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ﬁ;‘;”t::"7zm4 r 2014 presents five brief international examples examining ADHD usage and expansion: the United Kingdom,
Available mol;meb;mbﬂ 2014 Germany, France, Italy and Brazil. We then identify and describe several vehicles that facilitate the
migration of the ADHD diagnosis: the transnational pharmaceutical industry; the influence of western

o psychiatry; moving from ICD to DSM diagnostic criteria; the role of the Internet including the related

AD‘ @HD“ 0 advent of easily accessible online screening checklists; and advocacy groups. Finally, we discuss what this

Globalization globalization of a diagnosis reflects about the potential global medicalization of other conditions.
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Attention Deficit Hyperactivity Disorder (ADHD) is a classic
example in the study of medicalization. The first sociological study
of the medicalization of deviance focused on hyperactive children
(Conrad, 1975, 1976) and a key paper the rise of Adult ADHD is an
exemplar of how diagnostic expansion contributes to the growth of
medicalization (Conrad and Potter, 2600). While in recent years
there have been important writings on the changes in medicali-
zation (Clarke et al,, 2003, 2010; Conrad, 2005; Conrad, 2007), these
have mostly focused on the American context. But in the past two
decades it has become apparent that medicalization is becoming an
increasingly global phenomena and that this globalization is a
significant change that needed sociological attention. Thus there is
a gap in the sociological literature on how a medicalized diagnosis
is able to migrate from the U.S. to- other countries. In line with
previous studies we focus on ADHD as an exemplary case of med-
icalization, in this instance by examining the reception of ADHD in
several countries, to provide fresh insights into impending global-
ized medicalization.

For the past forty years, ADHD has been among the most
commonly diagnosed psychiatric conditions for children in the U.S.
(Conrad, 1975; Kessler et al,, 2006). With the rise of Adult ADHD the
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prevalence of ADHD continues to grow as it becomes seen as more
of a lifespan condition than just a disorder for children. Recent
studies suggest that up to 9% of US. children ages 4—17, and
approximately 4.4% of U.S. adults have ADHD (Kessler et al,, 2006),
Until two decades ago, the ADHD diagnosis was primarily used in
North America and a few other countries (e.g. Australia and Can-
ada.) (Mayes et al., 2009; Conrad, 2010). Growing evidenice suggests
that this is changing and that ADHD is now diagnosed in various
countries across the globe (Polanczyk et al., 2007).

Analysts of medicalization see the forces behind medicalization
as changing. Conrad {2005) has suggested that the engines of
medicalization are shifting from the medical profession and social
movements to biotechnology (e.g. the drug industry), consumers,
and the insurance industry - with medical professionals increas-
ingly taking more of a secondary role as gatekeepers. In a different
frame, Clarke et al. {2003} suggest there is a greater impact of
technoscience in what they call “biomedicalization.” Both agree
that medicalization is expanding and changing. Increased usage of
pharmaceutical and drug interventions for various human issues,
what Abraharm (2010) and others refer to as the “pharmaceutical-
ization” of medicine, may also contribute to increased medicaliza-
tion (Conrad, 2013).

One other important way medicalization is changing is that it is
becoming more global. While most of the analysis of medicalization
thus far has been limited to the US., there is a paucity of research
examining how. medicalization may be expanding in the
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there was published research related to ADHD available for each,a
review of that literature suggested that each of these countries
experienced some change in ADHD diagnosis and treatment, and
the cases present somewhat different experiences related to ADHD.
For some countries we also supplemented this with key inforrnants.
While this is clearly an opportunity sample, together they can shed
light on wider changes in ADHD diagnosis and treatment.

Overall ADHD diagnosis and treatment appear to be increasing
in the countries we explored. We briefly describe the ADHD growth
for each and identify specific differences among the selected cases.
We then use these examples to point to vehicles for the global-
ization of ADHD. Owing to a paucity of systematic data on ADHD
prevalence and migration in general and to a degree in our case
countries as well, we are limited to using the best data available.
Thus we rely on what data are available to reflect changes in the
identification and treatment of ADHD: data on increases in diag-
nosis; on changes in prescription of medications; increases in
prevalence, or some combination of these. We recognize that there
are differences among these measures, but together they give use
the best picture currently available on the changes in ADHD.

