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Abstract

There are various views towards Attention Deficit Hyperactivity Disorder
(ADHD) and the recent introduction of the disorder for adults has added to
the controversies. | intend to explore variation in clinicians’ perception and
approach towards adults with ADHD. | produced a vignette describing an
adult with a diagnosis of ADHD and sent it to 150 clinicians. | received 44
replies, and performed 16 semi-structured interviews. | found participants
suggested various diagnoses, causes of the problem, treatments, and the
appropriate professional group for the vignette. Participants confirmed the
existence of variation in the clinicians’ perception and approach. Their views
also suggested that the different characteristics of clinicians, diagnostic
methods, psychiatric disorders, the possibility of access to different
information and social factors were contributing to the variation. In addition,
my analysis indicated that participants might have different perceptions
according to their experience, awareness and work-settings. | found that the
variation might be also related to the inclination of participants towards
particular disorders or styles of practice, and hermeneutical factors. Finally, |
produced a model that illustrates a relationship between different factors
with the variations in clinicians’ perception and approach. In conclusion, |
suggested the dependency of diagnosis on clinicians, the possibility of a
variation in their knowledge, and gaps between research and practice. |
described different types of competition that exist in the process of the
medicalization of ADHD. Finally, | discussed directions for future

investigations.
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Chapter 1 : Introduction

1.1 Rationale and scope of the research

In this study, | explore the variation that exists in the perception and approach
of clinicians. Therefore, in order to clarify my motivation towards undertaking
this study, | have to explain why | have selected variation in clinicians’
perception and approach, and why | have chosen adult ADHD as a case for

this.

Initially, | should note that my previous education informs my
understanding of medical and psychiatric decision-making. Throughout this
dissertation, | refer to my experiences in medical settings. Four years of
theoretical medical studies and four years of practical learning and presence
in hospitals and clinics as a medical student and practitioner back up my

understandings, and so worked as an ‘unintentional’ ethnography study.

| came across ‘variation’ in the perception and approach of clinicians
throughout my ordinary and professional life, but a series of events led me to
take it as an important question for this research. | lived for thirty years in
Iran, where visiting a general practitioner or a consultant is quite affordable,
so people could freely select a clinician themselves and it might even be
possible to ask the advice of different clinicians on the same day. Actually, it is

a common phenomenon that people ask the advice of another clinician where
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the previous treatment has not been successful or even if they are not happy
with a suggested treatment. Therefore, receiving different opinions for the

same problem is frequently observed.

In my experience, variation in the perception and approach of
clinicians towards medical problems with biological origins can be easily
understood. On those occasions frequently one person is ‘right’ and the
others ‘wrong’. For example, during my medical education, | recall an occasion
in which different physicians were disputing an abnormality in the X-ray of a
patient, and finally a surgeon ended the controversies by reporting his direct
observation of the abnormality. However, this could not happen for mental
disorders. When | was among the first doctors who were ‘aware’ of adult
ADHD in Iran, as | will explain later, | was faced with serious disagreements for
which | could not find an easy solution. | was a general practitioner and in Iran
at the time, only consultants could prescribe ADHD-related drugs. Therefore, |
had to refer my clients to psychiatrists, who did not agree with my diagnosis
of ADHD and suggested other disorders such as bipolar disorder. Although |
could not find a way, similar to biological situations, to end the disputes, | still
had a simple explanation for the situation: | believed the disagreement was

caused by the ‘unawareness’ of others.

