’s lifeworld
interpretation.

In the literature review we saw how medicalisatttas been theorised to enable a
morally dubious use of the sick role’s “secondagpéfits”, to be absolved of responsibility.
One could expect the interviewees to use the i@ensetting as an opportunity to excuse
themselves from some of the responsibility direaegarents for their children’s problems,
and that they would report experiencing their childiagnosis with relief. This resulted in
what can be interpreted as a charge-rebuttal inintezview dialogues (Silverman 2006).

Here is an extract from the interview with Hege owtas two children with ADHD:

I: Sa... det var en lettelse for dere & fa diagnasgh

Hege: En lettelse, men stor sorg, ogsa. Du hilidég, du blir... pa en mate, ikkekuffet men du
kienner deg borti det derHvorfor skal dette bergre oss? Hvorfor skal vi, g mate, ha
ansvar for to? Vi fgler jo oss utenfor i forhold til de andragjen, de som pa en mate kan
fungere greit i sosiale samlinger. S4, ja, dedrelettelse a vite,Ja vi har veert i dette Men
det er vondt, det ogsa. (.) Ja, det er ikkeDEg} sliter. Pa alle.

The diagnosis brought them a different understanaintheir experiences, but at the same
time she points out that acknowledging the ADHDp&nful and wearing in its own way.
Hege uses the stigmatising aspect of the diaghosisbut the suggestion of being primarily

motivated by moral relief: Hege’s family is treateith suspicion because of how her boys
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behave, and because they have a diagnosis whigthéve been open about. Hege explained
how she and her husband often have to give ingingto their children over ‘silly things’
when they are out in the yard, repeatedhAlt ‘ma repeteres. Og repeteres og repeteres og
repeteres! The neighbours are in earshot and know Hegels bweed extra following-up,
and have rejected them: she is certain they hawedubtheir children from playing with hers,
although they have not said it outright to her.

The interviewees told the interviewer how theirldten were different from other
children. Their children were very difficult, lolye agitated, angry, suffering, had insomnia
and failed to thrive despite their parents’ dedazatind love. Experts agreed. Through PPT
(school psychological service), BUP (children’s giagtric service), the Children’s Policlinic
and both General Practitioners and specialist dsctparents heard that they were not
worrying unnecessarily: their child was struck wADD/ADHD, and their child did need
extra help. Problems socialising with peers is wam for people with ADHD, and none of
the interviewees had thought their children fitiedwell at schools — at least, not before
getting medicated. All the interviewees had a fudistory about ongoing daily problems,
insomnia, bullying and traumatic incidents that el up to the assessment process; Hilde’s
son had received death-threats from the fatherswhaol peer. The children struggled with
the classroom both as a learning environment aswti@l environment. The children’s social
rejection is anguishing for their parents to watghg together with learning difficulties is a

driver for parents to act, and do something to.hélp an adult with ADHD reflects in Sta P4,

De andre ertet meg... Jeg var hudlgs. Uten filtem.liten bagatell ble for meg en stor katastrofeg J
kunne leses som en &pen bok. Slike barn er ded gote. Ikke sant(Sta P& 2005, 4, 24)
Rejection and inclusion are an understandablydpmttfor parents. In some cases, difference

is central to how parents think of their childrendahow the children appear to see

themselves:

Hege: [Han liker spesialskolen sin]... For han veajdan er annerledes og han vet jo at han shifet.at det
ville vaere veldig vanskelig & komme tilbake til déassen han gikk i far.

Hege’s son knows he is different and cannot go baglonica’s son has also started at a
private school, and is relieved not to go to thealcstate school. It is liberating to be away
from the people he did not like:

Monica: Han kom jo inn pa fylkes.... Han ville ikja der, det er veldig vide () flerkulturelt. Itfig mange
problemer. Sa i vart tilfelle er det veldig brahan kommer inn pa den private skolen. Der vafalét
forholde seg til. ...Det kunne har gatt sd mye véiadde han gatt inn pa [fylkesskolen]... Han var
ikke motivert for det heller. ...Han opplevde littiag og mobbing, og sa hadde han en kamerat som
hadde veert mobbet pa bibliotekefEr'dere homo?og litt sann. Sa han var — nei. Der ville hakedka
gatt, hvor det var s& mange sanne.

I: Han er reservert og kjenner...

Monica: Ja han orker ikke & forholde seg til sa gean
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Monica’s son’s reservations towards people or @abat mock him are validated by his
ADD diagnosis. Difficulties socialising that coulee attributed to cultural differences and
social stratification (where the setting is a lasged multicultural high-school), are instead
reduced to an individual’s limitations in relatitigand dealing with a range of people.

How medicalisation occurs is outlined by Conrad &thneider (1992) as a process
involving many actors and stages. Informed “lape” are active in medicalising their
problems, foremost by presenting them to their alscto be regarded medically. However,
school and behavioural experts (the PPT and BUiPhod easily accept parents’ reports about
problem behaviour. According to the intervieweéisere was tendency to downplay

misbehaviour as “normal”. This was cause for seoresternation:

Anne: [Nar jeg] ringte Barnevernstjenesten og ftetéavordan vi hadde det fikk jeg stadig heréda’jeg
forstar hva du mener fordi jeg har et barn pa samater; men poenget var jo det at hun forstod
ingenting. Fordi hun hadde ikke et barn med dérden... og de startproblemene som min unge har
(.) eller hadde. Sann at hun har ikke skjgnt nmgi Jeg matte jo rett og slett true med & si opp
avtalen som fostermor (.) far vi begynte pa legdenid

The woman working at the Child Protection Servieds Anne rang to for help, was not

“‘wise” (Goffman 1963: 43) to the difference betwdsrhaviour of children at a certain age,
and behaviour of children with ADHD. Before getfithe diagnosis and starting her child on
medication, Anne had threatened to give up thegd®) child altogether: by revealing this

‘shocking’ news, Anne is illustrating both how extte and abnormal the child’s behaviour
was, and the tactics she was forced to use in éspedate fight to be taken seriously by the
helping professionals. Diagnosis and medicatiorrketh an important passage from

downplayed, unacceptable behaviour through to dendieing heard rightly. Isaksson et alia
also mention this topic regarding parents encoingescepticism towards the diagnosis from
teachers (Isaksson, Lindgvist et al. In press)e &heryday familiarity of the symptoms can

make it easy to disbelieve parents who are conditioeir child is suffering unacceptably:

Hege: Nar [min sgnn] begynte utredningen sa sé deey at, ‘Det er ingen ting i veien med han, han funger
kiempefint og jeg sto pa mitt og saNei, han gjgr ikke dét. ... Vi har blitt tatt alvorlig av bade PPT og
BUP og pa nevro-teamet. Skolen er vel den instajesg faler at ikke har Iyttet, og barnehagen. Jeg
faler vi ikke hadde stgtte. Det er det som er $ynfiprdi det er de som overser mest av guttene oin
du faler pa en mateEr det bare jeg som har vansker? Eller at de iklkeer & se hari.Sa, det var en
seier pa en mate, for meg nar jeg kunne ga bort til densi, Nei vet du hva? Jeg hadde rett i de
tingene, og sann kom det ut nar jeg fikk folk samide virkelig kompetanse til & sjekke opp i"d@g
sann har jeg gjort fordi jeg har ikke skullet fadtagnose pa ungene mine, men jeg har folt at alefék
den riktige hjelpen.

At the beginning of the assessment, Hege had ist ith&at something was troubling her sons,

because it was not immediately visible; though samough the psychological and
neurological experts took them seriously. She wawme frustrated by the school and
kindergarten staff, and they even made her doulselie But Hege ‘stuck to her guns’, such

that when the diagnosis was given it was sometbing personal triumph! The medical
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experts agreed with her, and they were the onesevtiorf” ADHD is on. The authority of
people who feally had the competenritéo carry out the assessment is evoked, and the
superiority and finality of qualified medical infeetations is implied over the views of day-
care workers and school teachers. Hege defendndratity by arguing the pragmatic utility

of getting an assessment and diagnosis for her s&ims did it to get therie right help not

for the sake of the diagnosis. This experiencensedeso consistent with the literature on
medicalisation that | continued the thread in tegtnnterview, asking Nina directly about the
relief the diagnosis offered in vindicating peopiehat way. Nina stopped me bluntly with,
“Det er ikke noe kjekt a fa en diagndse.

This is an important point, because it concern$ lzoprocess where the motivating
aspects of medicalisation can seem petty. We coudtd to interpret Hege as primarily
concerned with being right in a disagreement, dmd tvould overshadow the driving
motivation behind her actions: Hege’s convictioattthere was something wrong — although
she did not know what it was — and that her soesi@@ help.

Anita discussed how difficult it is to ‘face up’ pyoblems in a diagnostic form:

Det er ikke alltid lett & innrgmme at en har protge, eller hva som er problemet. Men en ma tarre a
sette ord pa problemet. Og gjgr man det, sa emdighet for & fa hjelp.

Further to this, Anita thinks many people preferoier-look problems in their family that
could be psychiatric. It is shameful to be diagrmhdut sometimes a practical necessity (she
argues). Jan reflected on the difficulties the oksstion has in getting people with the
diagnosis to ‘come out’, and explained)eénne diagnosen er i den aller hgyeste grad
stigmatiserendé. The personal gain that parents can get fromi&@chg’ the diagnosis for
their children and/or themselves is strongly terageby the stigma they acquire, and the
personal nature of the investigations carried owing assessment. Nina explained that when

children have problems in schools and kindergaytiesr parent get assessed by the PPT:

You get observed by them. They watch you with yohitd and record it on video, to see how you
interact. They want to rule out every other pdssdause of behavioural disturbance before theg giv
an ADHD diagnosis.

Although Nina agrees they diagnose rigorously arne out other causes, she personally was
not subject to this,Det trenger ikke dusa dé. Nina, who works in a specialist occupation,
thinks she was exempted from any humiliations beead her assertive approach and ability
to formulate her views academicallyn‘their languagé But she knows of others who have
had their parenting evaluated, their houses insge@nd felt humiliated by it. So, she told
the researcher clearly that not all parents mettt {the experts” on the same terms.

By contrast to Nina’s experience, it took 2 ¥z gebefore Hilde's son was assessed.

Rather, her mothering was the focus of attention:
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Hilde: En uke far han fylte 5 &r begynte vi & ghtmedisiner. Oppe i den prosessen fra han v&isXé matte
jeg gjennom alle mulige foreldrekurs, fordi at tevar det bare det at det var meg som ikke vak flin
nok. Jeg var ikke konsekvent, jeg var ikke flirdkril & falge han opp.

l: Hvem fikk du den beskjeden fra?

Hilde: Barnevernstjenesten. Fordi det var de jdgkontakt med. ...Jeg husker at det var mange kamper.
Farste skulle jeg giennom mange foreldrekurs, riaekf hjemme, og jeg fikk stgtte fra hun som filmet
hjemme: Du gjgredet rett! Han klarer ikke sitte i ro, dette herrJa. Og det hjalp jo p4, til at han
kunne bli utredet. Men det var mange (.) det vastend da jeg falte meg totalt mislykket som mér p
grunn av at det var det som var fokuset... Det vieg llett & fa han utredet. Det var kampen lik.

Before her son got diagnosed, Hilde was seen asaimee of his problems.| tvasn’'t good
enough. | wasn't consistent; | wasn’t good enoaglollowing him ug. Hilde was careful

to point out that it was her who made contact whin Child Support Agency in the first place,
not visa versa, and Hilde had many ‘fights’ or thet’ with them on the way to getting her
son assessed. It was not until she had been thraugeries of courses and was filmed
interacting with him at her home that it was evafijuconfirmed that she was doing what she
should, and that her son was allowed access tesssment.

Behaviour such as being aggressive at birthdayegagrovoking death-threats from
other children’s parents, or driving parents totrdigion in front of the neighbours is
challenging in itself. However, the stigma of ADH®not limited to actual behaviour, but
also includes the ‘dangerous’ image of the dise&®e.instance, Monica had to insist that the
private school take her son, despite his ADD. Phacipal had not wanted a problem
student. Monica told me how she had to ring thecgral, and explain the difference
between ADD and ADHD, that her son was doing welhtedication, and that he deserved a
chance.

Norwegian women are in a somewhat different situnathan Malacrida or Singh’s
mothers when it comes to their gender role andlfarasponsibilities. Although the data are
too limited to make generalisations, the interviesieonfident stance could be interpreted as
indicative of a feminist-influenced cultural seginvhere neo-conservative imaginations of
women and motherhood do not hold the same validitihe seven interviews all expected
help for their children, and felt fully entitled taim it. They do not present themselves
during the interviews as “feeling guilty”, nor doely seem afraidot to “play along” with the
“helping professionals” (Malacrida 2003). Rathiéére people interviewed for this research
confidently and righteouslgemand services they believe the diagnosis shatideethem to,
but which are not always forthcoming. Hilde expkd how her relationship with

pedagogical assistants changed after she got hedagnosis and starting taking Ritalin:

Hilde: Fgr hadde vi mye kontakt med leererne ogstmsiene, som var veldig positivt. Men etter & je
begynte & lese mer om lover og regler sa ble jegtérk for dem. For de kan ikke avfeie meg lenger
sa de trekker seg unna. ...Etter at jeg begynte ghsiner, [...sluker jeg] alt som jeg kommer over av
fagstoff og lover og paragrafer, og far med meg Etir det at jeg klarer & sitte... Det er nok deh s
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avgjgrende. Ogsa klarer jeg & fa skrive det, sdadeskriftlige klager. Det liker de ikke... Jeg
skremmer dem nok litt.

Empowered by Ritalin, Hilde now takes a legal apptoto her son’s education and the help
he is legally entitled to. Hilde ha®écome too strong for [teachers and assistdntshd
they can no longer ‘brush her aside’. She writedtem complaints and admits that she
probably scares her son’s teachers a little bildeHshows her knowledge and capacity for
action, ‘1 read all the academic literature, laws and [leggdaragraphs | can get. In
Norway, children who require help that they ardtkeat to under a particular legal paragraph
(see footnote 3 on page 17) are sometimes refeoexs ‘paragraph 6’ or ‘paragraph 8’
children. Hilde’s son is a ‘paragraph’ child, as imother boldly reminds his school.

Nina does not have ADHD herself, but was once ekpliblamed for her child’s
problems. When her son was in pre-school, a nesspinool teacher whom she described as
“young, freshly graduated, and without childreabuked her for the way she dealt with her
him. Nina was so insulted by this that she respdraly printing the relevant paragraphs of
the Child Protection law, which she already knews yablicly available online, and went
through them point by point with the pre-schoolktea’s superiors. The dispute was settled
by the teacher being reprimanded and relocated. Nika put it, 'Jeg er ikke akkurat
ressurssvak

It also appeared that the process of meeting otiearisg similar experiences was an
important condition for building confidence a

consciousness. Hege talked about her nee
talk to other people about the diagnosis and
meet people in the same situation, a
participate in various activities arranged by t
Association. For mothers like Hege (with a
without the diagnosis themselves), the diagn
provides a rallying point to meet up with peoplaldey with similar challenges and share
their experiences. The data can be plausibly asgabinting to the contingent nature of what
a diagnosis means. It seems that for the Norwegidro were interviewed, it was a group
process in a particular cultural and discursivérsgthat made them feel confident.

Malacrida (2003) wrote about how mothers’ worries mnored, while at the same
time children’s problems are blamed on them. inésvees in this study did express
satisfaction when they could approach the schotil Whieir child’s diagnosis, or the relevant

legal paragraphs. However, the suggestion thatagndsis is merely a route to moral
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absolution for the parents, seemed implausibler éfil&ing to people who ADHD actually
concerns. The hermeneutics of suspicion would @elto criticise that this is exactly what
they want us to think, because it benefits themmaking them look innocent even though
guilty of something. This is precisely Malacridgsint. Further, it should be pointed out
that the diagnosis ADHD is stigma laden, and thatstrongly genetic nature makes it a taint
on their family, parents especially. They havarthways of dealing with this (various ways
of defending their family’s standing and moralitynd focussing on ADHD'’s positive side for
what its worth), as discussed further on.