2.1. The United Kingdom

The case of ADHD in the UK. points to the role different diag-
nostic criteria can play in shaping ADHD prevalence. The WHO's
International Classification of Mental and Behavioral Disorders (ICD)
was generally adopted in the UK. after its release as the ICD-9 in
1979 and the ICD-10 in 1998. The ICD denotes a condition called
hyperkinetic disorder (HKD), which provides a higher threshold to
achieve a diagnosis than the DSM (see section below comparing ICD
and DSM diagnostic criteria for details). Mostly severe or extreme
symptomology is classified as a disorder under the ICD (NICE,
2009), denoting a less prevalent and more severe condition than
the DSM (Thapar et al., 1999). According to the National Institute for
Health and Clinical Excellence (NICE, 2009), HKD thus refers to a
“severe sub-group of the DSM-IV-TR combined subtype of ADHD.”
The prevailing use of the ICD criteria may account for the histori-
cally lower rates of ADHD in the UK. than in the US. Research
suggests that <1% of UK. children were diagnosed with ADHD in
the 1990s (Hinshaw, 1994; Prendergast et al., 1988; Taylor, 1994)
and it was more difficult to receive an ADHD diagnosis in the UK.
than in the U.S. (Malacrida, 2003). Holowenko and Pashute {2000)
suggest that use of ICD criteria likely under-represents the preva-
lence of ADHD in the UK. population.

ADHD is now, however, the most prevalent behavioral disorder
in the UK. with an estimated 2—5% of school-aged children and
young people having the condition (hitp:/ fwwyvahs.uk/
conditimmiatﬂenﬁon-deﬁcit—hyperactivity—disorderj?ages/
Introduction.aspx). Stimulant-treatment for ADHD has also been on
the rise since the 1990s (e.g. Bramble, 2003; Goldman et al., 1998;
Orford, 1998; Robison et al,, 1999), with an estimated increase from
183,000 prescriptions in 1991 to 158 million in 1995
(Parliamentary Office of Science and Technology, 1997). NICE
(2009) notes a large rise in ADHD recognition and treatment,
with approximately 0.5 per 1000 children diagnosed 30 years ago
(Taylor, 1986), and 3 per 1000 receiving medication for ADHD in the
late 1990s (NICE, 2006). The UK. Department of Health estimates a
35-fold increase in Ritalin prescriptions between 1992 and 1997
and recent research suggests ADHD prescriptions approximately
doubled from 2003 to 2008 for children, adolescents, and adults
ages 45 years or older; results indicated an approximate 4-fold
increase for adults 18—24 and 24—45 years old (McCarthy er al,,
2012). Moreover, child psychiatrists in the early 2000s were twice
as likely to use methylphenidate as a treatment option for ADHD,
than in the mid 1990s (Bramble, 2003). A recent Care Quality

Commission (2013} report suggests that methylphenidate pre-
scriptions rose by 11% in primary care practices, and by 24% in
private practices from 2011 to 2012, suggesting both increased
ADHD diagnosis and treatment in the UK.

Changes in diagnostic practice, with greater use of the DSM
criteria, may contribute to these observed increases. Based on the
ICD-10's narrower criteria, the prevalence of HKD is estimated to be
between 1 and 2% of children and young people in the UK. (Green
et al, 2005; NICE. 2008). Using the broader DSM-IV criteria, ADHD
prevalence in school-aged children and adolescents is estimated to
be between 3 and 9% (NICE, 2008). NICE {2008) notes that the
terminology in Europe has changed and ‘ADHD’ has become the
diagnostic term most often used in clinical practice, even if more
restrictive criteria are utilized. It is also important to note that,
similar to the U.S,, both specialists and general practitioners in the
U.K. may prescribe and monitor treatment for ADHD (Frances et ai.,
2004). As discussed in more detail below, this is not the case for
countries such as France and Italy, where specialists perform such
tasks (Debroise, 2004; Panei et al,, 2008).