When | started my PhD research, initially | had not considered variation as my
research aim. | was interested in the sociological exploration of ADHD and
found that ADHD has been sociologically investigated through ‘medicalization

theory’. However, | noticed the fact, and became surprised by it, that some

13



sociologists viewed differently to some aspects of the medical model of
ADHD. Coming from a positivist background, | could not explain how people
from different ‘scientific’ disciplines could have different views on the same
issue. | will discuss the importance of those epistemological positions in the
next section. However, | still used, with difficulty, the explanation of
‘Unawareness’ for this situation. Meanwhile, | came across a book®, which
described addictive disorders such as workaholism, alcoholism and sex
addiction. In the book, a number of people were introduced that had a
biological predisposition to addictions and who may move from one addiction
to another. | read the explanations and diagnostic guidelines that were
introduced in the book for such ‘patients’ and found that the descriptions had
considerable overlaps with the one for ADHD. | could imagine that one of
those people could be diagnosed with ADHD or behavioural addictions, not as
two co-existing problems, but as two different explanations for the ‘same’
condition. This potential variation was between authors from the same
discipline, which | could not easily justify and explain it simply by lack of
awareness. | started to think back more critically to my previous observations
and considered variation as a much more fundamental phenomenon that
could have different underlying causes. Therefore, | became interested in this
phenomenon and decided to undertake my PhD research on this subject. In
the following paragraphs, | will explain why | have chosen ADHD as a case for

my investigation.

! Coombs, Robert Holman (editor), 2004 ,Handbook of Addictive Disorders, a practical guide
to diagnosis and treatment. New Jersey, John Wiley & Sons.
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| learned about ADHD while | studied medicine in Iran (1992-2000). At
first ADHD was taught as a childhood disorder. However, | found a new
version of a psychiatric textbook® that introduced ADHD for adults as well. The
characteristics of an ADHD patient sounded very familiar to me and enabled
me to find an explanation and to generate hope for some people that | knew. |
became interested in the topic and contacted the author of the new section,
Professor Paul H. Wender. He introduced me to his book® and, for the first
time in Iran, | obtained it and published my Farsi translation of it. | also
undertook my medical doctoral dissertation on normalizing a diagnostic tool,
which was introduced in the book®. During the next couple of years, |
performed two review studies on ADHD in adults, which were published in the
formal journal of Iran’s Ministry of Health. In the first study®, | explored the
relationships between ADHD in adults and various social and legal problems. |
reported that according to reviewed evidence, ADHD seems to be highly
related to issues such as substance addiction including alcohol and cigarettes,
professional and academic difficulties, crime, and driving accidents. These

sources showed that the diagnosis and treatment of ADHD could prevent and

2 Benjamin J. Sadock, Virginia A. Sadock, 2000, Kaplan and Sadock's Concise Textbook of
Clinical Psychiatry, Lippincott Williams and Wilkins, Philadelphia.

* Wender, Paul H., 1995, Attention deficit hyperactivity disorder in adults. Oxford University
Press, New York.

* Title of my MD thesis: Normalizing and evaluating the validity and reliability of the Wender
Utah Rating Scale to diagnose ADHD in adults in Isfahan, 1999-2000

> SARRAMI-FOROUSHANI, P. & GHOMASHCHI, F. (2003) article in Farsi: A survey on the
relationship between attention deficit hyperactivity disorder (ADHD) and socio-legal
problems. Tebotazkie (The medicine and the morality), 49, 45-55.
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treat the above-mentioned problems. In the second study6, | recognized
ADHD as a common source of academic problems in university students,
which is manageable, but is usually overlooked. In both reviews, ADHD

emerged as an important topic that merits further study.

After the events that | explained above, | gained experience,
knowledge and interest in adult ADHD, and decided to select it as a case for
my investigation on variation in clinicians’ perception and approach. In
addition, as | will explain in the next chapter, because of the controversies

that surround adult ADHD, | considered it is a good case for my investigation.

1.2 Underlying epistemological assumptions

In the previous section, | referred to my background in medicine and
my initial positivist approach to psychiatric disorders. In this section, | will

explain my journey in adopting a different epistemological position.

Holding a positivist approach implied that | viewed ADHD as a
biological reality out-there and the diagnosis process as discovery of that
reality in patients. However, positivism and medical naturalism have been
criticised for overlooking related social/political issues, and its failure in

providing explanation for some phenomena (Pilgrim, 2008).