A diagnosis or medical condition can become phe person’s identity. ADHD gets
its particular social meaning through the work geamw on it in relation to their own situation
— and in the case of ADHD, from the perspectivp@dple with the diagnosis and their near
family members, their interpretations create meguaibout their family member’s challenges
and successes over generations, as well as creagaging about the current situation. In
this sense, because of the emphasis on the bialaggd¢ure of ADHD, a whole family gets

the diagnosis.

Conflicting moralities
Expert opinions are not always sufficient to legaie an act, or defend a reputation. Whether

supported by expert systems or not, there aresstihg norms operating against medicating.
To elaborate on this, | would assert that the &afttiet taking culture is similar to the values
held by those in the abstinence movement. Nokuoighand not taking pills are associated in
some ways, and there is some overlap in how eaplerieived. Being a non-drinker or a
non-pill-taker is both an action and in some cot#e& moral status [see appendix 6 for an
example of this; and Sta Pa (2009, 1, 22) asdeatsittis a myth that all people with ADHD
even use medications]. As with alcohol, pill-takiis associated with ignoring or glossing-
over problems that one “should” face up to. Uslgphol, drugs, or pills is seen by some as
a temporary and unworthy method of dealing wite'éfdifficulties. The main complaint of
the anti-“lifestyle drugs” movement is that the lamcondition becomes a medical condition.
Self-knowledge and insight, and cathartic expressi® lost to the blandness offered by for
instance Prozac: one might lose one’s demonsplatdne’s angels, too. Unhappiness that is
caused socially (for example, oppression) is fikgdneutering individual's feelings, rather
than addressing the cause. Additionally, we a@rmed about the pills in the first place by
the industry which is selling them to us for thpmofit. So we see there are a number of
morally loaded reasons not to take pills: lost-kalfwledge and expressions thereof, lost
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opportunity for social change, industry creatinfalae need for their product which we then
literally swallow, and more diffuse reasons coneddo ‘good taste’. Klerman coined the

term “pharmacological Calvinisinto refer to:

a belief system in which drug use is held to be dadl potentially even dangerous if its makes yal fe

good. A drug that makes a subject feel good eitheomehow morally wrong or is going to be paid for
with dependence, liver damage, chromosomal chaogesome other form of secular theological
retribution. Following up this lead, an NIMH studly the early 1970s found that many lay people
viewed nervous problems as a sign of moral weakandsthe use of something like tranquilizers for

such difficulties as further evidence of weakndbtealy 1997: 227).
The Norwegian state church is Lutheran, not Cadtjrand many Norwegians emphasise a

cultural relationship to the church, rather tharlayious/spiritual one. So while ‘Calvinism’
might not be the appropriate label, nonetheless, ithplied moral weakness of needing
medication is attended to by Monica, when she says:

Vi kommer fra et veldig sterkt kristent hjem og nmior var hjemme og var veldig sann, "Alkohdl@i.
Ikke.” Min far, han fikk ikke Clausthaler en gang! &inn i vart hus. Min mor var sdnn. Veldig streng
pa det. S jeg er oppdratt til at man skal hotgisina alkohol, eller rusmidler, da.

By mentioning her own mother’s abstinence and tstetigious stance on alcohol, Monica
was invoking a moral code associated with the Ngrare Lutheran church, and calling upon
it to demonstrate her own responsibility. She rsakeparallel between drugs and alcohol.
The sub-text of what she was saying was that #neynot an immoral familywho would take

pills for an easy solution to life’s difficultiedMonica continues with:

Men det er sd viktig & fa fanget opp og fa diagnos@a har man ikke det behovet for & selvmedisiner
seg. Og det har jeg lest mye om ogsa. ...[Hvis m@nluse seg sa blir det sa ekstra vanskelig.

She approved of her son’s amphetamine treatmemtubecit would protect him from drug
experimentation and addiction; Monica strengthees dredibility by asserting,And I've
read a lot about this, tdo Further on in the interview, the interviewerimed out that the
issue of people ‘self-medicating’ because they havieeated ADHD has been in the mass
media, and that others think they are ‘merely’ dadgdlicts looking for easy (immoral) access
to drugs. Then Monica was asked what she thoughitahe drugs they want being the same

medication as is used to treat ADHD:

Monica: Ja, altsd, jeg er sa glfad at min sgnn fikk diagnosen da han var 11For da er jeg veldig trygg pa at
han ikke vil begynne & sgke rus. ...Vi ser jo dehpé datteren var, at det er veldig mye alkoholbruk
Sa vi har bekymret oss for det. Sann at, (sukkhardikke mine tre voksne brgdre (...) fatt diagnosen
eller de har i hvert fall ikke fortalt det til medvien to av de har, det er et stort alkoholforbrakg jeg
er helt overbevisst om at far barna eller far magmabosen og far man medisiner sd kan maneoliet
fra & bli en rusmisbruker. Jeg er helt overbegter alt jeg har lest. Sa det er s viktig diget opp
i systemet, fa diagnosen, hvis man har det, obj&p. Jeg vet en annet tilfelle om en mann i &hé
som er_helpa kjgret... har ikke fatt diagnosen men det ertyeltlig at det er ADHD. Sa derfor er jeg
sa opptatt av at de ma fa diagnoserpidrerteten. For & unnga. Fordi stoff bli s spede.

...Og i gamle dagene var det ikke narkotika, da. (de) er helt klart at far var det alkohol. Sa
[bradrene mine] brukte det.
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Monica is not only pleased that her son got thegrbais early, but convinced —after
everything she has read- that early diagnosis spgeple from becoming drug and alcohol
abusers. Monica used three anecdotes (about bghts; and a young man she knows who
has ‘gone off the tracks’; and two of her threetlheos, who are heavy drinkers) as examples
of people who could have benefitted from diagn@disan early age. Their undiagnosed
ADHD destined them to problems with drugs, depmssind alcohol. Monica feels very
confident that her son, who got an early diagnasid is ‘a very happy young mans safe
from the problems the undiagnosed people have s,Tdntreatment that involves pill-taking is
no longer seen as immoral.

Rather than ‘not facing up to a problem’, the matians actually help them avoid
problems, because the biggest problems are sdgimg#n the future when drugs and alcohol
become available. Therefore, it would actually fere immoral to deny somebody
medications for an illness they have been propasigessed for (Monica’s caveat that it is
important ‘if they have itto get the diagnosis, distinguishes between tisas# as her son
who can be helped by the legitimately diagnosid, @hers). So the morality associated with
abstinence and naturalness is interwoven by Mowittascientific expert knowledge that she
has access to through reading. The scientifiadigumented risk-reduction offered by the
“Ritalin Track” (Singh 2005) displaces other idestsout morality and how to be a good
mother. Sta P& supports this idea through promaifathe Association’s black T-shirt that
reads, AD/HD — back on track(a play on the AC/DC albumBack in black).

Being against alcohol and in favour of medicatvith amphetamine can be construed
as contrary from a certain perspective, there ks @her ways to interpret this. In this case,
the morality associated with abstinence was invdkegresent a respectable and careful self;
that is, one who would not “drug” their child. réi had also been reluctant to medicate, and
waited a year before finally trying her son outraedication. Other informants also spoke
their morality into scientific terms. It is a casé doing the best parenting possible and
looking after the child’s best interests, by utits the available scientific advances. Hege is
glad she was able to get her sons diagnosed, aunfdl Wke to see other parents who are less

able to manage, helped:

Hege: [Sgnnen min] sier seiTtisen takk, Mamma, for at du brydde deg og at dudgt beste for még Sa
jeg faler jeg har gjort en god jobb ...Jeg vil tdet er noen foreldre som sliter mer med barna esime
andre. Foreldre som ikke klarer seg sa godt, deikke klarer a fa hjelpen til barna sine. Jegkjer
et par gutter som jeg skjgnner, jeg skulle gnsgekimne hjulpet de. For foreldrene klarer detifkkt
ikke.

I: For de sliter sann selv?

41



Hege: De sliter selv og barna vil komme til & shiter enn foreldrene. De klarer ikke & se det s€dg det
synes jeg er litt sart fordi det er sd ungdvendigg kjenner foreldre til barn som sliter kiemperoge
jeg tenker, Hvorfor er det ikke noe hjelp?

Hege feels sorry for children of parents who wexetired to notice how badly their children
were faring socially, or so defeated that they edrra blind eye. Hege’'s sons are on
medication because she was attentive enough toenthiey needed help, not because pills are
an easy answer. When Hege sees other familiggg$itig, she wishes she could help them —
because the children’s futures are so uncertfiiing’ parents] are struggling and the children
are going to struggle even mdtrelHege thereby presents herself as a better p#rantthose
who do not get their children onto the Ritalin &ac

Hege had known something was wrong with her clild,the school didn't listen; she
persisted and was proven right and her ctittineed help. Hege was assured she was sure
she was doing what was best for her child. Shaghbothers who criticised the diagnosis
were only showing their ignorance. Nina and Amvexe not only well informed, but among
those who create and disseminate information. kgnlan, Anne and Hilde knew they were
well-informed and knowledgeable, having read comensively on the topic: echoing
Malacrida’s (2003) findings. The proof that thegyas had that they had been right to worry
in the first place was drawn from authoritative enp.

This chapter has argued that diagnosis providasgat-side of moral absolution, and
has shown how the diagnosis is connected to a mgfaiidentification with the diagnosis
and a belief that the diagnosis will give accesadsistance. Parents’ motives for acting as

agents of medicalisation should be understood eathpassion.
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5. FATE: “I know it's not my fault, but | do ask wh vy

Now that we have considered the ‘bright side’, vasvriurn to consider the ‘dark side’ of
being diagnosed. Diagnosis has a stigmatisingefiéhich can make the diagnosis itself into
a burden in addition to the actual ADHD behavio{@snrad and Schneider 1992, Solvang
2007).

In contrast to previous studies of mothers of ¢kildwith ADHD, the mothers in this
group consistently specified thidey felt themselves to be good parentdis occurred in an
interview setting where there was a set of questretating to blame, although the question,
“Do you feel guilty?” was never asked specificelilye reader is reminded that implications
of guilt are cultural, as discussed in the literatteview and methods section; the author does
not imply that the parents should feel guilty aboueithchildren’s behaviour or their
diagnosis). Those | spoke to highlighted incideviere they had been hurt, disappointed or
insulted; but at the same time as they were carefuto exaggerate. A clear message came
across that while they thought staff in governnmemvices and schools meant well, that there
was a lack of understanding in schools and publigises of what ADHD is and what kind of
assistance is helpful.

Their presentation of their mothering was free ofilats: the diagnosis let them brush
aside mother-blame. But while they were careful toopresent themselves as feeling as if
they were bad mothers, or actually being bad methguestions of a more metaphysical
nature did arise. Monica wondered why her familgidd be additionally loaded on top of all
the other difficulties and constraints and chaleEnthat they know their children will have to

face:

Monica: ...jeg har [ADHD] antakelig i liten grad. glear aldri hatt behov for rus. Men jeg har fahdiroen,
rastlgsheten, og litt sdnn (.) har ikke det hedt, tiksom. Jeg er ikke sann som de andre liksgm.
Impulsiv. Vimsete. ...Men det er sa viktig & fa fah@pp og fa diagnosen. Da har man ikke det
behovet for & selvmedisinere seg. Og det hargsgrhye om ogsa. Og det er veldig trist, og det er
ganske vanskelig (.) jeg er kristen selv (.) detarskelig & ha noe som gjare livet litt ekstraxgomt,
fordi man har fatt noe. Man kan ikke hjelpe fot,d#et er s& genetisk, det er jo sa arvelig. 79Q
prosent arvelighet. Sa det kan veere litt vanskligrholde seg til at,Hvorfor skal jeg fa noe som er
sa vanskelig & leve medPet er ganske taft. Og hvorfor skal mine baandet strevsomt?

l: Livet er vanskelig nok fra far.

Monica: Ja det er taft nok. Og saerlig hvis mamdaruse seg sa blir det sé ekstra vanskelig. j@egdr en uro
for min eldste datter. Hun fikk jo diagnosen mem halte ikke Concerta. Og det er jo dumt & blande
anti-depressiver og alkohol. S& man blir jo lekipmret for sine barn, for vi er glad i dem. Hureser
veldig pa det sosiale og vil ikke vaere med oss'W& Nef. Vi har liksom gjort noe dumt sa hun vil
ikke veere med oss. Det er veldig sart. lia]

I lia]

Monica: Sa derfor er jeg sa opptatt av at de markertil behandling.
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Monica explained she was an active Christian, Soview on certain problems as
determined by fate or predestined could be explaime that: however, despite asserting a
Christian ontology she used scientific facts abADHD’s heritability, “One can’t help it,
after all [ADHD] is genetic... 70 — 90 percent hebthty”, girders her claim that the
individual is powerless against their ADHD throughat Schick calls a ‘protocol sentence’
(Brown 1990). Such strong textbook-like facts mitben the speaker’s credibility (Latour
and Woolgar 1986). AskingWhy should my children have something that makeséirder
...[when] it is hard enough already[?]s a question used as a starting point from whah
make meaning. Why me?is a meaning-creating question; it acts as animgy point from
where individuals seek answers, and then go ondate a meaningful narrative (Kleinman
1988; Becker 1997). In Monica’s case, her daugh#®DHD explains why she has rejected
her parents; the strongly genetic nature of thgrdiais in turn explains why her daughter got
it. Thus, ADHD is part of making sense of life’#fidulties: it gathers a collection of
otherwise diffuse and otherwise semi-articulatezbfgms under the diagnosis (Conrad 2007).
By reducing the weight of failure, our everydayiiy problems and living questions become
clearer.

Hege did not mention religion, but she too strudgieith fate. Hege’s slightly
despairing questionWhy should this touch us®Norwegian quotation given earlier on page
35), was connected to her sadness for the proltleeyshave had, and concern about the risks
they face in future. This fits with the idea of AD as a life-course risk. It is a facet in the
production of meaning and reflects a feeling ohgeset apart from others, feeling different,
isolated, and alienated. In addition to behavibprablems, their stigma - risk itself - is an
“othering” force (Lupton 1999). The suffering issponded to with sense-making narratives
about what ADHD is and why it has afflicted thenfily.

Interviewees appealed to the interviewer to ackedgg that there is a certain amount
— an enormous amount — of what happens in a chifd’and who that child is, that is beyond
the parents’ control. In this emotional contexthelplessness, they were being strong and
taking action. As Anne statedylan ma legge til rette for barnene sine, sédnfne asserts
that parents must facilitate for (or, set things fop) their children, and requests the
interviewer’s agreement at the end of her statem8he can do this because that parents have
a duty to help their children is a strongly supedrtnorm. So, ADHD is a site for
intervention. ADHD provides &ocabularyfrom which parents can approach the schools

about how to look after their children.

44



While getting an ADHD diagnosis has previously besmggested to liberate and
absolve, the worry and concern the parents contiodgve for their children, and the way
they have to extend themselves to help them, shhmmsthe diagnosis can be experienced
more as confirmation. The mother-blame that wagpmminent for Malacrida’s (2003)
English and Canadian mothers is displaced in #tisng bygenetic fate The diagnosis does
not remove suffering; it puts it in to new termgehetic fate While this project began with
an aim of interviewing parents of children with ADHdiagnoses, it became apparent
underway that in talking about their children ahdit parenting, the interviewees also talked
about themselves and their own ADHD diagnosishat of extended family members. With
the exception of Anne whose children are adoptédf ¢he interviewees talked about ADHD
as familial:

Monica: | have a low degree of ADD. [My childregét it from me. ..My brothers are undiagnosed

... but two of them have, there is a large consumpaicalcohol.