2.2. Germany

When discussing ADHD in Germany the conversation often
begins with the description of “Fidgety Phillip,” an overactive

“naughty boy” in the 1845 children's book by Heinrich Hoffman

(Smith, 2010). In 1932 Franz Kramer and Hans Pollnow described
behaviors in children that are similar to ADHD when they described
Kramer—Pollnow Syndrome — a neurological disorder with hy-
peractivity and mental retardation. Their research did not, how-
ever, engender widespread diagnoses and treatment (Neumarker,
2005). There was some attention to the motor — as opposed to
the attention — side of children's behavior problems in Germany,
but there is no evidence of any connection to Bradley's 1937 dis-
covery about the ‘paradoxical effect’ of stimulants on children's
behavior problems which so influenced ADHD research (Conrad,
1975). While there was some interest in the concept of ‘minirnal
brain dysfunction’ (a diagnostic precursor to ADHD) in Central
Europe in the 1950s, it is unclear how widely used the diagnosis
was (Fegert, personal communication, 2011 )

The development of the ICD-9 criteria (1979—-98) for “hyperki-
netic disorder’, generally adopted in Germany, presented European
guidelines for diagnosing a hyperactive behavior disorder. In the
1980s, Ritalin was prescribed to many who were diagnosed with
HKD in Germany, although insurance-covered behavioral training
programs (e.g., “Ergotherapie,” or Occupational Therapy) were also
utilized. Some concern arose amongst parents and even some
psychiatrists about the impact of ‘labelling’ children with a mental
disorder, and there was a relatively critical public debate over the
use of medications for these children (Fegert, personal communi-
cation, 2011).

Research suggests that an increase in diagnosis and prescription
rates occurred in the 1990s (Ferber et al., 2001, 2003; Schubert
et al, 2001). Drug reports suggest that from 1997, the volume of
methylphenidate prescriptions increased approximately 10-fold;
moreover, between 1999 and 2008, prescriptions for drugs to treat
ADHD rose from 10 million defined daily doses to 53 million
defined daily doses (Lohse et al, 2008; Lohse and Muller-
Oerlinghausen, 2008). Up until the 1990s amphetamines played
no role in Germany, as there were ng approved formulations- for
children. Now, however, with federal drug agency (Das Bundesin-
stitut fur Arzneimittel und Medizinprodukte) approval, and the
availability and promotion of slow release compounds, treatment
numbers have continued to rise (Fegert, personal communication,
2011). Consistent with European guidelines, the German Saciety for
Child and Adolescent Psychiatry and Psychotherapy recommends
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psychologists' and psychiatrists® assessments of behaviors charac-
teristic of ADHD. ttalian professionals tended to diagnose ‘learning
disability’ or ‘personality disorder’ where Americans denoted
‘behavioral disorder’ or *hyperactivity’ (Frazzetto et al., 2007). Until
recently, many Italian clinicians had limited knowledge of ADHD as
itis defined in the DSM and ICD — utilizing instead a predominantly
psychodynamic—psychoanalytic approach and tending to use a
fairly generic label of “problem child” or “developmental diffi-
culties” (Bonati, 2005; Gaflucci et al, 1993). In a 2001 study,
approximately 60% of the primary care pediatricians were cogni-
zant that ADHD existed but were unfamniliar with how to diagnose
it; only 10% were following up ADHD cases directly (Benati et al.,
2001b; Marchini et al,, 2000).

ADHD's history in haly is intricately tied to that of Ritalin
(methylphenidate). Ritalin first appeared on the Italian market in
the late 1950s (similar to many other European countries). How-
ever, limited use of the ADHD diagnosis, preferences for less organic
or drug-based psychiatry, and strict drug policies contributed to
low clinical use of pharmacotherapy. Ritalin was restricted in 1989,
due to increased illegal use among college students ( Frazzetto et al,
2007) and Ciba-Geigy removed it from the market (Bonati, 2005;
Panei et al,, 2008). For well over a decade it was illegal to obtain.