In addition, when | considered a sociological investigation, |
focused on the related social structures. Social structures have some

characteristics that do not exist in a natural structure: social structures are

6 SARRAMI-FOROUSHANI, P. (2004) ADHD: article in Farsi: A common undiagnosed cause of
learning disabilities and behavioural problems in university students. Tebotazkie (The
medicine and the morality), 51, 25-31.
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activity-dependent and can exist as long as agents have activity; they are
concept-dependent and depend to the beliefs of the agents, so they might be
reproduced; and social structures are space-time dependent and are not
permanent (Benton and Craib, 2001, p133). Therefore, positivism had obvious
limitations for my study and for a full understanding of the phenomenon that

is ADHD.

In the next step, in order to investigate ADHD related social structures,
initially I intended to use social constructionism. The term of social
constructionism, although has been used with a wide range of meanings
(Scott and Marshall, 2005, p 607), implies that: “all knowledge, including
scientifically obtained knowledge, is a construct of culture, language and
social roles and has no claim to final truth” (Reber et al., 2009, p 748). This
approach is critical of positivist sciences and implies that all claims about a
reality are due to relationships and are relative, so it is impossible to accept
one reality as better than another (Gergen, 2001). Some aspects of this
approach were relevant to my research: | could evaluate the constructed
meaning of ADHD for clinicians; and construction of meanings suggests
existence of variation in perceptions, which | will discuss further in section

2.3.2 (The philosophical theory of knowledge).

However, | intended to undertake an interdisciplinary study between
psychiatry and sociology; and | was concerned that reliance on radical
constructionism could make the results of the research incompatible with
medical paradigm. Radical constructionism may deny existence of mental
disorders such as depression as a reality and consider them just as a social
construction (Pilgrim, 2008). That could be one of the main reasons that
sociology could have different positions towards mental disorders, comparing

with medicine:

“The medical approach argues that such distress reflects an underlying
illness which merits treatment. The sociological perspective argues that it is

the consequence of a failure to respond adaptively to social challenge. The
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former focus on diagnosis and the provision of treatment, the latter on
understanding and clarifying patients’ dilemmas.”(Middleton and Shaw, 2000,
p 1420)

Such situation could make it difficult to produce compromising results

for both medicine and sociology, as Dingwall suggested:

“...the need for sociologist to be more critical of the positivist version
of disease that was, and still largely is, hegemonic among our medical
colleagues, and to insist that constructionist accounts cannot disregard the
materiality of the human body and disturbances to which its biology is
subjected. Medical sociology remains pressed from each side” (Dingwall,

2001, p vii).

Therefore, | finally adopted a critical realist approach, which is anti-
positivism, but is ‘realist’ (Benton and Craib, 2001, p119). Realism in this
context means "clear recognition of existence of an external world,
independence of, and often defying, our desires of it" (ibid, p120). In critical
realism, recognition of reality comes with a weak version of constructionism,
which implies that the way we understand and describe reality is socially

constructed (Pilgrim, 2008). Therefore, critical realism maintains that:

“There is an objectively, potentially knowable, independent reality, but
at the same time acknowledges the constructive roles of context, perception

and cognition.”(Middleton and Shaw, 2007, p 293)
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This approach keeps us cautious about possible misunderstandings. In
this way, although we are always trying to gain the best possible knowledge,
we never consider our knowledge as the ultimate truth and we will be open-
minded for any change that might happen in our beliefs. Critical realism is
useful for an interdisciplinary field (Benton and Craib, 2001, Rogers and
Pilgrim, 2005), and facilitate acknowledgement of different perspectives that
could exist towards psychiatry (Middleton, 2007, Middleton and Shaw, 2007,
Middleton, 2008). Therefore, as my research is a joint point for psychiatry and
sociology, | found critical realism to be a proper epistemological position for
my study. In addition, as | will discuss in section 2.3.2, critical realism indicates

existence of clinical variation.