Hege: There are a few diagnoses of ADHD in thdefeded] family, and the number of them is

probably going to increase.

Nina: My son got it from his father.

Hilde: | can confirm with 99% certainty... that matlier also had it.

Jan: We strongly hold the opinion that he gotatf his [biological] father... [who] has clear

psychotic characteristics.

Anita: My father had all the symptoms. He woultié been diagnosed with it... | don’t have ADHD

but my daughter gets it from my side [of the farily
Those interviewees who did not have an ADHD diagntd®emselves (Hege, Nina, Jan and
Anita) still told stories of families tending to Ve individuals with ADHD characteristics.
These interpretations are not limited to the lo&s$ociation chapter, but also occur in the
Association magazine. Pernille Dysthe, writing 8t& P&, explained how her son got his
ADHD from her, she got it from her father, and sheggests that her grandfather who
committed suicide at an elderly age probably digl tiecause of his ADHD.

These new terms may have downsides of continuidiyigiualization and seeming

fate/inevitability:

Anne: at det kanskje alltid vil veere et eller anrut tror jeg. Fordi jeg ser det bare pad meg. selv
Ogsa jeg har jo slitt med mine ting uten & veere &leer at jeg har hatt en diagnose. Jeg har
statt pa egne bein. Klarer meg greit, med badearkd og utdanning, jobb — alt dette her.
Men det har alltid vaert noe pa veien som har vedrtd std i. Og det tror jeg nok at de ogsa
regner med & oppleve.

In hindsight, Anne sees her own past strugglesrnimg of her ADHD. She expects that there
‘will always be something’ with her children, andat they will come up against similar
challenges (although they did not inherit ADHD frdmer, as she is not their biological

45



mother). Jan, whose adult stepson has ADHD, wasiedoabout the heritability of ADHD

and implications for his beloved grandchild:

Jan: Da vi fikk hgre denne her at sgnnen haddedfagnosen, sa ble vi jo unektelige noksa
bekymret, for han har jo en liten sgnn.

I: Og dere var redd for at [barnebarnet] skulledofgsdiagnosen?

Jan: Ja. Bade meg og min kone tenkte jo pa deighasén.

The happiness mentioned by Jan earlier (previoapteh), which was felt by everybody
involved when Jan’s son got diagnosed, was tempésedhe ‘Undeniable worry that
accompanied the genetic understanding of ADHD. s Titiation shows how diagnosis on a
father has possible implications for the son, beeaADHD is seen as running in families.

Work on the reproduction of social inequality thgbuthe school system has pointed
out that those who do well in school often comerfiamilies where it is expected to do well
at school, and where parents are competent anddeabfwith the curriculum. A student
whose family background does not include familjantith educational codes or whose
identity rejects those values is set at a disadggn{Willis 1977). However, some of the
factors that sociologists consider socially deteediat the macro-level and considered by the
interviewees to be genetic when it concerns theviddlals they are discussing.

To recapitulate, dyslexics take legal action beeanisthe failure of their school to
employ the de-stigmatising power of the diagnodfeople with ADHD are concerned are
ADHD people about getting treatment and getting tilgat help, but they also share the
concerns of these above-mentioned dyslexics whe fgame to court regarding social effects
of their diagnosis. The social outcomes of edocatre at least as important as purely
educational effects. For unlike Paul Willis’'s (I97school-outsiders, the children with
ADHD do not have a collective to be with in schadio share their situation. Furthermore,
they are not deliberately sabotaging their own atlan. Having ADHD by definition means
some kind of deviation from school norms. Theraaspride, for most, in standing together

in a school situation and talking about a “we” wkBHD:

Anne: Det hadde blitt sa veldig mye enklere hvigiklet hadde vaert sa stigmatisert, det & ha ddéagaasen.
Fordi folk far problemer med a identifisere seg nigahnosen. Den blir en skam hos mange. Og det
ser jo vi i organisasjonen om ADHD, at folk vil &kvaere der, ungene synes det er flaut, de vil ikke
komme til samlinger og mgte andre i samme situasjode vil ikke ha brev sendt hjem med ADHD
[skiltet?] pa, for eksempel. Sa jeg hadde hapdetakunne blitt litt mer alminnelig-gjort og aksege.
Akseptert i sin helhet. For at folk skal fa detilemed seg selv.

l: OK. Jeg visste ikke det.

Anne: Ja

I: Det ma skape en stor (.) utfordring for ADHD-Nerhvis de som er med i organisasjonen ikke vilemgt
de andre. Jeg snakker seerlig om de ungene.

Anne: Ja, neimen, altsd det kan veere voksne ogsadSknt? Det kan vaere at mor gjerne melder seg in
organisasjonen fordi hun har et barn med diagnasen, far tillater ikke at noen skal vite om at @& h
et barn med diagnosen, for eksempel. Det kan je e voksne ogsa. Sant? (.) Det er en skam & ha
ADHD (.) enda. Ute i samfunnet vart. Det synagge veldig synd. Det gjagr det s& mye vanskeligere
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for den som har det, spesielt ungdommer tenkesgeg er gjerne i den alder hvor, ja, mange hormoner
og mye som skjer. Sant? Og i tillegg sa skalaldet problemet.

l: Ja. Puberteten er vel nok uten [andre...] problem.

Anne: Ja og det synes jeg er veldig synd. Ogégegist her. Han tenaringen min han bryr seg ikken hun
jenta mi har ikke alltid lyst & si at hun har ADHller hvis hun har venner her og hun skal ha medisi
sa har ikke hun alltid lyst & vise det (.) og defoedi hun har blitt terget pa skolen. Sa det, et er
langt igjen & ga enna.

Anne tells the interviewer it would be much easi@hout the stigma, because the children
think it is embarrassing. She would like ADHD te imade more common and accepted, so
that people could feel better about themselves.refponse, the interviewer suggests the
embarrassment applies mainly to children and yqeaple. Anne, surprised, explaing,i$
shameful to have ADH[Qpause)still.” By adding, ‘still’, Anne indicates the possilbyliof
progress, butThere is a long way to §o

Hilde’s son also felt the negativity of the label:

Hilde: ...Og det var som [sgnnen min] sa en gamdgarima jeg vil ikke ha denne diagnosen. For at jeg
kommer aldri til & bli (.) godtatt. Jeg kommertilltil & fa pd meg at det er meg som er sa sigthais
jeg ikke klarer a slutte & veere s sint, s komegtil & havne i fengstl Og jeg prevde & siVennen
min det er veldig mange som klarer & slutte & vgere. Det trodde ikke han at han kommer til & klare,
for nar han ser pa de andre, sa er de sa rolige.

Hilde’'s son feels he will never be accepted ondws terms. He interprets his difference
from other children in terms of his anger comparetheir calm, and takes it as a sign that he
is destined to end up in prison. Hilde told theeacher she had tried to assure him that it
was not inevitable, because many other people neatagtop being angry: yet that is not
what her little boy sees lying ahead. Despiteattmeoury of the Ritalin track and his mother’s
encouragement, the negative fate discourse attdottbd diagnosis was prominent in how he
envisaged his future.

Family stories and authenticity
As mentioned in the literature review, people aensas placing a certain amount of trust in

experts and use them as sources of reliable knge)quarticularly when matters are unclear
or involve dilemmas or threats. The issue of peaity or as Singh calls it, “authenticity”, is
often overlooked in ADHD research. The questiowbéther the child is their true self when
medicated and behaving well, or whether the meidicats unnatural and makes them
someone they are not really, is left unaddresSdtere is no clear way to relate to this issue
presented in the scientific literature, nor in teeent pages of Std Pa. In short, there is an
absence of expert advice on the topic of the ‘sei€, and so the interviewees did not have
certain answers about it. Further, the questios mat with a little hostility as if it were a
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very personal question; while other questions whilcad thought were equally as private and

personal were greeted with generous stories.

Anne: Nei det var litt vanskelig akkurat det spegiteh synes jeg. (.) Fordi at jeg synes at det er
bade-og. () Alts3, det at de har diagnosen ADHE,blir jo en del av barnet, sant? Og ut i
fra det, s praver jeg & se helheten av barnet.kae ikke (.) jeg kan ikke bare plukke vekk
ADHD og sette den i en bas og sa se pa ungen paren mate fordi det er, den er en del av
oss. (.) ...A dele det opp eller separere detrirarenen det tror jeg ikke at jeg kan. (.) For den
blir ogsa en del av personlighet.

l: (1) Ja

Anne: Men det kan hende at jeg tenker sann fordgfe veldig opp i det. () Nei jeg tror ikke jegrk
dele det (.) nei.

This quote shows how Anne first politely told thesearcher it was an undesired topic by
saying, No, that’s a bit difficult, followed by a pause. She explains ADHD is parthe
child and that they she tries to see her childstiohlly, continuing, The diagnosis becomes
part of the child. | can’{pause)l can'’t just pluck the ADHD away... and see thectiml
another way, because it's a part of us. | canitidie it or separate it... it becomes part of our
personality. After this taking this strong position she adtle caveat, Maybe | think this
way because I'm so into’ibefore returning to her positionN6 | don’t think | can divide it
[from the individual]. Nd. Experiential authority is added to Anne’s pasitiby including
her view of her own diagnosis to answer the questibout her child, and by strongly
distancing herself from any indication that she tsda change her child. This then shows the
interlocutor her dedication to and acceptance othad.

Monica was also uncomfortable with being askedibal fa metaphor, comparing
ADHD to other ilinesses or the experience of ADHDother experience. First she asked a

clarifying question, which was answered by givimgexample from a study by Singh:

l: For eksempel, jeg har lest om en mor som sgh&dHD’en var som ville dyr i barnet hennes
som hun matte ta kontroll over. Andre mener atiklet gar an a skille mellom ADHD’en og
barnets personlighet, for den er en del av hvemedeom person. (.) Hvis du skjgnner

Monica: (sukker)
I: Du ma ikke
Monica: Det var litt vanskelig, jeg ma tenke l{fpause 8 seconds). Nei jeg faler ikke (pause 6neks)

Vi har jo ikke hyperaktiviteten. (pause 3 secontx) tror det er mye vanskeligere og mye mer
strevsomt nar man har et hyperaktivt barn. Vi baAPD. Sa det (pause 10 seconds) Hva skall

jeg si?
l: Nei det er ikke sénn du tenker.
Monica: Nei ikke s& voldsomt, nei.
I: Vi dropper det.
Monica: Han, altsd, min sgnn, han er verdens stélleHan er glad i oss og vi er veldig glad i bgrvi

sier det, og vi merker bare det at han er mer utalmodidlir lett stresset av lyder og nar han
ikke har hatt medisiner. Men altsd. Det er veltigkjell fra da han var barn. Far han fikk

diagnosen, da var det mye mer stress. Seerligirgkulle pa landet og sadnn. Hvis ikke han

fikk en cola sa ble han skikkelig, helt sdnn "Rma¥blig. Det ble mye stress og kaos. Nei det
er vanskelig & si. De er liksom, den de er.
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As already pointed out in the methods sectionatigeiably inappropriately psychotherapeutic
tone of the topic area and questions could be #rfan the interviewee’s reluctance to
answer. Language could have also played a ralectBated with agonising silences (broken
only by baby noises), Monica made the distincti@ween ADD and ADHD. After the
interviewer agreed to drop the topic, Monica geunsipcovers over the discomfort and tells a
story about how much she loves her son; addingodfatre he got the diagnosis he used to be
more impatient and their life was more chaotic. Mimica refused to answer the question on
the terms it was presented to her; but out of ledriess and good manners explained how
her son is calmer now, and finallyi’s difficult to say. They are who they drelhat is, like
Anne, Monica accepts her son for who he is (now hieais medicated for his own good).
Any implication that medications to change behavichange the authentic person is held
away from discussion, instead bringing in ideakweé and acceptance.

Hege dodged the question by sayinigthink ADHD is genetic. It comes from our
ancestors. The interviewer accepted her response immediaégld moved on. Nina,
similarly, gave an articulate genetic-scientificplanation for ADHD and also emphasised
that it was aconditionthat is part of who they are.

The interview with Hilde was one of those conddci¢ FFO. Perhaps because of the
interview setting, Hilde was willing to discuss theestion, drawing an interesting parallel to

similar questions of authenticity relating to meirtaess:

Hilde: Ja den ma jeg tenke litt pa. (sukker) Jedenen si en gangJég har en sykdom, sykdommen
er ikke megd. Jo, den er din personlighet. Men samtidig ersiikk motsatt, nar jeg praver a
forklare til han — og til meg ogsa — at noen atirrgene er sann fordi du har dine - du kan ikke
kalle den for en funksjonshemning for det er et s@gativt ord for en gutt [i hans alder] —
men noen av disse ting bare er sann og du ma ladeseamed det. Da er det bare
personligheten min, da!

"Hmm nei, du kan skille personligheten og hva sgmeistleg” (.) Ja. Jeg klarer ikke alltid &
se det. Jeg ser det er utfordringer & forklaretilen unge [p& hans alder]. Det er s& mye mer
enn det og han faler seg bare som et stort s&ili.derfor far jeg skylden for alt. S&, der har
jeg glemt sparsmalet (ler)

I: (ler)

Hilde: Ja men akkurat mot funksjonshemning ekke, eller det med personlighet, det er rett a@itsl
kjiempevanskelig.

I: Sa det er ingen klare linjer mellom de to.

Hilde: 1 alle fall vanskelig & skille.

For Hilde the question was whether she and herwgere ‘disabled’ or if it was their
personality. When she tells her son it is just hbig and he has to learn to live with it, he
argues that it must then be his personality. #poase to her son, Hilde explains a slippery
idea about the authentic self, thatpti can make a difference between your persoratity
what controls yoyi but admits in the interview it is difficult tceg the difference.

Jan thinks it is a riddle whether it was purely @& or a combination of things:
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det er ikke noe bestemt ting som har pavirket Hden det er nok den sykdommen som han har fatt
med sine gener, ja? Det kan jo vaere andre, efindetom har pavirket utslagene, alle de pillene ha

har tygget i seg... Men jeg tror den er noe somHaarfatt gitt inn den gangen gatene ble delt utafo
si det pa det viset.

The question of authenticity or a true self is imaot because is it is accepted that it is an
illness, completely separate from the individulagr there is little ambiguity about whether or

not they should medicate or whether the individsi@t any personal fault.
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6. HEROES AND ANTI-HEROES: Negotiating stigma and
diagnosis’s double-sidedness

This section looks at how narratives of ADHD fittkvithe widely used hero/anti-hero trope,
where heroes are exalted people with ADHD diagnoaed anti-heroes are the images of

deviants that overshadow ADHD.

Criminals and psychopaths
The link between ADHD in children and criminalitgdapsychotic behaviour is seen as a risk.

Research into ADHD and criminality has drawn detarstic conclusions from the
correlations between prison inmates and the ra&DHID diagnosis among them, which is
reported to be as high as 50% in some studieegample Molina and Pelham Jr. 2003). In
abnormal psychology, there is also a push for efidgnosis of deviant children, or ‘fledgling
psychopaths’ as they are also sometimes known ¢(hyh898). This also rated a mention
during the 2009 Norwegian parliamentary electiobades when a prison inmate with ADHD
blamed some of his problems on his illness, andl isahould have been noticed when he was
still in school (Dstlie 2009). Crime is a good raefor politicians to display their values
(Christie 2006), and its easy to see how settingHBDOn the light of criminal risk draws
attention to the need for preventative therapeaotarvention.

While a diagnosis can be a pragmatic tool for ggttielp, it draws with it some very
negative associations. Anne erred toward selfarshgp when comparing ADHD with

psychoses:

Anne: () Det er forferdelig & si det men (.) ngdnJeg vet ikke hvordan & si det uten at det Bkal
misforstatt. Men hvis du ser pa trekkene pa ekqsyt og en ADHD’er, sa er det faktisk en
del felles. Og det er ganske ille (ler) syntes jeg

I: Deter...