This has since changed, due in large part to the efforts of pa-
tient and provider organizations (e.g. the Associazione Kaliana
Famiglie (AIFA) (www.aifaonlis.it) and the Malian Association of
Paediatricians) that worked to raise awareness about ADHD and
lobby for methylphenidate's reintroduction into the Italian market
(Bonati et al, 2001a; Bonati, 2005; Frazzetto et al, 2007). Such
efforts garnered further support in 2002 when the Societa’ Italiana
di Neuropsichiatria dellInfanzia e dell' Adolescenza (SINPIA)
published national guidelines for child and adolescent neuropsy-
chiatry (see www.aifa.it/documentifL.GAdhdSINPIAO2-doc), in an
effort to synthesize and adapt existing ADHD research to the
Italian context (Panei et al, 2008). The publication aligned with
the American Academy of Pediatrics’ international guidelines,
introduced in 2000 and 2001, and was intended to facilitate sys-
temnatic and rigorous diagnosis in Italy (Frazetto et al, 2007). A
National Consensus Conference also formed, producing a state-
ment that accepted and brought recognition to ADHD as a pa-
thology of childhood, explained the diagnostic process, and
justified pharmacotherapy as a possible treatment option (Maturo,
2012 personal communication; Zuddas and Bonati, 2003;
Frazzetto et al, 2007).

In 2002, Italy's Drug Agency shifted methylphenidate to the less
restrictive list of drugs (Bonati, 2005), and recognized it as a
possible treatment option for children >6 years old. Ritalin and
Strattera became available in 2007 (Panei et al., 2008) — the same
year that a national drug registry was formed to collect and monitor
diagnostic and management data on individuals receiving phar-
macological treatment (Gazzetta Ufficiale, 2003; Bonati, 2005;
Frazzetio et al., 2007). This registry determines the risk/benefit
ratio of ADHD drugs and their safety in clinical practice (Germinario
et al, 2013).

Pharmacologic treatment in Italy is not, however, the norm, and
prescription rates for mental disorders are relatively low (Clavenna
et al., 2007). Research suggests that five times as many children
receive psychotherapeutic interventions as pharmacologic in-
terventions (Agency for Public Health, 2002) and 0.80% of in-
dividuals with ADHD are treated pharmacologically, compared to
57%, 11%, and 9% in the U.S., UK., and France, respectively (Panei
et al,, 2008). Italy's lower rates have been attributed to the coun-
try’s stricter treatment plans and the introduction of the National
Register (Panei et al, 2008). The data also suggest a downward
trend in psychotropic drug consumption in children from 2001 to
2006.

ADHD diagnosis and treatment therefore occur in Italy, though
the country's history of ADHD points to a critical psychiatry legacy
(Basaglia, 1982) coupled with a more psycho-dynamic orientation
and a history of strong drug regulations. Several advocacy groups
have also taken critical stances toward pharmacologic treatment
for ADHD, such as the Associazione Italiana Disturbi di Attenzione/
Iperattivita (AIDAY) (www.aidai.org) (Bonati, 2005),

2.5. Brazil

As in many South American countries, ADHD is called TDAH
(Transtorno do deficit de attencao/hyperatividade) in Brazil. While
published articles on ADHD in Brazil can be traced back as far as the
early 1990s, acceptance of the notion of ADHD as a biomedical
condition and the idea of medications as a primary treatment op-
tion has been slow (Hinshaw et al, 2011). Hinshaw et al, (2011)
suggest that a strong clinical preference for psychoanalysis, and a
dominant preference for “constructivism” in the education systermn,
may contribute to a disinclination toward biomedical perspectives
and medications in Brazil. Behavioral problems in Brazil tend notto
be considered to be associated with clinical manifestations of dis-
orders or syndromes (Hinshaw et al, 2011). Brazil's period as a
military dictatorship also led to discourse regarding connections
between medical treatment for behavioral problems and political
depression, which may have contributed further toward a disin-
clination toward biomedical views and treatments related to ADHD
(Hinshaw et al,, 2011). -