1. 3 Structure of the dissertation

Six chapters follow this introductory chapter:

Chapter 2, Overview of the main concepts, presents an introduction on ADHD
and different views that exist around it and discusses the main controversial
elements. It also introduces the concept of variation in clinicians’ perception
and approach, and explores its importance, and finally the chapter ends with

the introduction of research questions.

Chapter 3, Designing the research method, explains all stages of my research,
including research design, data collection and data analysis and clarifies why |

have chosen the method that | have done, what theoretical and practical
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factors have influenced the course of my decision makings, what difficulties |

faced and how | managed my research.

Chapter 4, Observed variations in participants’ responses, discusses the data
that | have collected through the questionnaires and identify variations in the
data. The chapter introduces suggested diagnoses, causes of the problem,
treatments, and the appropriate professional group responsible for treatment
of the vignette, and also the categorization of the participants based on their

general perception and approach towards the vignette.

Chapter 5, Subjective accounts of the participants, illustrates how the
participants themselves perceived such variation in clinicians’ perception and
approach, and reviews personal accounts of participants on the acceptability
of the variation. In addition, it introduces factors that participants suggested
as underlying reasons of the variation such as different characteristics of
clinicians, diagnostic methods, psychiatric disorders and social factors, and the

possibility of access to different information during patient-client interactions.

Chapter 6, Exploring variation, provides details of my analysis of underlying
causes of the variation, which includes investigating the roles of experience,
awareness, work-settings; the inclination of participants towards particular

disorders or styles of practice, the role of hermeneutics in variation. Finally, it
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illustrates a produced a model on the relationship between social, personal

factors and hermeneutics with the variations.

Chapter 7, Conclusions, considers contributions of the study to the field of
medical sociology, and its theoretical and practical implications. There are
discussions on dependency of diagnosis upon clinicians, different types of
competition that exist in the process of the medicalization of ADHD, the
possibility of a variation in the knowledge of clinicians, gaps between research
and practice and the considerable difference that an objective diagnostic
method could make to the variation in psychiatric diagnosis. The chapter ends

with directions for further studies.
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Chapter 2 : Overview of the main concepts

In this chapter, | will begin by introducing ADHD and then talk about the
different views that exist of it. | will critically explore each view, and then | will
discuss the main controversial elements. Those discussions will highlight many
important issues in the diagnosis and treatment of psychiatric disorders,
which are represented for the case of ADHD in this study. Then in the next
section, | will introduce the concept of variation in the clinicians’ perception

and approach. Finally, | will introduce my research questions.

2.1 Introducing ADHD

2.1.1 History

The phenomenon that is called ADHD existed even before the introduction of
the medical label. Wender (2000, p 3) refers to “fidgety Phil”, a German
nursery rhyme, which describes a hyperactive child in 1863. The history that is
mentioned here is related to the ‘label’ and the recognition and definition of

the condition as a mental disorder.

Health care professionals have described ADHD in children since 1902
(Mayes and Rafalovich, 2007). Definitions and diagnostic criteria of ADHD

have changed along with other psychiatric disorders in guidelines such as
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DSM’. In 1968, DSM-I1® devoted one paragraph to describe ‘hyperkinetic
reaction’. At this time various designations were used for the condition
including: ‘minimal brain damage’, ‘minimal brain dysfunction’, ‘minimal
cerebral dysfunction’, ‘hyperkinesis’, and ‘hyperactive child syndrome’
(Wender, 1995, p 4). However, in 1980, DSM-III replaced the different names
and labels with the label of ‘attention deficit disorder (ADD)’ and extensively
described diagnostic criteria for this condition (Mayes and Erkulwater, 2008,
Wender, 1995). The label and related criteria were modified by DSM-I1I-R°
and DSM-1V in 1987 and 1994, respectively. According to DSM llI, IV, and
DSM-IV-TR™, it is possible to suggest the diagnosis for adults, as the guidelines
mention ‘work’ adjacent to ‘school’, but the criteria mainly describe children

(Wender, 2000, American Psychiatric Association, 2000, Conrad, 2007).