Anne: Men, ehh

I: Psykopati er ekstremt alvorlig

Anne: Ja! Men jeg syntes at vi har en del fellddtr altsa hvis du gar konkret iimg ser pa hva
symptomer er det med ADHD og hva symptomer er det psykopati. Men altsd, det er ikke
dermed sagt at en ADHD’er er en psykopat.

I Nei det er ikkedet du sier

Anne: Nei det er ikke det jeg sier

I: Nei det er det ikke.

Anne: Men det er en del felles. Fellestrekk. Des®.

While emphasising that they were not the same tland that it is “a terrible thing to say”
and unfortunate, Anne points out there are shanegb®oms between ADHD and psychotic

behaviour. Jan raised the same issue in the dooitéxs stepson’s biological father:

Jan: ...vi er av klar oppfatning at ADHD-en kommea fians far. ...Faren hadde levd sitt liv
utenfor hjemmet i stor grad, ...og har klare psykisga trekk. Det vil si at, Bvor gar
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grensen mellom ADHD og psykopdtiMan har alltid veert et sjarmerende festmenneske
han er ute og ikke noe sezerlig nar han er hjemme.n. thémket sin kone... og var temmelig
grov.

Their son has ADHD and his biological father is reltéerised as a violent psychopath.
Elsewhere in the interview Jan emphasises howgaunml kind their son is — so although he
does have a past with drugs, he does not havathisrfs viciousness. Yet the possibility of a
link between the two is not ruled out. Indeed, @dord English Dictionary’s definition of
psychopathy asd' personality disorder characterized by persistempulsive, irresponsible,
antisocial, and often violent or aggressive behakimften accompanied by an inability to
form normal relationships with othérgloes bear a resemblance to many descriptions of
ADHD.

It has also been mentioned in Sta Pa that lackagindsis among prison populations
can lead to them being given the label, “treatmenisting psychopaths.” (Sta P&, 2005, 4,
39) A mother in Sta Pa writes that these negadisgociations between the diagnosis to
pathology and criminalityrhake us, as parents, feel uncertaand are painful and scary for
a 10-year-old... who is struggling to create a pesitimage of himsél{Sta Pa 2006, 3, 27
and 28).

According to the interviewees, people with ADHD wiomk drugs did so because of
an inner drive to look for excitement, and an unfoate need to self-medicate. They avoided
talking about risk-taking as a necessary or norpaat of growing up. For parents with
ADHD-children, this topic is a double-edged swaad, it both gives grounds for demanding
extra care, but on strongly negative grounds. Amieh emphasised]t‘is so important we
pick up these kids’ ADHD early. | can’t stressttlemough and Anita who has extensive
contact with prison inmates took the same line; thdre is not consensus. What the
interviewees reacted to was not the high rate oHPROdiagnoses among prison inmates, but
the deterministic implications that this aspectA@®HD-discourse had for their particular
children.

In appealing to others for understanding and kisdrtewards their children, parents
risk their children being labelled as ‘hyper’ dtdly to turn out to be criminally deviant. To
be accepted, they have to put forward that theyikeeeverybody else - normal and equal —
but this can undermine their case for assistaRemple with ADHD have to pass with stigma
(Goffman 1963). Stigma is experienced in a varmtyvays by people and families with
ADHD: the schoolchild’s stigma attached to beinffedent in a normalising context; the

stigma of having an inevitable genetic problem. yg/af managing this involve explaining
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the diagnosis, defending the child with ADHD’s goodaracter, defending the family’s
standing and morality, and focussing on ADHD’s pesicharacteristics.

A prominent method of countering negative represéns that emerged from the
interviews and is also used in Sta P4, is to compddHD to other illnesses, particularly
blindness and diabetes. The advantage of theieydar comparisons is that people who are
visually-impaired have well-known tools used forpow, such as glasses for mild
impairments and stocks or guide dogs for blindnd3mbetes also affects people to degrees,
and the breadth of its category has expanded todadhose who do not have it but who are
at risk of developing it (pre-diabetes). Promotidrdiabetes awareness’ and healthy diet is a
popularly uncontroversial Public Health measureriéu2004). So too is ADHD a diagnosis
where people can be classified on a scale,

[ADHD] er jo som andre lidelser. Noen hard det gvaardt, noen har det bare litt. Som for eksempel
med diabetes: Noen greier a kontrollere det methkédsregulering og lever fint med det...

and the implications of not treating the most prameed forms are serious,

... dessverre [er] det ikke en fremmed tanke om astwvammede har en tendens til & bega kriminelle
handlinger. (Sta P4, 2005, 4, 38)
Likening the diagnosis to other illnesses that @mderstood to occur to different degrees

makes it easier to present their children in a dagd, both using the scariest risks as a basis
for treatment, and emphasising the variety of wvthgsdiagnosis plays out in each individual.
Normality/deviance discourse is a hormative disseuwhere those people defined as
‘normal’ belong and are accepted (Sirnes 1999yneSi (1999) and Solvang (2000) explain
how this discourse is dichotomous, however in thsecof ADHD it might be useful to
conceptualise normality/deviance as each placedpmosing ends of acale as this is in
keeping with how ADHD is seen as an illness andymtised. That is, all people can be
placed on an ADHD scale, but will not be diagnosetil they have intense symptoms.
Interview subjects talked about the “extranessADHD: the extra work in parenting,
compensating for the extra difficulties their cindd faced, of having to constantly fight to
make sure their children were getting helped abgkhand in some cases their children’s
excessive energy. This discourse about ‘extremity’ADHD fits well with both the
diagnostic criteria and stories in Sta Pa, bec&3dD’s diagnosis is not dependent on the
uniquenes®f its symptoms to its sufferers, but théensity and frequency of symptonEhat
is, it is not a question of whether a child is ftlg and inattentive, but how fidgety and
inattentive, and how often. Likewise, the storpgents tell are just like other people’s
stories, only more so! It is this “extraness” thath creates the need for the diagnosis, and
that utilised the right way can give ADHD’ers a quetitive edge. ADHD is life in extremis:
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the daily challenges are the same as for many stheert more pressing; the behavioural
problems are the same as for many others, but rfreqpent and problematic. The
behaviours and challenges faced by people with ARHDpresented as dramatic, intense and
ongoing relative to other people. The symptomADHD are made significant by their
comparison to other people.

The April 2010 edition of Sta P& has an articleuarg that positive self-image and a
positive image of ADHD is importanthbw you see yoursel{Sta P& 2010, 1, p.36) is a
recurring theme. Similarly, the interviewees wolilee successful people who have these
positive attributes to come forward as role mod@thers with ADHD, especially children.
The problem with this is, people whose energy amglisiveness is unproblematic and even
beneficial, have no incentive to get an ADHD diagjepor to ‘come out’. They may even
object to being described in medical terms. Fos¢hwho are successful, linking ADHD up
to that success makes it less of an illness, ane @ad more like wellness. In which case,
the bargaining power that was strengthened byitherale is less sturdy.

The interviewees were active, and clear-mindembiatheir goals, which consisted of
helping their children be happy and make the mbgheir possibilities, and helping other
parents. For both these goals, shared undersgdind spreading information about
ADD/ADHD is important: this is seen as the way theyl raise an ADHD-consciousness,
and break down stigma and stereotype. Supportefsealiagnosis use ideas that are more

readily suited to criticising the diagnosis:

Dysthe mener samfunnets trang til & sette en dsegpa alt som ikke passer inn under “normalen” kan
veere med pa & forsterke problemendded en gang vi kaller det noe, er det plutselig gat med
personen. Men hva er egentlig normalt? ADHD kgsdoveere en ressurs og en drivkraft, og riktig
behandling, enten det er med medisiner eller sateedpi, kan gjare at personer med ADHD klarer &
bruke disse ressursene. En diagnose er bare ktaxefor a fa hjelg. (Sta Pa 2006, 3, 20)

Thus the small paradox that emerges, is that tfeldren are both different and just like
everybody else. Rather than break down the didignasier where their children are seen as
having a shortcoming, they emphasise shared saesbonsibility, and an expansive
embracing view of difference. They have a partiast approach to their cause, but they are
part of a universalist pedagogic culture that emspes accessibility (particularly the
education system reaching down to the lower clasd, maximizing an equitable education
setting, even at the cost of a few very high aaigv

Disadvantage and disability constitute their claion extra entitlements. This is
already familiar in the Norwegian setting: one expect help, in the name of social justice.
By acting in this way, they call into question fla@ness of meritocracy. Simultaneously, the

established school standard of meritocracy is wfilat their children will be measured up
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against. They have to make the best of it, althquerhaps conceding it has already beaten
them. For example when asked what they thougtiteo§chool system, Anne answereted
ikke synes noe om det i det hele tattDet er bare til a lage taper av.Schools create losers,
for this reason Anne devalues the school systentlzregby rejects the legitimacy of being

made a meritocratic loser. Anne is rejecting tltecpss where her children are

socialised into their disadvantageous situationnewdile they are learning and incorporating the
standards against which they fall sh¢foffman 1963: 45-46)
Meritocracy is the traditionally “acceptable” wagrfschools to rank, and select or reject

students. It has been called The Great Equaligequse it is through academic achievement
that the bright among the working class might bettemselves, and even outshine their
social betters. In practice, meritocratic achiegamis still a phenomenon of social class
inequality, the wealthy generally providing thefnldren with more attention at home, better
equipping them culturally, by already speaking lmeguage of the educators. But since the
opportunity to excel is still inarguably there fiwe talented, hardworking, focused student —
despite class disadvantages — meritocracy’s shomgs are shrouded in favour @focus on
individual responsibility and opportunityand those who fail have gotten their just deserts
ADHD-consciousness is a way of arguing against snetitocratic truisms. By pointing to a
pre-determined outcome, the fairness of determirgdigolastic success by who ‘fits the

environment best’ is brought into question.

Elaboration
The way family stories fed back into ideas aboetdragnosis constitute a form of laymen’s

elaboration. Family histories, reinterpreted in lilgat of genetic facts, are used in a way that
adorns and embellishes the scientific communigbésitathe disease. Popular stories about
personal experiences with the disease are likeorsipeople recognise themselves in, and
thus become guides.

Pernille Dysthe’s (2006) autobiographical portcdiRita Linn a woman with ADHD,
has been an important contribution in the Norwegiatting to understanding how ADHD is
interpreted into the adult lifeworld (Sta Pa 208635). Articles attributed to her pseudonym
Rita Linn have been included in Sta P&, and the book is gemin Sta Pa as well as
available to order through the Association. Dysithea successful journalist and also a
talented pianist, but these “seeming” successeshieidurmoil and frustrations (which in her
case, were turned inward) caused by ADHD. Dysthecril@es herself/Rita Linn as a
passionate and driven woman, but one who has atghstaffered from anxiety, restlessness,

misinterpretation of social cues and over-sensiggs. All these characteristics are seen as
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symptomatic of ADHD in women; and people recogritsamselves when Dysthe describes
her search for inner-peace. The interview mateeabunds strongly with her stories of
restlessness and longing; and as a reader wrdte $td P& about her experience of reading
Dysthe’s book, She wrote about me! Had she been watching me mievife?’ (Sta Pa,
2009, 1, p.32). Dysthe’s experiences, in turn, @eognisable cultural forms: passion,
restlessness and longing have long since been isadorspecially in poetry and music.
Dysthe’s and others’ personal stories are exangfiegidening of diagnostic parameters to
include success stories.

By insisting on the individuality of each personttwiADHD, the Association is
distancing ADHD from stereotypes about it, thatdstancing it from associations with its
own symptoms. The association encourage the idaaADHD is an illness that exists
independently of its most notorious symptoms, diheth successful and well people have it,
too; even without knowing. Sta Pa contributes watlsteady flow of information about
ADHD as an illness with certain characteristicst tlhe same time, both the magazine and
public spokespeople fohkDHD-Norge encourage the understanding that not everyone with
ADHD is the same. Stereotypes about what chaiaegepeople with ADHD are unhelpful
because they blind people to understanding theviohail with ADHD. This is summed up
by the Association’s mottddar du truffet et menneske med ADHD, sa har du barféet ett
menneske med ADHDThe motto emphasises the individuality of thosegaased, and has
been used as the subtitle for an academic thesigllihes in the mass media, and in Sta Pa.
Behind it is the desire — the demand — for recagmit To been seen and valued as an
individual, not to be treated as a “type” or a wadk diagnosis: a rejection of medical
definitions allows for recognition of the individua

The stories mothers told echoed the psychologicdl edducational messages coming
through in Std Pa. Governmental advice in the fofigovernment documents comes through
the newsletter. But the official documents fronpaements with differing focuses can
contradict each other, a8DHD-Norgés clearly annoyed General Secretary Tor Eikeland
pointed out in Sta P& (2009, 3, p.5). The Headpadtment claims that ADHD is an illness,
while the Education department claims that ADHbeést seen as controversial. Following
this, leaders frorADHD-Norgemet with relevant government representatives (ABKge
2009), demanding clarification. Since then, Heatihister Anne-Grete Strgm-Erichsen has
stated:

Noen hevder at atferdsproblemene er av utvikingsgegisk karakter og skal behandles med
atferdsterapeutiske tiltak. Andre hevder at atfgrolslemene har en nevrobiologisk arsak sammen med
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utviklingspsykologiske eller andre tilleggsproblemag at de skal behandles med legemidler i tillglgg
psykososiale tiltak (Stortinget 2010).

Co-opting criticisms:  ADHD + sport = GOLD

A Google-search on “ADHD Norge” revealed an artlgygesting the ideal way to solve the
‘problem of ADHD’ would be if people with it refraed from breeding at all, but concluded
that since ADHD is so widespread, it would not bacpcal to stop them (Blydt 2005).
Eugenicist views on ADHD are made possible whengdeetic component is emphasised.
There is academic literature on the high prevalesfcADHD among the American prison
population, arguments that early intervention redudsk of becoming a drug addict, and
suggestions that people with ADHD are not suitétaehe military and should not drive cars
because of their supposed increased risk of disettaess and accidents. Counter to these
negative genetic discourses about ADHD, the Assiodciavebsite reports the findings of a
Swedish study indicating that people with ADHD havédower risk of accidents in traffic
(ADHD-Norge 2009). A driver’s license is a impartaymbol of adulthood and masculinity,
in addition to being an employment enabler (Myklkehand Batevik 2009).

Further, ADHD is argued to be “an
advantage”, by focussing on the strengths
of ADHD such as stamina and energy, for
all they are worth. This is associated with
an us/them discourse that celebrates
difference (Solvang 2000). The more a
group is excluded by the stigma, the
stronger the group’s sense of belonging
and sense of ‘us’ becomes. Emphasis on
the uniqueness of the individual and the
variety of ways the illness plays out allows
us to understand ADHD both as an iliness,
and under the right conditions, an

advantage:

Hege: ADHD’er har utholdenhet uten like!
Anita:  Som vi sier, ADHD pluss idrett er lik gull!

Nina: The great thing about hyperactivity is thdbiof Hyperactives have such great stamina! My
son has told me he is glad to be hyperactive, lseche can do so much more than other
people do.
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They assert that people with ADHD have incomparaidenina, and can be gifted athletes.
ADHD-diagnosed swimmer Michael Phelps, who holdsrteen Olympic gold medals, is
chosen to represent his stigmatised category (Goffh963).

The association co-opts the criticisms of the disig held by the sceptics. The
reasons suggested why the diagnosis should noétessary are used instead to change the
diagnosis’s image. When critics of the diagnosisipto the energy many children have as a
wonderful thing, proponents of the diagnosis agtes the energy can be gréatAnita’s
interpretation is that ADHD is found in people wghenomenal ability, energy and stamina —
like Michael Phelps, and like her father. Anitasde&bed her father as a successful and daring
fisherman whose ADHD gave him the competitive edger other more careful, cowardly
fishers. Anita’s perspective is that ADHD-people andeed the heroic ‘demigods’ and
‘wildest colts’, but also that ADHD is a real biglcal condition requiring special attention
and treatment. Thigride is developed in cooperation with, in conversatiwith others. The
support groups and peer telephone numbers arenhpoadelping hand and someone to listen
during a crisis, but also part of a group procdsgeveloping pride in the positive aspects of

character traits typical of people diagnosed wilbHD.