By the beginning of the 21st century, however, Brazil was home
to several internationally-known ADHD researchers (e.g. Guil-
hermo Polanczyk and Luis Augusto Rohde). ADHD is now consid-
ered a highly prevalent disorder in Brazil and interest in the
diagnosis has been growing dramatically in past decades (De Souza
et al, 2008). Estimates of prevalence range from 0.9 to >6%,
depending on the diagnostic criteria and the population studied. As
one prominent researcher pointed out, there is a scarcity of studies
using DSM-IV criteria (often considered the new diagnostic gold
standard) in cultures from developing countries (Rohde, 2002), But
there is no doubt there is “growing salience of DSM-IV derived
categories” in Brazil (Behague, 2008, 461). This includes a 2004
study using DSM-IV criteria which found a prevalence of 4% in
children (Goodman et al., 2005). ADHD is also increasingly seen as a
lifelong disorder in Brazil; a recent household study of adults using
a self-report screen reported a prevalence of 5.8% (Polanczyk et al.,
2010).

As in developed countries, many children are. identified in
school by potential “sickness brokers for ADHD” (Phillips, 2006). A
large scale Brazilian study showed that teacher suspicions of ADHD
were important in identification (Ponde & Freire., 2007). A recent
study revealed heterogeneous beliefs regarding ADHD among
many Brazilian professionals including teachers' — beliefs which
were not based on scientific evidence; the authors noted that “it is
urgent that these professional groups be trained and the informa-
tion programs on ADHD be established for parents and schools”
(Gomes et al., 2007). As in other countries, the first line of treat-
ment for ADHD tends now to be stimulant. medications (htip:ff
wwwpsiqweb.medbr.{site}7afea:NojLerMoﬁda&idNoﬁciazﬂ7)
though there has been some concern in Brazil around both under
(Hinshaw et al,, 2011} and overtreatment with such medications
(Ortega et al., 2010). i

There are a number of active groups promoting ADHD in Brazil,
including a well-established information and advocacy website
Associacio Brasil DTA (www.tdah.org.br), which is connected with
kindred American groups. Ortega =t al. (2010) notes that the media,
especially large circulation newspapers, has a significant impact on
disseminating information about ADHD, There has, however, been
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2010). Treatment of ADHD primarily with psychoact/ive medica-
tions (stimulants) has always been a biopsychiatric approach and
may be viewed as a biological treatment harbinger for minor psy-
chiatric disorders. While there are still countries where psycho-
analytical approaches dominate (e.g. France, Italy), biological
psychiatry appears to be extending its reach beyond the U.S.

There are a number of ways this may affect the globalization of
ADHD diagnosis and treatment. Some recent observers have sug-
gested that psychiatric training, foreign and U.S.-based, is becoming
more similar (Zisook et al,, 2007). Training opportunities in child
psychiatry, are also often limited in many countries. The WHO
Psychiatric Training Atlas (WHO, 2005), which gathered information
from >100 countries, reported that only 29 reported having child
psychiatric training programs in their country. Twenty-eight of 74
countries had some agreement to send students to another country
for specialized training. Gogineni et al. {2010) state that, “Histori-
cally, IMGs have played a critical role in filling positions in child
psychiatry,” in the U.S. though “the IMGs selected for training in
child psychiatry decreased from 250 in 2006 to 226 in 2009.”
Thirty-five countries reported <500 psychiatrists were residing in
the country while 11 countries reported that >30 psychiatrists had
trained abroad (hitp:/fvrww.who.int/mental healthfevidence/
Atlas_training finalpdf).

International medical graduates (IMGs) come to the US. from
140 different countries and constitute 1/3 of the current residency
positions (AMA, 2008). Some graduates remain in the US.; nearly
30% of practicing psychiatrists in the U.S. are IMGs (AMA, 2008).
While it is unclear how many IMGs who are trained in psychiatry
return to their original country, such psychiatric ‘exchange’ may
influence whether psychiatric norms regarding diagnosis and
treatment utilized in U.S. psychiatry migrate elsewhere.