Expansion of the concept to adults has provoked different reactions in
researchers. Wender (1995) refers to the difficulties and limitations of
conducting research on children, and therefore referred to ADHD in adults as
an opportunity for undertaking more studies and obtaining more knowledge
of ADHD. Conrad and Potter (2000) were also interested in the emergence of
ADHD in adults as an example of expansion of diagnostic categories in the
process of medicalization. In any case, adult ADHD presents itself as a new

and important area for research and investigation.

7 Diagnostic and statistical manual of mental disorders
8 DSM, second edition

® DSM-III, revised

" DSM-IV - text revision
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Different authors have presented different perspectives in relation to
the history of ADHD. In psychiatric investigations, authors focus on the
development of relevant diagnostic criteria (Wender, 1995, Wender et al.,
2001). In contrast, medical sociologists consider related social factors (Conrad,
1975, Conrad, 2006, Conrad and Potter, 2000), for example indicate the role
of amphetamine’s discovery in the introduction of ADHD as a disorder. In
addition, identifying contributing social factors in the breakthrough of ADHD,
they refer to the sudden increase in the production rate of the pharmaceutical
industry, a general increase in the application of medications in mental health,

and confirmation from the US-government (ibid).

From both medical and sociological perspectives, the authors reported
the existence of different accounts, names and definitions for the
phenomenon both in different times and in each time section. Wender (1995,

p 4) stated:

“The concepts behind, the criteria for, and the names of the syndrome of

Attention-deficit Hyperactivity Disorder have changed frequently”.

Conrad and Schneider (1992, p 155) also suggested:

“Although the literature attempts to differentiate MBD, hyperkinesis,

hyperactive syndrome, and several other diagnostic labels, it is our belief that
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in practice they are almost interchangeable - especially in terms of

treatment.”

This implies that at the time, there has been a variation in the perceptions of
health care professionals towards the same phenomenon, which was
managed by introducing a substituting label. However, in the next section |
will discuss different views of ADHD that indicate a continuation of variation in

people’s perception of the phenomenon.

2.1.2 The Importance of ADHD

ADHD is introduced as a prevalent, extensively studied and highly
controversial mental disorder (Wolraich, 1999, Skounti et al., 2007).
Treatment of ADHD, either via psychological treatments or by
pharmacological means, imposes considerable financial burdens on the health
care system. It was estimated in 2000, if all 6 to 16 year old patients with
ADHD in England and Wales, who were not receiving medication at the time,
were about to start drug therapy, the total cost would be approximately 45

million pounds in the first year (Lord and Paisley, 2000).
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2.2 Different views toward ADHD

Different opinions of ADHD have their own advocates who support their
favourite idea in a variety of ways including publishing materials, granting
money, and even performing legal actions (Charatan, 2000). In the following
sections, | have divided different viewpoints into medical, anti-psychiatric, and

sociological views and will introduce and critically explore each perspective.

2.2.1 Medical view

As | will explain in the following sections, a medical model of ADHD implies
that it is a valid disorder, caused mainly by genetic-biological factors and it is
possible to correctly diagnose and successfully manage it. | will explain the
medical view of ADHD, according to the available ideas on its causation and
diagnostic and treatment methods. Although | have extensively reviewed
various sources, | have based this introduction of the medical view mainly on
the book of Prof. Wender that | introduced in the first chapterll. | have
selected that book as it was one of the first titles on adult ADHD, which
explored various studies of causation, prevalence, diagnosis and treatment of

ADHD in adults.

" Wender, Paul H., 1995, Attention deficit hyperactivity disorder in adults. Oxford University
Press, New York.
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Medical perspective on causation

The exact cause of ADHD (aetiology), like many other psychiatric conditions, is
not precisely known (Sadock and Sadock, 2009). Many researchers have
explored a range of factors for the causation of ADHD, such as environmental
influences (Max et a