* The children’s adventure story series Percy Jacksmterns a boy who is a demigod or ‘half-bloodHis
father is a Greek god. Percy is a problem in schnd diagnosed with ADHD and dyslexia. Here isatract
from the encounter where Percy is told about his identity:
“Diagnosed with dyslexia. Probably ADHD, too.”
| tried to swallow my embarrassment. “What doeg trave to do with anything?”
“Taken together, its almost a sure sign. The IsttBoat off the page when you read, right? That's
because your mind is hardwired for ancient Greakd £he ADHD — you're impulsive, can't sit still in
the classroom. That's your battlefield reflexem a real fight, they'd keep you alive. As for the
attention problems, that's because you see too pRetty, not too little. Your senses are bettanth
regular mortal's. Of course the teachers want yoedicated. Most of them are monsters. They don't
want you seeing them for what they ar&ibrdan, R. (2006). Percy Jackson and the Olyngpidhe
Lightening Thief New York, Hyperion.

The traits that led to his ADHD-diagnosis make Kdretter suited to his warrior tasks. That, areldbuble
entendre about teachers being ‘monsters’, constitlight-hearted suggestion that the diagnosiscisnvenient
way of labelling inconvenient problems.

Similarly, ‘Wildest Colts’, a popular American book parenting, uses the fieriness of horses as an
allegory for children and the adults they becombe wildest colts are the most difficult to handiat they
need the best handlers, and have the most potéottiaérformance. The author’s advice to parenthat they
refocus on taking delight in their children.

58



7. RESISTING FATE WITH KNOWLEDGE

This chapter looks at how everyday difficultiesgamorries about the problems envisaged to
lie in the future are handled by a ‘thinking posati story of resistance and struggle. Fate,
unfairness and lack of understanding are seeniag bgercome by factual information and
increased knowledge. The heroic image of ADHDuishered by the challenge of fighting
the ignorance in the system, and fighting fatdfitse

Mastery, coping and possibilities
Mastery and coping are concepts used in areasvassdias special education, to unions. It

means a positive focus on what can be done, nepative focus on weaknesses. Norway’s
democratic socialist “work-fare” (Hanssen, Sandetnal. 1996) system (which emphasises
the social contract between state and individueduggh work, taxation and welfare) has a
particular focus on inclusion: mastery is a keyaapt within initiatives ultimately aimed at
that.

Mastery and coping (botmestringin Norwegian) were also employed by ADHD
parents | interviewed. However, there was alsoineas towards “mastery” and in some
cases a distinct re-articulation. Mastery represseompetence and achievement, but it is
easier said than done. Mastery is desirable,ttals® means that before mastery is achieved
one is a failure, or worse, a total failure if onever achieves it. Rather, ADHD parents
talked about “possibilities”, a concept not boundtbe qualitative success/failure dualism,
rather it embraces by definition all things possibwithout rank. “Possibility”, as a concept,
also illuminates constraint, as well as callinglirams, hopes and creative ideas.

Special education is a resource considered saifablsome people with ADHD and
special educators received a lot of praise fronemqarthroughout the interviews. Special
educators work with children who are having a difft time both in social terms and learning
terms, under a series of modern social and edunztamnstraints. An interesting exception
to the class-room constraint was provided by chiidserving lunch. From my interviews |
can say with certainty that some parents wouldngtsosupport this type of initiative, and
others would be opposed to their child being rerdoffr®em their learning in a normal
environment.

As mentioned earlier, the identification of ADHIB a disease can be interpreted as a
result of modern school environments and the desiafdmodernity. But sometimes
exceptions are created in the modern system, gatudents an opportunity to do something
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both physically active and useful; as for instaicehe case of students who were having
particular trouble in class being given “time otd’make lunches. This allowed them to be of
practical help and to avoid the setting that wakingathem into a problem (Andersen 2009).
The interviewees knew their children have thetrighadapted education and ILPs, but
what they mean in practice or how to make a sckindl out what practices work for their
particular child is less clear: but every interve@vmentioned that having the good luck of
meeting a flexible teacher (or understanding engrpowas important. Monica spoke warmly

about one of her son’s teachers:

Han var leerer i realfag. Og han lzerte altsa gutten ting som han hadde gode evner til, fordidet
faren veldig flink i ogs&. Grunnet laereren... fikkap] leere sd mye. Sa vi fikk til et veldig godt
samarbeid. ...[Han] kommer hjem nd med 6 i materkaiik gjar det bra pa skolen. ...alle ser opp til
han som er sa flink og kan s& mye om programmaeringlikt... Han er en veldig vellykket gutt og har
det bra i dag.

I: Ja men sa bral!

Monica: Og trives og har kompiser og kamerater.

Her son had been lucky and gotten a great teaclmer murtured her son’s talents in
mathematics and programming. He soon startedttexgellent grades in those subjects, and
Monica later explained how this led her son to Ipeeanore confident and to make friends at
school. It is also this success in playing hisrggr hand that helps the family tolerate his
behavioural problems.

Anne was in a different situation when she decittedeek help with her children.

Anne talked about the process of getting help &rdhild, an adoptee:

l: Var det slik at du og mannen din tok ham tildagpg sa, Vi tror han har ADHD, eller?

Anne: Nei. Det var jo ikke sann fordi vi vissteldig lite om ADHD den gangen. Helsestasjonen eisst
ingenting, barnevernstjenesten visste ingentintiksgm alle som skulle veere vare stgttepersonetevis
ingenting. Sann at, vi matte jo ga ganske hardpautBarnevernstienesten fgr de gikk med p& en
utredning. Jeg hadde jobbet mot Barnevernstjenéstdnvert fall i 3 &r, for & f& en utredning. .aN
han da kom til utredningen sa var det ingen probkted. Da fikk han diagnosen. Ganske kjapt.

I: Sa dere hadde det vanskelig med han i omkridg, ®g sa nar ferst dere kom til den rette perssden
fikk dere den diagnosen.

Anne: Ja

I: Ja, OK. Du sa fer at du matte presse folk sémiles hjelpe deg for & fa utredet barnet. Var du
misforngyd med dem eller tror du de ikke skjgnté?he

Anne: Jeg tror ikke de skjante, fordi de hadde ikikanskap... [Men] n& har vi havnet ganske greitmen
det handler igjen om legen vi har fatt, tenker jeg.

I: Er det en spesialist her i byen?

Anne: Nei, dette her er en som jobbet pa [et stedfnge &r. ...Sann at dette er en som har settldindeg
opplevd en del ting pa kroppen selv. ...Han er ikkeesld for & prave ut ulike sammensetninger.

All the people who were supposed to help seemekhtov nothing. After three years of
trying to get a diagnosis, when her son was finallythe right place, he was diagnosed
swiftly. In the mean time, Anne had had ongoingeziences of feeling like she was not
heard or understood by people in institutions frmhrom she was entitled to receive help.

Eventually, they found a doctor who had ‘been adduand was willing to try different
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dosages. Immediately after referring to this dostwillingness to ‘try out’ different drug
combinations, Anne was careful to point out thawdts not only the medications along that
helped her son, crediting her son with increasiagunity:

Men han har jo modnes ogsd, pa det siste aretda.har blitt mer voksen. Jeg ser at han er péih\&i
bli voksen; og jeg tror det hjelper pa ogsa.
His increasing maturity helps him; it is not onhetgood doctor they came into contact with.

With deliberate naivety, | asked if Anne then atseant he would grow out of having ADHD.
In response, she put her coffee mug down hard enathle. She explained that if since she
was an adult with ADHD, then it must be obvioustthaople do not grow out of having it.
The difference that maturity adds is that peopleobee increasingly able to manage their
illness, through the use of strategies:

Jeg ser i ettertid at jeg brukte strategier fd&nme meg gjennom hgyskolen. Jeg har klart meg, og
sittet flere &r under utdanning. Det er ikke naien med hodet i den forstand, men & finne desuli
matene & kunne (.) mestre det pa. Det er jo detgimntlig handler om. ...

Skole er en ganske stor del av livet vart, [meg]Kan ikke lese en bok. Jeg klarer ikke & konseatr
meg. Jeg kan lese den samme siden hundre ganderstéy fortsatt ikke hva som stér der. ...Men
hvis jeg gar pa en forelesning, og jeg klarer attentil meg folk som liker & diskutere det som fgie

pa forelesningen, og vi kan sitte sammen i grupg@ifar jeg det inn. Heldigvis sa fant jeg minenso
likte & leere pA samme mate som meg, og derforekjegt meg ganske greit. Jeg vet ikke om du forstar
utrykket "knagger & henge ting pa"? ...Det betyr aingd finne din mate. ... For andre er [min mate a
huske ting] veldig innviklet. Men det er bare ahs ma jeg ha det...

Anne learned to manage her ADHD through strategise claims not to learn well through
the written word, but while taking further educatishe learnt through discussion with others
who had been to the same lecture; and uses a oasstisual process to remember her
telephone number. In other words, even thoughgsthéhe diagnosis at an adult age, Anne
sees in hindsight that she did have ADHD. Reagllier own difficulties helps her relate to
her children’s:

Anne: ...Og sann er det vel for ungene ogsa, sart®a foragver a sende videre til de &yis du kan, gar det
bedre for deg hvis du kan? A gjere det sdnn og $aEller, "Er det et bilde du kan se foran deg som
kan hjelp deg til & huske ting?Du ma lage disse matene, og det er det vi kédlerknagger”. ...Det
er liksom strategier som er lette a huske, somajjgrg klarer & huske akkurat det

Anne emphasises that people have their own speciahiques they develop for doing things.
She uses her consciousness about ADHD and theoamintal requirements needed for
people with ADHD to succeed, in solidarity with radildren. By being open about her own
ADHD and also being a reasonably successful pdmsoself, Anne is contributing to a more
positive image for the diagnosis.

Hilde told the story about her son’s ADHD in thght of the experiences she and her
father, Petter, had had at school. Petter hadfittet in well to the classroom learning
environment:

Hilde: Det vi kan konstatere 99% sikkert uten atnden ganger utredet det er at min far ogsa hadzieDA
...Men han fulgte aldri vanlig undervisning, og hate metallslgyd i hele ungdomsskolen og han ble
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bare hentet nar de skulle ha pragver. ...min famedei den kategorien som hadde fatt diagnosen men
heldigvis la skolen han, han reparerte alle bikiifesrerne p& ungdomsskolen. Han hadde ngkkélen t
rektoren sin bil & kjare til verkstedet i skoletideg det var sosialt akseptert.

Hilde is certain her father would have been inttte@tegory’ that gets diagnosed with ADHD,
but “luckily” the school principal found a way toterest and engage Petter instead, by giving
him the keys to his car, and letting him driveata garage to work on it. In other words,
Hilde’s father only did the things he liked whiclere metal-work and mechanic$or all of
school... [except] when they had tests... and thatseemlly acceptable Hilde had similar
difficulties with some classroom learning as hehéa, but unlike him she was not given any

freedom at school. Rather,
Hilde: Nar jeg var 13 ar var PPT kommet opp mot mem jeg fikk beskjed om at jeg var lat og ikkedsgitd
Sa jeg kunne hvis jeg ville (sukk). Sa tok de megv alle de timene som jeg likifor at de skulle
veere norsk og engelsk. Sa de fagene som jegdiktde meg ut av for & fa disse og disse.
I: (ler) Det der er det verste jeg har...
:-:|ilde: 8Ig| jeg fikk, mor fikk beskjed om at jeg haddsert mye bedre hvis jeg bare gidddtieh hun er lat
Hilde was taken out of classes she liked by PPTsle could catch up on her weakest
subjects, Norwegian and English. After sayingPT [told me]... | was lazy... | could [do
the schoolwork] if I wanted tpHilde sighs, indicating the incorrectness of PPJosition, so
that the interviewer then understands that Hilde mat lazy or negligent an@vas unableo
do the schoolwork even if she tried. Then Hildeeas that she was withdrawn from classes
she liked, creating cumulative emphasis on scandalamaging aspect, which elicits suitable
appal from the interviewer That's the worst thing I've ever’. Further, her mother was told
that Hilde was lazy: the interviewer then presunteat PPT caused Hilde’'s mother
unnecessary grief (for something her daughter wasdent of) or a mother-daughter conflict.
The contrast between the stories Hilde tells offatdrer's and her own experiences in school
serves to dramatise the disciplining power of tRd Pand bring out the helpless vulnerability
of the position Hilde was in at that time. In thestelling, she was a victim. Her father had
luckily not needed a diagnosis; she had unluckilysed out on any socially acceptable outlet
from normal school or a liberating diagnosis. Aftes, Hilde told the interviewer how she
worries how her son will be handled: whether hd exer experience the idyllic acceptance
her father Petter was met with; or the unjust hiatndn and disciplining she underwent.
Hilde’s strong dissatisfaction with special edimatvas shared by Anita, Anna, Hege,

Nina. Anita held that:

...Hadde spesialundervisningen fungert sa ville jangtaget for det som gar pa videregaende fungert
bedre, sant? Det er her, pa barne- og ungdomssHelstarste vanskene sitter. Det fungerer ikkeis H
spesialundervisningen hadde fungert sa ville det lestere pa videregaende. De drar problemene med
seg. Og sa sender de hele problemet til NAV.
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Medical authority is of limited usefulness to th®WKD cause. The medical is only used as
much as is needed to give their difference an aiithive and legitimated standing. After
that, ADHD is seen as belonging to the psycholdgicel pedagogical experts’ paradigm.
Lifeworld narratives reveal biological interpretats of ADHD to be practical and symbolic
empowerment.

In Sta P4, ADHD was frequently described as abilisaor learning disability. This
is an interesting assertion, because it has beguedrthat diagnoses are sought, and
inappropriately given, in order to get more fundifoy schools for more children “with
problems”. While asserting their children’s negasents are also careful not to present them
as being without potential or overly weak. For gaents interviewed though, they knew
they did not have children with life-threatenintpdss; but they do think their children need
special consideration, and many worried about haskvand living arrangements would be
for their children in future>

There are three discourses at work: normality/deea equality/inequality, and
us/them (Solvang 2000: 5). People with ADHD reguwdapted education and flexible work
arrangements, but despite seeking ‘special tredtptbry are ‘normal’ and just as different
from each other as with others. They are just ékerybody else. Needing each of these
aspects to be understood (normal and do not wabetstigmatised / special adaptations
needed / proud of their individuality and uniques)ethey take a trifocal view.

Interview 1

Anne: Spesielt vi foreldre, vi legger til rette fde hele tiden, vi gar inn pa mgter pa skolen, déa,
ma ha det sdnn og sann”, sgker om hjelpemidlesa,alti er jo hele tiden p& plass og styrer
dette, sant? Og demper og demper og demper. Memagen du pad en mate ikke er der pa
samme maten sa vil jo utfordringene til disse uegemmme. Det er da de mater verden. Jeg
ser for meg at det vil veere tgft & slippe takethfemmet nar de skal ut og sgke pa sine egne
veier. Da er ikke mor der lenger for & ordne pérsa maten.

l: Det hgres ut som om du ikke har helt tro paeakaimmer til & veere helt selvstendige.

Anne: Jo, pa sikt sa tror jeg at de vil det, menaalpa veien til & veere der sa trenger de stgtte o
hjelp.