In the past decade several jointly authored self-ascribed “in-
ternational consensus statements” appeared in the psychiatric and
medical literature. These statements may serve to supply profes-
sional support and promotion for the diagnosis. Most originated
from North America with a global audience in mind. These docu-
ments recognized some controversies around ADHD and claimed
some type of consensus in resolving them. The first one, released in
2002 as the “International Consensus Statement on ADHD”
under the auspices of the prominent American ADHD researcher,
Russell Barkley, expressed concern about the “periodic inaccurate
portrayal of ADHD in media reports” and complained about the
views of a “handful of nonexpert doctors” who declare that “ADHD
does not exist.” The statement declares that the scientific
evidence available overwhelmingly supports “ADHD as a valid
disorder,” a view which the report claims has been supported by
half a dozen of psychiatry and psychology’s most important pro-
fessional organizations (Barkley et al, 2032). Elsewhere Barkiey
noted that the consensus statement has been “translated into
several foreign languages” and “is being distributed internation-
ally....” (Barkizy, 2002). It is interesting to note that while the
report appears to reflect an international consensus, of the 86 co-
signers of the statement 88% were from North America, barely an
international representation.

In the next few years, several other purported consensus
statements appeared in the psychiatric literature (e.g. Kutcher etal.,
2004; Remschmidt et al, 2005; Kooij et al, 2010). These mostly
attempted to justify and encourage ADHD diagnosis and treatment.
For example, Remschmidt et al. (2G45: 127) state, “This statement
aims to re-affirm ADHD as a valid disorder that exists across
different cultures, has a significant global impact, and should be
diagnosed and treated where it occurs.” Such statements have not
gone unopposed. For example, Timimi and thirty-three co-en-
dorsers (2084) challenged Barkley et al.'s (20062) assumption that
ADHD identifies conclusively “a group of children who suffer from a

common and specific neurobiological disorder.” They contend that,
“not only is it completely counter to the spirit and practice of sci-
ence to cease questioning the validity of ADHD as proposed by the
consensus statement, there is an ethical and moral responsibility to
do so.”

_ One point upon which the consensus statements did generally
agree was the notion that the proper diagnosis of ADHD was based
on the DSM-IV criteria. For example, as stated previously, an
influential statement in Italy emanated from APA recommenda-
tions which were based upon DSM criteria. How much direct in-
fluence these specific statements had is difficult to say, but as the
following section describes, the use of the DSM-based diagnostic
criteria appears to have grown in global influence.

3.3. Moving from ICD to DSM

Related to the increasing influence of American Psychiatry is the
growing usage of the DSM, as opposed to ICD criteria, for diag-
nosing attention and hyperactivity-related behaviors. Physicians
throughout Europe have traditionaily used the World Health Or-
ganization's ICD. A review of the global research literature, how-
ever, suggests that diagnostic criteria in the APA's DSM, now in its
5th edition, are increasingly being adopted to diagnose and treat
ADHD. Table 2 illustrates several of the key differences between the
two approaches. As stated previously, the ICD denotes a condition
called hyperkinetic disorder (HKD), which in many ways is similar
to ADHD, but provides a somewhat different and higher threshold
for diagnosing ADHD-like symptoms.

For example, the ICD-10 diagnosis requires inattention, impul-
sivity and overactivity to be present for HKD while the DSM-IV
requires only two dimensions of these behaviors (Lee et al,
2008). The DSM-IV also counts a greater number of behaviors as
indicators of overactivity/hyperactivity than does the ICD-10. Both
criteria ascribe motor restlessness, excessive fidgeting, “off-task
activity” and difficulty staying seated as part of their diagnosis
(WHO 190; APA 79). The DSM-IV (79), however, also counts
“blurting out answers,” “talking excessively,” “difficulty playing or
engaging quietly,” “difficulty awaiting one's turn” and “frequently
interrupting or intruding on others”. The two manuals also differ
with respect to what qualifies as “inattentiveness.” The DSM-IV
stipulates more behaviors as indicators of inattention (e.g. care-
lessness, disobedience, forgetfulness, and trouble organizing ac-
tivities). The ICD requires that diagnosable behaviors appear in >2
settings (e.g. home and school) while the DSM prefers symptoms in
two settings, but allows a diagnosis in a single setting (e.g. school).
In addition, the ICD-10 prohibits the diagnosis of HKD when. the
patient has certain comorbidities (e.g. anxiety disorders, mood
disorders, pervasive developmental disorders or schizophrenia);
the DSM-IV does not prohibit the diagnosis of ADHD in such cases,
Considering the differences in diagnostic definitions described
above, it is perhaps not surprising that Jensen (1999) reports far
lower diagnostic rates for a disorder when the ICD-10 is used
instead of the DSM-IV (~1% vs. 5%). When compared, it is easy to see

Table 2
Criteria for ADHD and hyperkinetic syndrome.
DSM-IV ICD-10
- ADHD - Hyperkinetic Syndrome
- Symptoms in 2 Dimensions* - Symptoms in all 3 dimensions*
- Can do a diagnosis with symptoms - Requires all criteria in at least 2
in 1 dimension situational contexts
- Requires some impairment in - Mood, anxiety, developmental

more than 1 setting disorders are exclusion diagnoses

- Comorbid conditions permissible
“Inattention, overactivity, and impulsivity.
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interpreted by parents, children, or even professionals as indicating
the validity of a diagnosis. Without a proper understanding of the
context in which the behavior occurs, however, it is sometimes
difficuit to discern it's meaning.

In still other cases, sites provide information regarding how
ADHD is diagnosed, providing a list of symptoms and criteria,
which often align with a diagnostic manual. ADDISS's site (http:/]
www.addiss.co.ukfadhd htm), for example, provides background,
diagnostic criteria, and symptom lists under their ADHD “Infor-
mation centre.” The page refers to both the DSM-IV and ICD-10.
“ADHS Deutschland ev” (http://www.adhs-deutschland.de/
desktopdefault.aspx/tabid-12/69_read-65/) in German provides a
similar list under their “Diagnose” page.

These checklists, both formal and less formal, may facilitate pre
and/or self-diagnosing. In a sense they are ADHD made simple, a
do-it-yourself diagnosis. The origins of these checklists are in the
U.S. and they often serve as a way of popularizing the DSM-IV
criteria.

3.5. Advocacy groups

Advocacy groups play an important role in spreading awareness
about, and shaping palicy around ADHD diagnosis and treatment.
The non-profit patient organization Associacao Brasileira Do Deficit
De Atencao (Brazilian Association Attention Deficit/ABDA) in Brazil,
for example, provides support group services, information about
diagnosis and treatment, and telephone and email support to in-
dividuals with ADHD and their families. Their webpage — which
they note receives an average of 200,000 monthly visits — also
provides detail about ADHD-related policy in Brazil (http:/jwww.
tdah.orgbrfbrfa-abda/quem-somos.htinl). They describe legal
protections for individuals with disabilities, and the organization's
support of policy efforts to secure educational resources in school
for individuals with ADHD.

This group and others like it are often funded in part by phar
maceutical ‘companies like Novartis, Janssen-Cilag and Shire
(Barbarini, forthcoming). Many such groups are also connected to
the U.S.-based organization Ch.A.D.D (Children and Adults with
Attention Deficit/Hyperactivity Disorder), which provides educa-
tion and support about ADHD diagnosis and treatment and advo-
cates for legal protections (e.g. at work and in school) for
individuals with ADHD. The group holds conferences that bring
togetherlay and professional groups around topics related to ADHD
diagnosis and treatment and they are often listed as a resource on
other groups' sites.

Such advocacy groups—online or face-to-face—are common in
the UsS. and increasingly common in many other countries. Groups
exist at the local (Ch.AD.D.’s chapter in dozens of US. locales;
ADHD Support Group Cornwall, and other cities in the UK), national
(e.g. French Adult ADHD Association; Center for ADD/ADHD
Advocacy, Canada (CADDAC)) and even international level (e.g.
ADHD Europe, and the World Federation of ADHD), and they tend
to bring together stakeholders from various backgrounds. As noted
previously, AIFA collaborated with the Italian Association of Pae-
diatricians to raise awareness about ADHD and its treatment with
methylphenidate, and was influential in bringing methylphenidate
back to the Italian market (Bonati et al, 2001a; Bonati, 2005;
Frazzetio et al, 2007). Groups’ are often comprised of individuals
with backgrounds in various fields, including education, psychiatry,
neurology, and psychology, as well as individuals diagnosed with
ADHD and their family members (ADHD Information Services
[ADDISS] in the UK; HyperSupers TDAH in France; ADHS
Deutschland e.V. in Germany). .