® The child’s best interests: An often called upepresentation in popular mass media in discussionfsDHD
is “what is in the child’s best interests”. Theldkcentred parenting approach (as for instancénmat by child-
psychology guru Penelope Leach) is also criticaABHD as a diagnosis and its treatments. Accordng
Leach, ADHD can in some case be solved by a chiangachers or schools, and she states, “Childreald be
taught, not drugged.” Coming from one of the Wesigorld’s most authoritative voices on modern pére,
this stance can easily be interpreted as meanatggthing children Ritalin (et cetera) for ADHD tefts a lack
of ‘appropriate’ teaching, or some other environtakproblem. The implication that the parents doaf
should be arranging something differently in thodiild’s life aligns with both the radical anti-ps$yatry position
and the ADHD-sceptics’ position. While the radieatti-psychiatry position and ADHD-sceptics’ positgare
relatively straightforward to rebut (using authatite medical sources as evidence, or by appeatng
commonsense notions of individual autonomy in ati@eas about “what is best for the child” aréher easy
nor desirable to distance oneself from. The qaerdiecomes not whether to use this discourse, dutth take
an ADHD-positive stance within it.
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Interview 2
Monica: [Datteren min] sliter mye mer [enn sin yagbror] fordi hun taler ikke Concerta
((methylphenidate)); og hun har veldig mye angstdegresjoner... Men hun er intelligent,
hun ogsd; sann at hun har greide a ta [utdannipdliogerer da i en 80-prosent stilling. Men
na vil hun sgke om Ung- og Ufar fordi hun har vgltist & ta [videre utdanning]. Men jeg vet
ikke hva hun vil velge. Fordi du vet at hun harenmger med dette med gkonomi og rastlgshet.
Flytter mye, greier ikke ta vare pa ting.

Interview 3

Hege: Vi gnsker at de skal komme ut og bo alengordtan, hvilken hjelp far de, da? Det er ikke
sann med boliger, at de er lagt opp til at de laimiot disse barn nar de fagrst er i den store
verden. Det er mer de som er psykisk utviklingsheaen som er, eller de fysisk
funksjonshemmede, de som sliter med autisme eflaned Downs Syndrom (.) DeDe har
behov for andre hjelpetiltak enn disse med ADHD. ...

Det er der pa en mate at vi kommer ut i en fellerhde har ikke tatt vare pa de som de ikke vet
hvordan de skal ta vares pa. Sa da. Da blir deskelig. Og hva skjer da? Huvis vi ikke er
der og hvis ikke noen andre er der, da blir de latitil seg selv. Jeg hgrte jo selv en mamma
som — hennes jente hadde blitt 17 ar, og na mdhgynne 4 ta litt ansvar selv for sitt eget liv,
hun ma huske selv & ta medisin og sgrge selv kan@me pa skolen, og det ender jo med at
hun ikketar medisiner og hukommerseg ikke pa skolen. S4, vi blir jo slitne og b, vi har
lyst & ha vare egne liv, ogsad! Men, jeg faler athar bruk for oss i mange mange mange
mange ar. Altsd, vi ma veere der, inntil det systigkan p& en mate ta vare pa de, sant?

... Min sgnn sa i helgen at han skal ha et stortrhad 2 kjellerleiligheter, for da kunne jo
rEamma drive & passe pa og styre nesten alt (ler).

I: ?

Hege: (ler) Og det var eldste gutten! Han er ikieressert i () Han har begynt & ha meninger om
hvordan det skal vaere nar han blir voksen. ... Mgrejeveldig spent pa hans utvikling. Man
skal aldri si aldri. Men, det er klart jeg har pekinger i forhold til de ungene og, ja, jobb.
Hvor skal de ende med & jobbe? De har jo verneteifter, men de er for de som er mye
svakere igjen, sant?

Nina acknowledged she will need to be an activemgafor a long time, and mentioned that
more children were out of the question becausesbarrequires a lot of her attention and
help.

On one hand, people with ADHD amet suffering from a problem so serious that it is
obvious to anybody and severely limiting. On thigeo hand, parents of children with ADHD
are concerned about whether their children wilabke to finish their education at all, get any
kind of job, and manage relationships. So themliat extent does this diagnosis provide any
help when it comes to getting resources? Thasma point.

The pending update on guidelines for handling ADMID reiterate the role of ILPs in
assuring students get the help they need througbotc However, both Solvang and Isaksson
et al (2007; In press) point to an inherent diffigwvith this. ILPs are disabling in that they
identify the student’s impairment as the problewt, the educational environment (Isaksson,

Lindgvist et al. 2007).

Fighting ignorance
Anita has an adult daughter who used drugs he#&mwilgeveral years, and drew on support

from health services and her parents in orderdp ssing. She finally got diagnosed with
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ADHD in her mid-20s, during her drug recovery. B8lyafterwards she went through a
series of seven job placements. A few placement&ed for a month or two, but all failed

eventually; she was also offered courses. Theakolfare services ran out of ideas, and
consequently Anita’s daughter was offered a fuladlility pension before she had even
reached the age of 30. Rather than agreeing heghtler resign herself to this, Anita helped
her to find a workplace that would let her workat0% position with the hours spread out
over a few days, and with a sufficiently varied Wwenvironment. The problem for Anita’s

daughter and many others with ADHD is that they“gatnt out”:

Anita: Det er mange som sliter med [ADHD], somrbrer sitt lys i begge ender. Full fyr her og fiyll bak.
Det gar p& hele tiden. Jeg snakket med en damegrhutdannet pedagog og fikk ADHD diagnostisert i
fior. "Hva problemer har du?sa jeg. 'Har du noen som kan komme hjem & rydde hos meg@rDet
fullstendig kaos.Men det er mer enn bare det. Hun sliter. Huralte meg at hun har aldri hatt en
jobb lengre enn 8 eller 9 maneder. Enten skiftebjeller blitt sykemeldt.

I: Hun ble utmattet?

Anita: Ja, utmattet. Gatt pa fullt. S& jeg visatefor datteren min & bli 100% [ufar] og sitte hjem i
leiligheten ville aldri ha fungert. Nar datteremmille jobbe 40 prosent, da sa jeg hwiktig det erat
de 40 prosentene blir fordelfor hun kan ogsa brenne sitt lys i begge ender eDveldig viktig at det
blir passet pa. For de blir fort oppbrukt. De lit sosialt nettverk, mye ensomhet — s jeg gjaele
jeg kunne for at det ikke skulle skje. Na sa jegddlemsbladet som kom i gar at de skal ha en stor
konferanse i Oslo, og den konferansen gikk ut p&ett er s& mange som har ADHD som er
ufaretrygdet. At man heller skulle se p& mulighet®a der er jo min datter en prototype pa hvoukn
kan ga.

Anita sees her daughter as an example of how wlelpted work conditions can work for

adults with ADHD. It this case, it was dependemtfinding a workplace flexible enough to
allow her to work a little, without getting burntb- or relapsing. It worked so well that
eventually the employer expected her to increase figlltime workload. When it came to
facing the employer to explain why she would noaibke to increase her workload, Anita was
enlisted to go with her daughter. With the helpArfita’'s solidarity and mothering, her
daughter has become an example of things turningvell, despite some bumps along the
way.

Anita has played an important role in getting hdult daughter off drugs and into
work, but this was sometimes hindered by the rdiguia for confidentiality and individual
privacy:

NAV kan ikke dette med tilrettelegging for unge sok med ADHD. ...Nar de er sa voksne s er det
taushetsplikt, foreldrene kan ikke pavirke noetai30 ar er du. Der sitter [voksne med ADHD].

I: De ma gjgre det selv?

Anita: Ja. Men hjelpeapparatet trenger faktiskrittrenger opplysning om hvordan de fungerer rdwagen.
Sa taushetsplikten er et hinder. De skal selvfigiga ansvar for eget liv, men sa er de ikke chllti
stand til det, og trenger noen som kan hjelpe.

The expectation from the social services is thaipfee of legally adult age are supposed to
look after themselves and be independent of tharemis — unless they are fit to be
institutionalised. Anita (and other informantsglfstrongly that many people with ADHD fall

between these categories, and become a problethd@ocial services because schools and
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the social services do not know how to adapt enwrents to their needs. Further, Anita
thinks that despite NAV’s legal duty to provide amhation, the people at NAV know too
little about what possibilities are available thait people with ADHD:

Jeg har aldri opplevd vrang viljie fra hjelpeappetréf) Men det kan oppfattes sann. De manglenvite
NAV har jo opplysningsplikt. Men den holder de ikkelvis du ringer til NAV for at de skal si til deg
hvilke muligheter du har, hvilke muligheter somnfas. Sant de ma snakke om mulighetene og hjelpe
folk til & finne fram til de. Jeg synes en ma vinklet positivt.

After saying she has never experienced ill willhfrthe social services, Anita pauseBut it
can be perceived that wayAnita is positioning herself as cooperative,aeciliatory, even
omniscient. Problems encountered by people sealgaigtance for their ADHD are because
of ignorance among those employed in social sesviGéhey lack knowledge.Anita’s views
echo the findings of the Auditor General’s reparhere the Deaf Organisation are cited as
arguing the main problem is ignorance about théabla adaptation&

Anita is both knowledgeable aritinking positively(as opposed to those who are
ignorant and/or critical). Nonetheless, NAV idlqtortrayed as being in the wrong, as they
fail to provide information and do so inpasitiveway: “One has to put a positive angle on
it.”

Begrensingene, de vet vi. Men det er mulighetanékie vet om. Du kan si at, her finnes det mange
muligheter for ungdommer med ADHD. For eksempel, kembinasjon mellom skole og arbeid,
praksisplasser, lunsjtilskudd, og skjermet bedriftg ARK ((Arbeidsradgivningskontoret))! ... Selv de
som sitter pa NAV, vanlige saksbehandlere vet ikeARK. Sa nar [voksne med ADHD] har veert pa
X antall tilrettelagte yrkesfar attfgring, og déeékfungerer, sa skal de enkelte NAV kontorene seiede
til ARK. Saksbehandlere forstar ikke, etter athde prevd flere ting, og de tingene ikke funger. Sa
settes de pa yrkesfare attfgring som ikke fung&&mgar de bare tilbake til rehabiliteringspen@ay.sa
hva gjer vi her? Kommer ingen vé&a skal NAVkontorene sende dem til ARK. Béunn av ARK her i
byen, det er utprgving av psykologer, testing aveev De skal testmuligheter sant? Da kan de finne
ut om du passer til & jobbe med barn, fabrikk, @ask til salg, passer du til butikk, passer du til
sykehus, hva for begrensinger eller mulighetercharSa det hadde veert fint om ei slik oppgave du ha
kunne fokusere pa mulighetene, og s& mangler sgsteatt og slett informasjon. Det er det de mangler

Anita demonstrates her extensive knowledge of tA¥ Nystem and claims thatThere are
even ordinary case-handlers working at NAV who td&nbw about ARK She thinks that
after work placements fail for people with ADHD,seahandlers are confounded. Further,
case-handlers do not realise that they should pefeple with ADHD who are NAV clients to
the ARK section at NAV. Anita argues that if theéid this, the psychologists working at
NAV would be able to do their job, and the peoplghwADHD would not revert to the
rehabilitation pension: in her view, informationdaknowledge are the solution. Anita
interprets difficulties people with ADHD have withe social service system in terms of the

6 ”Organisasjonen mener at hovedarsaken til mangléidetelegging for harselshemmede er uvitenhet og
manglende bevissthet om hvilke hjelpemidler ogewiikller som finnégpage 49).

Barne- og likestillingsdept (2008-2009) "Riksrewisgns undersgkelse av adgang til samfunnslivgidmsoner
med funksjonsnedsettelse.” Dokument nr. 3:10 (Z00@9) Oslo, Riksrevisjonen.
<http://www.riksrevisjonen.no/RevisjonsresultaterkDmentbase _dok 3 10 2008 2009 tAtcessed 13th
July, 2009.
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lack of understanding and knowledge about what tatiaps work well for people with
ADHD; rather than personal shortcomings among peaplh ADHD. By taking a positive
focus on what possibilities people with ADHD havke burden of responsibility for the
problem is shifted off the individual and onto #ystem. Further, not taking a positive focus

is associated in Anita’s portrayal with culpabilégd ‘what can seem like ill will’.
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8. Discussion

Social movement’s identity and lack of doubt
The ADHD movement illuminates the power connectedducation as an institution, and the

shortcomings of both the biologically-oriented dahd social normalisation-oriented tradition
in education. Interviewees told me they were doutgt is right for their children: they are
caring for them by getting them medical attentiowl @lternative schooling options. They
seek to be heandithin the system.

The things left unsaid in the interviews becameregdgting. While ADHD can be
considered controversial, there was no hint of gheents doubting either that their child’s
behaviour should be characterized as illness, airttte diagnosis was appropriately applied.
They did not directly bring up the topic of ADHDE®nNtroversies, but showed polite irritation
(or sadness) when | did. In their final analysiederstanding and accepting ADHD is a
guestion of knowing about it anddaving knowledge To some extent this reflects the
methodology: interviewees were found via the ADHBs@Aciation, and they had approached
the association in the first place, willing to join Already being connected to the group and
having to some extent an ADHD agenda and posititkude. Those attached to the
Association are already in an identity forming mes where self understanding is connected
to the diagnosis, and this effect is even stromgeen the diagnosis is perceived as running in
the family: this is the group ‘we’. This we stanidscontrast to the ‘other’: those who are
unwitting and unknowledgeable about ADHD.

Interviewees demonstrated their awareness of thielgmatisation of ADHD through
expressions of sadness and irritation. When |cslmut controversies and repeated what
scandalous news | had heard about ADHD in the mmesBa, the interviewees were insulted.
Controversies about the diagnosis or its amphewantieatment were not seriously
acknowledged, except in the case of the step-fattiean adult with ADHD who was
recovering from a drug abuse past. Rather, theysged on establishing their standpoint,
which is that ADHD is real, misunderstood, and pasitive sides to it. This way, they
worked further developing people’s understandintheir group as aaluablegroup.

While the association through Sta P& sends theagesthat people with ADHD are
not all alike, the interviewees told me the detaib®ut their child’s (or their own) diagnosis
and relationship to their personality. The intewees were specific about whether it was

ADHD, hyperkinesis, or ADD; and whether there was-torbidity” (as it is depressingly
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called in the psychiatric literature) with otheagnoses. All the interviewees knew technical
information about what medication they used or tizdl, at what doses. They told me about
what their child said about themselves and theiguosis. They told me how they had coped
with their own ADHD, and what degree of ADHD thegve. Being specific is a way of
individualising ADHD, stopping the individual beirabliterated by the generic illness label.
Despite seeking and supporting the diagnostic |gteaients refuse to define their children
totally in terms of the diagnostic frame.

But while they spoke about their individuality, danhow they understand
themselves/children/family through the diagnodigirt certainty about what ADHD is was
note-worthy. The Association has already creatéged or an “us” — and that means there is
already an “other”. In this case, the others & ADHD sceptics, and they are that way
because they are not enlightened about ADHD’sniatare: they simply do not know enough
about it.

The informants were aware of the ‘dark side’ atigg a medical diagnosis, in what it
implied for their children. It comes at a pricetltt is seen as necessary in order to have help
made available for their children.

While an important analytical tool, Conrad and Satar's (1992) theory of
medicalisation did not have the scope to illumirtatgfering’ as a driving force behind the
medicalisation of deviance. Solvang’s (2007) retarction of Conrad and Schneider’'s
(1992) “light and dark sides” of medicalisation waedter able to capture the humane aspects
of medicalisation, while remaining sensitive to threductionist manner biological
explanations of deviance operate in, and the negotrsions of stigma and morality that
occur in the wake of diagnosis.

Parents do have to negotiate conflicting discaumsben discussing their treatment
decisions and their children’s diagnosis. Theywsl{) why it was necessary to get the
diagnosis, and how difficult it was to achieve d@mulv long it took. They had to insist
something was wrong, and this was where they uUsa&d authority as parents who knew the
child best. But (2) althouglghting for their child’s best, they present themselvesiagbly
passivein the medical encounter, as accepting expericadvi he parents become lay-men on
ADHD issues and definitions, and draw their knowledrom group discussions, Sta P4,
formal documents and scientific literature.