Similar to online checklists, the online presence of many advo-
cacy groups may facilitate pre andfor self-diagnosing, thus

increasing the likelihood to seek or obtain a medical diagnosis and
treatment. Group pages often provide information about diagnostic
criteria and the online checklists. Various sites provide information
about treatment as well, even providing contact information for
local professionals (e.g. psychiatrists, psychologists, ADHD coaches,
etc.). The UK.-based site AADD-UK, for example, provides a “Help &
Support” page with information on how to find an ADHD provider.
The aforementioned ABDA site provides information about medical
approaches to ADHD and includes a registry of ADHD specialists.
For well established organizations like Ch.A.D.D. an online presence
provides a way to reach audiences beyond their country of origin.
For newer country-based organizations it creates links to exchange
information and strategies for supporting ADHD diagnoses and
treatments.

4. Points of resistance

While it seems evident that ADHD diagnosis and treatment are
spreading in a wide range of countries, and that several key vehicles
may facilitate that migration, this is an uneven process. In some
countries the growth of ADHD diagnosis has been rapid, while in
ather countries we see much less use of the diagnosis. An exami-
nation of these points of “resistance” is beyond the scope of this
paper but we briefly note several main points here.

In countries where the ICD remains the diagnostic touchstone,
fewer people are likely to be diagnosed and treated as having
ADHD. In some of these countries there is also a concern that an
ADHD diagnosis is a label that carries with it a stigma an individual
must manage (Mueller et al., 2012). In countries such as France,
where psychoanalytic psychiatry remains strong or dominant
(Mises et al., 2002), there is a resistance to adopting an ADHD
diagnosis and an even greater reticence to prescribing psychoactive
medications (Vallee, 2011). Forms of psychotherapy or parent
engagement are much more likely responses to behavioral troubles.
Psychoactive medications are often the treatment choice of last
resort (Bursztejn and Golse, 2006; Le Heuzey =t al,, 2006; Vallee,
2011).

In several countries including Italy and France, only specialists
like child psychiatrists could historically diagnose and prescribe
psychoactive medications (Debroise, 2004; Panei et al. 2010). And
in many countries the number of child psychiatrists is very small.
When only specialists can diagnose and treat ADHD, fewer people
are likely to be diagnosed. The availability of medications can also
limit treatment. In some countries few psychoactive drugs- are
approved for children and in many countries Ritalin and other
stimulants are considered a controlled substance. As noted previ-
ously, until recently, it was illegal to prescribe Ritalin in Italy—thus
restricting pharmaceutical treatment and perhaps, to a degree,
diagnosis as well. Even when a diagnosis is made, psychoactive
medications are also often expensive and beyond many people's
reach, particularly in low-income areas or countries.

Concerns about the safety of ADHD medication may also limit
treatment in certain countries. A recent safety review of methyl-
phenidate from the European Medicines Agency, which restricts its
recommendations to children >6 years of age and adolescents and
does not mention use in adults, has led methylphenidate to no
longer be licensed for use in countries like Norway (Kooij et al.,
2010: 3). In other countries like the UK., only some of the
numerous drugs used to treat ADHD are available.

Finally, in some countries like Italy there remains a cultural
skepticism toward treating behavioral problems with psychoactive
drugs. This type of organized popular opposition exists in many
countries (e.g. Brazil) but often appears to be limited to the Internet
or to some modest protests — which are usually focused on stim-
ulant medication rather than the diagnosis.
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health agenda” may divert attention from important social and
structural approaches to global health (Clark, 2614). We hope the
ADHD case will inspire other researchers to examine further how
other medicalized conditions become global diagnoses.
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