Re-interpretations of family histories also charafer receiving the diagnosis, and
there are sometimes concerns of genetic inheritheggy a burden that can laden the next

generation. Guidance for where to look in the fgriree for the carrier of the responsible
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genes is provided by stories in the associationaziag from people in the same situation,
and from medical experts. The ways that genejidadksed factors play out are understood
as being highly contingent, and this is a motivgfactor in their political campaign.

Heritability is social, and the ways it is subjgely interpreted are contingent on both
social roles and the guidance of expert knowleddasgenetic conditions, a reinterpretation
of the family’s history can come in to play, ane tflamily history in turn feeds back into how
the condition is interpreted. The genetic aspet®DHD help create a strong loyalty to the
diagnosis, both as a form of solidarity with indival children who have the diagnosis, and
because the diagnosis has come, in part, to cagturaage of the family’s heritage.

While accelerating the medicalisation process ome ways, they also retard the
growth of its domain as they negotiate the stignhentna that the diagnosis draws with it.
The group use the worst-case-scenario biologicihgrmined outcomes to support their
demands for educational and welfare resourcesl|pthem address ADHD'’s difficulties. In
doing so, they are insisting on the interwoven reatof biological facts with social and
psychological factors. The interplay of biologicabcial and psychological factors (which to
the sceptics’, can be construed as contradict@ygart of the ‘obvious’, taken-for-granted
knowledge for people experiencing ADHD as partwargday life.

The association is attempting to create a new @rfag ADHD, and this is done
especially with self-esteem as a driver. The dation’s message through Sta Pa that,
“ADHD would be less stigmatised if people were liessstent these days on getting a
diagnosis and always trying to be perfesta sociological contradiction. However, frohet
lifeworld of sufferers, it makes sense. The asserts built up from a foundation of
understanding that the diagnosis can change theenat the whole family tree (including the
parents’ self-image), and that without the diagsdsie child’s best is not being served.
Positive portrayals of hyperactive, impulsive, aditracted characteristics, which are
normally associated with “boys will be boys” anagticism towards the diagnosis, are co-
opted. This is enabled by the elaboration of tlEgmbsis to include more than the most
obvious examples. Treasured examples of famouslgessful people, who are open about
their ADHD diagnosis, are used to counter deterstimistories about ADHD’s relationship
with criminality and psychopathy. Although makinge of the diagnosis, people strongly
resist being characterisedlelyin terms of a medical diagnosis.

The difficulty here is getting this point acrosgheut saying that these people are
merely shying away from everyday challenges thay ttshould” be tackling and mastering.

They are not ‘victims’ of medicalisation. Gettitlge diagnosis marked a status passage, not
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just for those diagnosed with it, but for their grais. The parents of children with ADHD

experience as a group that this is the explandtornwhat has been happening; that this is
reality, and now in a position to identify with tligagnosis it becomes the framework and
basic perspective, for mastering the everyday wisclseriously challenging because the
central characteristics of ADHD put them at oddthwnany of the central requirements of
modern function-oriented society.

The expert knowledge-producing systems, and tledepsionals whose work is
connected to ADHD (from neurological research tecsg education), are all called upon and
invoked to factualise, legitimate and create pugfiace for understanding people with ADHD
as a worthy people, and their group as good. Maselitends its prestige to the diagnosis,
protecting against hints and allegations about molegical causes for misbehaviour.
Special education is argued to be an entitlemettidse who desire it: the language of rights
is used, and interviewees were able to casualbyr ref specific legal paragraphs that were
relevant to their case. However, the range ofadsthat they can demand is very limited.
Parents knew their child had the right to an ILRd{¥idual Learning Plan), but ILPs identify

the child as the source of deficiencies, not thmsetenvironment.

Minority illness?
Before medicalisation, people with ADHD were nagjraup and were not united by anything,

except a shared stigma of being incorrigibly bathey have become a group that is growing
in strength as the diagnosis becomes more popubart is ADHD a disability, and can
ADHD-groups be considered minority groups? Homaséx are born into heterosexual
families. Similarly, parents of deaf children haa@netimes been asked to consider that their
children belong to another group — one they areanatannot be part of (Solvang 2006).
Ethnic-minority children, on the other hand, arerbimto ethnic-minority families. ADHD is
somewhere between: it runs in the family, and peojplentify instances of possible
antecedents who ‘must have had it’. As a childdsessed, other family members also get
drawn into the assessment, and this co-diagnogsesented in an expression of solidarity
from parents with their children. On the other ¢hamot everybody in the family has it, and
even among those who do, it is not always visilbla problem.

How do minority groups illuminate inequalities?ow do they approach equality? In
this case, it is partly through pragmatism. Thetgs from the interviews and articles in Sta
Pa show that ADHD is understood as both as ancai genetic condition and as a contingent
modern illness. This is consistent with expertdisses on the causes of psychological and
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psychiatric problems, where the expert scientibmsensus is that a genetic predisposition
together with environmental factors, leads to thebjem. This was not present in all of the
interviews, but those where it was not present didaot contradict this. (Nina, for example,
did not want her son to go to a special schoolabgse this was seen by her as a dead end for
his education. Another interviewee, Anita, toldabher father, a sailor, whose stamina and
bravery made him more successful than the othd@rseir pragmatic interpretation of ADHD

is that its contingent status does not make itlesy real.

These mothers did not primarily see themselvesiasnised. Rather, they had to
make a noise so someone would pay attention, ahcgimply explain-away their child’s
difference as being within the span of “normalhelparents had to argue against normalising
messages, and this was the most explicit “medioglisaction they took: they resisted
messages of normality, and insisted on differenddie exceptions to this were with the
parents who presented themselves as not needingkéo a stand, but rather neutrally
accepting a diagnosis that was handed to them wtittteem having any prior knowledge
about it.

The mothers insisted that the diagnosis was ot gaget. That said, they accepted
that it has to be that way. This was in strongirast to mass media stories about the easiness
of getting an ADHD diagnosis, and the academigctsins of the diffuse diagnostic criteria.
Nina, for example, told me in how strict the ICD-didgnostic criteria are compared to the
DSM-IV criteria used in the USA. But in fact a fé&to way, Norwegian practitioners do also
follow the DSM (Zeiner and Arnesen 2004). The pdiere is that Nina was making a
distinction that distanced her son’s diagnosis friti@ immoralities associated with ‘easy
solutions’ from the USA.

Having established the difficulty of getting thiaghosis, and their perspective that it
is unfortunate but it should be that way for obwagasons (concerns about over-diagnosis);
they shifted focus to what coma&er the diagnosis. This is now their main concern.

Norway has high participation of women in the paiorkforce. Some interviewees
with ADHD who told me that mothers with ADHD chikeir tended to be at home. Family
demands exceeded what they could cope with: becaluske extra demands of having
children with ADHD; and because of the extra lohdyt carried as mothers with ADHD
themselves. The ‘extra work’ of ADHD is a non-medjdifeworld understanding used to
justify their access to the sick role; as work @ésthe home is increasingly expected
(Weerness 1998).
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Is it welfare entitlements that change how Nonaegparents (mothers especially)
feel, and cause the absence of ‘mother-myths’dhaé the mothers in research by Malacrida
and Singh’s guilty feelings? While there is a dépancy between welfare state ideals and
actuality ("There is still a long way to g9! it seems that the ideals could be what courgnvh
it comes to culturally given feelings of guilt. @y feel entitled to claim assistance, even

when exactly what that claim should entail hashesn fully defined.

Heritability is social
From the interviews and Sta P4, there is bothteesie to and use of catastrophising about

future: a difficult balance. Interviewees took difhg stances on how to interpret abnormal
psychological research.

What happens when the biological image of humaaityansferred to the educational
context? The biological view of humanity is a doastion through which we interpret
reality. The acquired aspects of our biology ar@a, when proper consideration is given to
the social determinants of health and illness, il is trenchantly argued by a number of
authors. But heritability is also a social phenaore Witchery, the taint or prestige of social
caste and class, and social phenomena such as abfowork are inherited. We ‘inherit’
more than just genes from our parents, and whike ithclearly social in nature to social
scientists, it is not interpreted in social termsoag the interviewees. The social appears to
be so strongly determinative, that it becomes fitade’. Social fate is strongly tied to
families, although not exclusively determinative nature, just as genetic disposition is
strongly influenced by family. These two are catétdl and interchanged when people talk
about their experiences with ADHDoth the social and the biological are framed im-bi
genetic terms

ADHD’ers want the successful people to come fodvarthey reject the notion that
ADHD is a diagnosis of social deviance. Rathee tertain forms of restlessness, angst,
passion, and seeking; the unstoppable drive arithdesf not fitting in around calm and tidy,
organized people is what they want ADHD to be assed with.

In the final analysis, this is ultimately a colien of stories framed as interpretations
of genetic inheritance. In so far as ADHD is iteisto be biological, and this understanding
is premised on scientific knowledge (that undemditagyn ADHD and knowing what it is
depends on knowledge of and belief in a particsketr of scientific interpretations), the
expectation is that as people gain more knowlethgeitsADHD they will be wiser and accept
it. This reflects the grand narrative of sciestffrogress.
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Insisting that the biologically-determined behavidwas a large role to play and is
fundamentally unavoidable in social settings idaative of theutility of scientific biological
discourses for those occasions where other undeiatgs of behaviour weaken one’s project.
Biological discourses are anchored in ideas of reatind the natural. So taking a stance
opposed to the diagnosis of ADHD based on the iposthat it reflects people’s ‘natural’
diversity and variation is harder than taking aias that refuses to accept that people have
any biologically-given personality or behaviour&ntlencies. Thus, the discussion can
become polarised into an un-nuanced nature/nugtgement. Biological definition/against
interaction and communication.

Finally, this research has illuminated an ironytmthe ADHD diagnosis. Parents are
active in getting the diagnosis and medicalisindarstandings of their children’s behaviour.
In doing so, they buy-in to a set of beliefs of abADHD: that the best way to ‘fight’ the
risks of ADHD is through use of medication. But AD medications are provided on the
ground of the risk of future problems: by seeking accepting a diagnosis, the individual has
taken on a way of thinking about themselves ang tten get “back on track” with the
diagnosis and therapy — this Ritalin track assufuese problems, so, with that assumption,

how can they ever really distance themselves fregative images and the shadow of fate?
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Conclusion
This work shows that although the Norwegian pareriesviewed had to negotiate stigma on

behalf of their child and their whole family, theyere not vulnerable to “mother-blame” in
the same way that mothers researched in somellilBaglish-speaking countries have been
found to be (Malacrida 2003, Singh 2005). Theyeadr with professionals that
“investigation” of the family is a vital part ofgorous assessment for ADHD. But in that
process where the families of children getting dasgd also have the professional gaze
directed at them, it seems reasonable to modestgest that either they did not have the
same burden of proof, or else it was not a blangage. Those who had felt they were
blamed at some point found that getting a diagniostschanged that; as individuals and as a
group, they brushed off mother-blame with confiden®y contrast, in England and Canada,
mother-blame was persistent even after a diagmassgiven.

Some informants said they knew “someone” who heehtblamed and whose living
arrangements had come under close scrutiny — Imatditnot happened to them. It cannot be
entirely ruled out that it is aontellable topic. One of the informants felt she had been
directly blamed; but even she explained how thianged after she got her own ADHD
diagnosis and stopped the self-medication that sty have drawn attention to her.

While not feeling blamed by others or blaming tlseides, the Norwegians
interviewed for this research felt stigma and gweehnected to their ‘genetic fate’. The
medicalised stigma concerned behavioural and legrahallenges connected to school and
social interaction; stigma was also connected t® tisk of future problems such as
employability, being able to manage without soskdvices, drug taking and other criminal
behaviour, and psychosis. These are seen asahkvivithout the therapeutic intervention of
the “Ritalin track”. A grandfather was worried lsisn’s ADHD might have been inherited by
his son, and was relieved to see signs that henaidsurdened with it.

Modernity has created the disability of ADHD, &e traits that lead to diagnosis run
counter to modern technical requirememM®HD-Norgeas a social movement is pushing for
more acceptance and help. Their problems have ideetified as 1. stigma concerning the
diagnosis and 2. insufficient knowledge about wdeftnes good facilitation and adaptations.
The first is a problem that concerns social diwghsormality and that people with ADHD
cannot conform to all school expectations and ofiack friends. If inattention and
hyperactivity were acceptable, there would be nobl@m and no diagnosis. The

“impairment” is only relative and the disability $®cially created. The second problem is in
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developing their weapon against this: knowledge asgistance. They have “a long way to
go”, but one hindrance they will not expect to antger to the same extent as parents
(especially mothers) in the aforementioned “Engbplkaking countries” (for all the
weaknesses of that generalisation) and liberalareltates. Their demands for assistance are
a culturally-given entitlement and right to helmdawerenot characterised by unwanted
attention from professionals of a moral or psyclabgit nature: the diagnosis did not make
the mother into the deviant. (It is prudent toentiere may be methodological bias here:
informants were all already members of the ADHD d&sation which indicates reasonable
confidence about the diagnosis; and feeling goasliathemselves as parents could have
influenced their decision to agree to be intervigwe However, there was a tendency for
mothers to also get diagnosed themselves when ¢h#dren were under assessment. The
informants utilised their own diagnoses in wayst there presented as supporting their
children; and took their own diagnosis as confirgnihe hereditariness of ADHD’s aetiology.
This could be stigmatising to the family, but itswaot all lumped on the mothers’ morality.
In Sta Pa it is insisted that mothers, not jushded, can be the genetic ADHD link. Doing
this gives more legitimacy to the elaboration of tliagnosis to include the ‘quiet’, ‘inner’
undiagnosed form (where one seems to manage toroonbut suffer badly). Mothers with
diagnosed children (in Sta P& and the interviews) licky that they can put a name on their
problems, and get the support provided through neeshitp in the Association.

Stigma towards the behaviour itself (as opposethéoidea of the diagnosis) is a
product of modernisation. Alternative educatioraagements were found Hilde’s father at a
time when education was not a necessity as todayta’s father was able to provide well for
his family, and build their social standing, atrad when fishing was more in demand. Hilde
and Anita’s fathers did not have to meet demandsadern culture such as taking extended
education.

Recapturing the “good ADHD stories” from the faynirchive is a challenge to
ADHD-sceptical discourses. They explain how changenditions create the “impairment”,
and that the diagnosis is a tool for getting helphis pragmatism is seen as the route to
acceptance of difference and positive self-imatjehas been suggested that there are trends
towards increasing acceptance of difference (Enikaed Breivik 2006); but psychosis and
criminality remain socially unacceptable. These associated with “severe” ADHD in
professional literature, and parents handle thab@ation in various ways: some reject it,
others explain that the treatment therapies changeln this way, the parents support

professional power and are dependent on therapiBlse ADHD group rely on expert
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knowledge to make their impairment visible. At tb@me time, people identify with the
diagnosis, and recognise themselves in other psopderatives. Because of this, a positive,
de-stigmatised image for ADHD is important for seifage. The ADHD group want to
promote understanding that the disability is cirstantial and contingent, because many
people with ADHD do have wonderful abilities, engrgnd stamina. Parents of ADHD
children believe their children can shine underrtbkt circumstances.

The informants think that the ADHD causstill has a long way to go This is
heroic: in addition to helping children with leamgi problems and problems making friends,
burn out, frustration, dependence on pharmaceutieshpy, and various risks, they also face
stigma and fate.

Informants think the diagnosisvbuld be a lot better if it wasn't so stigmatised
Parents of children with ADHD want dignified worlpmortunities, therapeutic intervention,
and reasonable independence from social services.

Is ADHD “real”? Yes, in the sense that we areialla situation characterised by
contingencies and acting on impulses. ADHD is rtinedical labelling of a situation; one
contingent on the interplay of a biological corafiti individual psychology, cultural
conditions and social action and communicationis T$ocial psychological’ view of ADHD
does not reduce the diagnosis to medical factreduce it to an instance of social control.
Parents of children with ADHD knew their childreer@ unable to meet certain expectations:
they want difference to be acknowledged so theid@m’s behaviour is not seen as wilful,
and they can get assistance for school, work andgliarrangements. At the same time,
informants reject the label in some contexts. Dimjs is seen as being the only practical
solution, but they use it “at a price”.

Does the therapy create dependence? It seerhstsbis also liberating: this research
indicates that after receiving a diagnosis, the ewnnterviewed did not accept ‘mother-
blame’. In the modern setting, numerous forms efiahce are regulated by health experts.
Medical authority also has a dark, discipliningesitut it is medical experts who give access
to the liberating aspects of the sick role. Theliced authority girdering the diagnosis and
the sick role is difficult for laypeople to questio Since disease is legitimated by medical
authority, patients conform to medical interventionBut the understandings of what the
disease mean in practice do not only come from omsgli rather, new meanings are created
with the help of the Association out the parentsnocupboard of family stories and ideas

about themselves.
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Risk discourse is dominant in the assessment jganathat identifies ADHD. It
displaces the subject with risk factors. Risk laagely replaced dangerousness as creating a
basis for expert intervention. Parents of childeith ADHD want expert medical
intervention for the liberating aspects of the siole it gives access to. They want expert
pedagogical assistance, and practical assistarwe the welfare apparatus to enable
independence for adults with ADHD. Parents sege #si something they ought to have a
legitimate claim to based on their contributionsiciety, and this is in keeping with the
typical characteristics of Nordic welfare stateterds. They want people to understand that
their children reaching legal age of independeramsdot necessarily bring with it an ability
to cope with adult responsibilities. While expertervention is a critical part of the status
passage into being an ADHD’er, the diagnostic ggradends to make the person invisible
behind ‘risk factors’ and labels connected to fettors. The Association tries to counter this
by saying that all people with ADHD are unique.

This work has shown how treatment and stratefjies) differing biomedical and
psychosocial traditions respectively, go hand inchan practice and even necessitate each
other. We have also seen how taking an ‘ambival@aerspective’ on medicalisation enables
a more nuanced and complicated picture to emdPgeents of children with ADHD negotiate
in what they believe are their children’s bestiests and do their utmost to help them. The
parents’ self-interest in looking good and havingavernable child were considered; but
finally it was argued that to focus on this woulel to miss the point. The parents’ primary

consideration was to get help for their children.
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Appendices

Appendix 1: Presentation of research to potential interviewees

| read this out at an ADHD meeting where | hopedheet interviewees.

"Til tross for at ADHD har blitt akseptert som enedisinsk tilstand i mye av den
engelsksprakelige verden, har ikke denne medikalgsprosessen gjenspeilet aksept
av diagnosen, eller blitt en lgsning til alle prebier.

De tilgjengelige behandlingen for ADHD er i hovekisaedikamenter. | noen tilfeller
forandrer medisinsk behandling aksept av probleskatitferd, eller fgrer til nedsatt
tilbud om andre former for hjelp og stette: dett heert tilfelle i deler av USA hvor
enkelte barn far betinget skoleadgang (de ma taikaetkenter eller far de ikke gar pa
skole). Pa den andre siden, fins der foreldreledav England og Canada som er
desperat a fa en utredning og behandling for baesime, men den veien er stengt
enten pa grunn av faglig skepsis* mot sykdommen sdér stgrre tro pa sosial og
psykologisk behandling av familien og barnet.

Jeg ser dette som en slags kamparena over hversksifa siste ordet, og hvem som
har stgrste autoritet over barnets atferdsproblemgrsykdom: legen, foreldre, leerer,
PPT, og sa videre.

Der fins ogsa de som mener at ADHD er pa det begtediagnostiserte, og pa det
verste helt uten vitenskapelig eller organisk hagissse skeptiske stemmer har sikkert
blitt hegrt av noen av de foreldre som bade mendvaahet bade har ADHD og har
behov for medikamenter, eller som mener at mediktaner det eneste reelle valg de
har.

Jeg skriver masteroppgaven min i lys av dette, @gehat noen av dere har lyst a bli

intervjuet.”
Some were provoked by this comment, and somebadg out, "Fordeammer! Det er fagfolk

som dgmmer! Andre viser aksept.P¢ejudice! It's the specialists who judge! Othare

accepting’)
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Appendix 2: Email request for an interview

Subject: ADHD forskning fra UiB - epost fra JustiRarer

Hei —

Vi traff pA ADHD mgtet i november hvor jeg presetganin masteroppgave. Jeg lurte pa om
det er mulig & fa et intervju med deg i lgpet andste ukene?

Jeg vil minne deg om at det vil veere full anonymiet vil si at du skal siteres anonymt, og
din identitet skal elles veere skjult. Dette forsigs prosjekt har veert godkjent av NSB (Norsk
samfunnsvitenskapelig datatjeneste, http://wwwuibdo/index.html).

Med vennlig hilsen,
Justine

Masterstudent i sosiologi, UiB

Follow-up email (example)
Hei —

Jeg var i kontakt med deg far den hektiske julegEm angaende intervju til masteroppgave.
Er det mulig & treffes for et intervju neste uké’k&h treffes enten pa (x), (y), eller kanskje
hjemme hos deg hvis det er enklere.

Jeg vil minne deg om at det vil veere full anonymiiet vil si at du skal siteres anonymt, og
din identitet skal elles veere skjult. Dette forsigs prosjekt har veert godkjent av NSB (Norsk

samfunnsvitenskapelig datatjeneste, http://wwwuibdo/index.html).
Med vennlig hilsen,

Justine Parer
(Kontakt detaljer).
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Appendix 3: Interview Guide

Takk for at du funnet tid til meg i dag. For detst vil jeg minner deg at dette prosjektet har
blitt godkjent av NSD og at du og de du nevneiteénivjuet skal veere godt anonymiserte. Du
kan trekke deg nar som helst, enten med & ta komak meg, eller veilederen min eller

Sosiologisk instituttet ved UiB. Er det greit maéely om jeg tar opp intervjuet pa band?

When did you discover your child had ADHD? Whend g¢bu first learn about ADHD?
(Were you ever sceptical about it, and if so, whighyou change your mind?)
GUILT AND SUFFERING

Do you feel blamed? Directly or rather more indilg — for instance are you made to feel

your efforts have been inadequate? It can be ahong to see somebody you love suffer. Do

you feel that, and does it make you feel you shdoldnore, or is it just exhausting?

Has getting this diagnosis changed any of thatviéed some relief?

Have you curtailed extra-familial activities in erdto look after the child with ADHD?

Should you have to?

Do you feel you should have acted earlier, or hgoet done your best under the

circumstances?

What do you think about the suggestion that ADHQesetic? Do you suspect you have it?

Are you worried about other family members? Do wash there was a conclusive test?
BUREAUCRACY

Have you had confrontations with authority figur@koctors, teachers, special educators,

bureaucrats)? If so, how did you act — were youembuto silence, or did you assert yourself
as equally expert/your own authority?

Do you go to meetings with teachers or doctorsgglon do you take somebody (aside from
the child, such as another family member, a friemdperhaps someone froADHD-Norge
with you for moral support?

Have you had to fill out a lot of forms? Do yowfgou have been fobbed-off or intimidated

by bureaucrats?
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SCHOOL
Has the school helped? In what ways (eg. acceptimgliagnosis, getting support, enrolling
the PPT, carrying out the ILP, making you feel eiént about the child’s school
performance)?
Were you pressured to medicate the child? Hasstheol been helpful in administering
doses?
What's your impression of PPT? (Are they well-megf? Do they care? Are they skilled
enough? Do they have the resources they need?)
Do you have a role in your child’s ILP? Do theyeuseam” rhetoric? Do they want your
input?
What do you make of the Norwegian school systemradh?e (Open classes, notions of
equality among students/not streamed, teachinglatds, resources, length of schooling)
How do parents see the child’s reflexivity? Wilever develop?

MEDICAL CONTACT
How would you describe your relationship with yalwctor? Were you happy with the

diagnosis process — do you feel they whipped aaiptiescription pad too early without even
looking at the kid; or was it the opposite, thatididn’t take the medical issue seriously and
made you feel incompetent or stupid?

Was there a placebo trial?

We know medicine is rarely a panacea for ADHD. Y\Kiad of problems remain with you
since the diagnosis, and can you think of any nellpms that have resulted from it? Have
new problems accompanied the medicating itselfdtietoring, and labelling of your child?
SUCCESS
What do you envisage as a successful life? Howhnofithis problem is behaviour and
performance? What do you think of adults with ADMD
METAPHORS

Can you describe something you think ADHD is simitg Is it like another experience

you've had before? Is it like another illness?t Eeparate from your child? If ADHD was a

“thing” in your child, what would it be?
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Appendix 4: ICD-10, chapter 4, Mental and behavioural disorders

Behavioural and emotional disorders with onset usuly occurring in childhood and
adolescencefttp://apps.who.int/classifications/apps/icd/icd10oline/?gf90.htm)

Hyperkinetic disorders

A group of disorders characterized by an earepusually in the first five years of life),
lack of persistence in activities that require dtga involvement, and a tendency to move
from one activity to another without completing ame, together with disorganized, ill-
regulated, and excessive activity. Several othroabalities may be associated.
Hyperkinetic children are often reckless and impelsprone to accidents, and find
themselves in disciplinary trouble because of uniinig breaches of rules rather than
deliberate defiance. Their relationships with aslalte often socially disinhibited, with a
lack of normal caution and reserve. They are unfaoputh other children and may
become isolated. Impairment of cognitive functissommon, and specific delays in
motor and language development are disproportigneieguent. Secondary complications
include dissocial behaviour and low self-esteem.

Excludes. anxiety disorders
mood [affective] disorders
pervasive developmental disorders
schizophrenia

F90.0  Disturbance of activity and attention

Attention deficit:

- disorder with hyperactivity

- hyperactivity disorder

- syndrome with hyperactivity

Excludes. hyperkinetic disorder associated with conduct disor
F90.1  Hyperkinetic conduct disorder

Hyperkinetic disorder associated with conducoudier
F90.8  Other hyperkinetic disorders
F90.9  Hyperkinetic disorder, unspecified

Hyperkinetic reaction of childhood or adolesceN¢S
Hyperkinetic syndrome NOS

Fo8 Other behavioural and emotional disorders with onseusually occurring in childhood
and adolescence

A heterogeneous group of disorders that sharehheacteristic of an onset in childhood but
otherwise differ in many respects. Some of the tmwrd represent well-defined syndromes
but others are no more than symptom complexes riatl inclusion because of their
frequency and association with psychosocial problemnd because they cannot be
incorporated into other syndromes.
F98.8 Other specified behavioural and emotional dsders with onset usually occurring in
childhood and adolescence
Attention deficit disorder without hyperactivityxgessive masturbation, Nail-biting, Nose-
picking, Thumb-sucking.

92



Appendix 5: DSM-IV Criteria for ADHD

I. Either A or B
A. Six or more of the following symptoms of inattemtihave been present for at least 6 months to
a point that is disruptive and inappropriate fovelepmental level.
Inattention
« Often does not give close attention to details aakes careless mistakes in
schoolwork, work, or other activities.
« Often has trouble keeping attention on tasks oy atdivities.
« Often does not seem to listen when spoken to tirect
+ Often does not follow instructions and fails toidim schoolwork, chores, or duties in
the workplace (not due to oppositional behavidfadure to understand instructions).
« Often has trouble organizing activities.
« Often avoids, dislikes, or doesn't want to do thititat take a lot of mental effort for a
long period of time (such as schoolwork or homework
« Often loses things needed for tasks and activifieg. toys, school assignments,
pencils, books, or tools).
* Is often easily distracted.
* Is often forgetful in daily activities.
B. Six or more of the following symptoms of hyperaiti-impulsivity have been present for at
least 6 months to an extent that is disruptiveinagpropriate for developmental level.
Hyperactivity
« Often fidgets with hands or feet or squirms in seat
e Often gets up from seat when remaining in seatpeeted.
e Often runs about or climbs when and where it isapqtropriate (adolescents or adults
may feel very restless).
» Often has trouble playing or enjoying leisure atgsg quietly.
* Is often "on the go" or often acts as if "drivendynotor."
« Often talks excessively.
Impulsivity
< Often blurts out answers before questions have figished.
e Often has trouble waiting one's turn.
< Often interrupts or intrudes on others (e.g., bints conversations or games).
II. Some symptoms that cause impairment were preséntebage 7 years.
lll. Some impairment from the symptoms is present mdwmore settings (e.g. at school/work and at
home).
IV. There must be clear evidence of significant impaint in social, school, or work functioning.
V. The symptoms do not happen only during the cowofsa pervasive developmental disorder,
schizophrenia, or other psychotic disorder. The gms are not better accounted for by another
mental disorder (e.g. mood disorder, anxiety disgrdissociative disorder, or a personality disprde

Based on these criteria, three types of ADHD agatified:

1. ADHD, Combined Typef both criteria 1A and 1B are met for the pashénths

2. ADHD, Predominantly Inattentive Typ# criterion 1A is met but criterion 1B is not mfor the
past six months

3. ADHD, Predominantly Hyperactive-Impulsive TygeCriterion 1B is met but Criterion 1A
is not met for the past six months.

(From DSM-IV, APA 2000)
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Appendix 6: "Ritalin misbruk blant unge”

NORGE | DAG
23rd September, 2008 — NRK Rogaland. Reporter @&ukiorsund.

Vertinne: Fgrst i Norge i Dag, om vanedannande ADHD medisim sr pa avvegar i
Rogaland. Ungdommar fortel at Ritalin bli seld gErsund og brukt samen med alkohol.
Alarmen har gatt til foreldre og Ungdomskontakt.

Reporter: Dette er medisin Ritalin som hjelper personar m&H®, men na fortel
ungdommar i Eigersund at slike tablettar blir omsetm rusmiddel. Tablettane blir blanda i
lag med alkohol for a fa ein ekstra rus.

Ungdom: Eg ser ofte at dei blir seld pa byen og sann, &omdorukar det til & dope seg og
sann.Reporter: Kva synes du om detthhgdom: Nei det er ikkje bra. Ma fa ein slutt pa det.

Reporter: Ungdomskontakten i Eigersund trur ikkje at ADHD migdhar ein stor utbreiing.
Likevel har alarmklokkene gatt og foreldra og ungaskulen er varsla.

1. Kvinne: Dei fortel jo at dette kan vere ein grei mate &ufé pa, sann at mor og far slepp a
oppdage det, ikkje sant. Dei slepp a drikke fulbrs&je som dei gjerne ma for a fa same
rusen med alkohol. Og da kan dette vere greittpaisiette med ADHD tablettar er veldig
billig.

Reporter: Du synes det er bra at undomskontakten tek titte?Ungdom: Ja det er jo
veldig bra, for det er jo dumt at folk skal dopg g& det, da far jo ikkje folk tatt medisinen
sin nar dei selga den.

Reporter: Misbruk av ADHD medisin er nok ikkje einestdandeEigersund. Rogaland
Psykiatriske Sjukehus er i jamn mellomrom i konta&tl politiet for dei er bekymra for at
Ritalin tablettar er pa avvegar. For starre dosalr fere til avhengigheit.

2. Kvinne: Og her er jo disse medikamenta, kopla jo inn samad de andre, kan medfare,
vi vet jo at det kan fgre til store overopphopingarpsykosar som er alvorlige sinnslidingar
blant ungdommar som ruser seg. Ja dette er védaligg, skadeleg ting.

1. Kvinne: Me vaksne ma ta inn over oss at me gjerne fort s¢ieGjerne tar eg ein tablett
for det og sa faler eg meg mye b&ti@et er klart at me sender noen signaler til
ungdomsgenerasjonen atler med berre ein tablett, so kan den lgyser sathadg der ma
me nok innrgmme at me er rollemodellar, og detéegqdt og pa vondt.
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