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Medicalization in schools

Abstract

Medicalization can be characterized as the product of processes that seek to put social problems into a
medical framework This process of placing phenomena into a medical framework has become more
commonplace (Conrad, 2007, p. 88; Conrad & Schneider, 1992; Zola, 1972) with the concept being
examined in relation to a number of areas, including: sex (Hansen, 1992); ADHD (Conrad, 1975);
racialization (Kew, 2009); sleep (Kroker, 2007; Seale, Boden, Williams, Lowe, & Steinberg, 2007); pregnancy
and birth (Arney, 1982; Walzer Leavitt, 1986); shyness (Lane, 2007); menopause (Bell, 1987); and
psychiatry (Lunbeck, 1994). There are a number of disciplines and perspectives on medicalization,
including sociology of health, critical psychology, critical psychiatry, history and philosophy of medicine,
medical anthropology, and the sociology of medicine. In education, the issue of medicalization has been
examined in terms of a number of considerations, such as inclusion (Isaksson, Lindqvist, & Bergstrom,
2010) and refugee students (Taylor & Kaur Sidhu, 2012).
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Medicalization in Schools

Valerie Harwood and Samantha McMahon

INTRODUCTION

Medicalization can be characterized as the product of processes that seek to put
social problems into a medical framework: This process of placing phenomena
into a medical framework has become more commonplace (Conrad, 2007, p. 88;
Conrad & Schneider, 1992; Zola, 1972) with the concept being examined in
relation to a number of areas, including: sex (Hansen, 1992); ADHD (Conrad,
1975); racialization (Kew, 2009); sleep (Kroker, 2007; Seale, Boden, Williams,
Lowe, & Steinberg, 2007); pregnancy and birth (Arney, 1982; Walzer Leavitt,
1986); shyness (Lane, 2007); menopause (Bell, 1987); and psychiatry (Lunbeck,
1994). There are a number of disciplines and perspectives on medicalization,
including sociology of health, critical psychology, critical psychiatry, history
and philosophy of medicine, medical anthropology, and the sociology of medi-
cine. In education, the issue of medicalization has been examined in terms of a
number of considerations, such as inclusion (Isaksson, Lindqvist, & Bergstrom,
2010) and refugee students (Taylor & Kaur Sidhu, 2012).

Given the scope of medicalization to be applied in varying sites, it is not sur-
prising then that medicalization occurs in schools. Schooling and education are
on the receiving end of medicalization as well as contributing to medicalization
(Harwood, 2006, 2010a, 2010b, 2011). In terms of experiencing the effects of
medicalization, schools are clearly influenced by medicalization. Examples
include the medicalization of bodies, such as what is occurring with new
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healthisms and obesity (Wright & Harwood, 2009), where medical concepts are
used to position size, weight and shape as medical problems and concerns to be
administered to medically.

The extent of the influence of medicalization in schooling and school practice
can slip under the radar, and this can occur despite the tendency to rely on
medicalization at the expense of other forms of explanation. Medicalizing dis-
courses are especially influential in special education, but at the same time are
not always acknowledged and questioned. For instance, while commentary on
medicalization is often included or alluded to in work in disability studies
(Barnes, Oliver, & Barton, 2002; Barton, 2001; Hickey-Moody, 2009) with its
central tenet of critique of normalizing practices, within special education such
critique is not necessarily a standard expectation (Slee, 2001). Special education
has been significantly influenced by medicalization and the jurisdiction of
medical power and legitimation (Potts, 1983). Although there are examples of
critiques and discussion of medicalization in special education literature, it is
less subject to ongoing analysis, with the exception being areas of topical debate
such as ADHD, which attract numerous critiques that include analysis of medi-
calization (see for example Watson, 2010). As we will outline, medicalization
can lay unnoticed and at the same time, very much a part of the texts that form
the substance of pre-service teacher education. In this chapter, we will use the
example of challenging behaviour to illustrate how medicalization infiltrates the
conceptualization of challenging behaviour — from the more obvious biomedical
explanations to accounts such as the ecosocio’ and biopsychosocial.

Medicalization is not a problem in and of itself, since understanding phe-
nomena medically can be extremely helpful, if not life-saving. The issue is
what it means to understand phenomena (especially phenomena that weren’t
previously considered of medical interest) from a medical perspective. There
are problems associated with medicalization, chief of which is the tendency
for an overemphasis of a medical way of thinking about phenomena such as
behaviour. Medicalization in school settings can mean that medical authority
takes precedence over other viewpoints or interpretations, one of which, as
we go on to discuss, is the perceived need to be reflective about teaching
practices.

MEDICALIZATION

There are differing definitions of medicalization, with Williams and Calnan
(1996) providing a summary that commences with Illich’s critique that makes
claims regarding to the way medical knowledge controls the public and in so
doing, deprives them of skills; to Foucault’s (1979, 1994, 2006) well-known
arguments about the clinical gaze, the effects of discourses and how these pro-
duce ‘docile bodies’. One of the observations about medicalization that makes it
profoundly important to wrestle with (and especially for special education) is the
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way that what was once not medical, becomes so. For example, with reference
to mental disorder:

Before the problems are medicalized, construed as a mental disorder or as mental health prob-
lems, they may appear as problems of bringing up children, these being of many kinds, boy/
girlfriend/parent generated troubles in adolescence, poverty-related or overwork-related worries,
problems of laziness, lack of motivation, shyness, male aggression, problems associated with

" social exclusion of many kinds, antisocial or criminal behaviour. None of these kinds of problems
areas has to be construed as a medical or to do with mental health . . . The medicalization of
these types of problems is one particular kind of social representation and set of practices
among others. (Bolton, 2008, p. 256, emphasis added)

How then do problems such as shyness or troubles in adolescence become
medicalized? Reflecting on the interest of the State in matters of health, Foucault
made the observation that ‘the present situation has actually been developing
since the eighteenth century not a theocracy, but a “somatocracy” (2004, p. 7).
This ‘somatocracy’ ‘sees the care of the body, corporal health, the relation
between illness and health, etc. as appropriate areas of State intervention’
(Foucault, 2004, p. 7). Does for instance, shyness in school settings need to be
referred to and placed under the care of a medical gaze? When actions such as
this occur, it becomes readily apparent how schools, via their referral to and
engagement with medical expertise function as an edu-somatocracy.

Added to this concentration on health is what Foucault identified as the ‘sci-
entificity’ of medicine and what he termed ‘undefined medicalization’. The
former draws attention to the power wielded via scientific knowledge — how, for
example, via its scientificity, medicine has a much greater reach than between
one clinician and his or her patient. It reaches, for instance, to a range of bio-
technologies that affect us at the population, and as some now argue, the global
scale (Rabinow & Rose, 2006; Rose, 2006). ‘Undefined medicalization’ refers
to medicine moving beyond its traditional field, to areas such as law, employ-
ment and to our area of interest, education (Foucault, 2004). Just as someone
wishing to be employed or who has committed a crime might be medically
examined, so too are children in schools. They might be examined because they
are doing very well (are they gifted?) or because they are not moving at the same
rate as others (are they slow?). Children might be referred for medical examina-
tion because they misbehave (do they have a behaviour disorder?).

It is perhaps the issue of ‘undefined medicalization’ that is of particular con-
cern in education and in special education in particular. This is where the
extension of medicine and medical knowledge is palpable, with the clinical gaze
reaching much further than the four walls of a physician’s surgery (Harwood,
2010a). Recent work has proposed the importance of conceiving the clinic —and
its gaze more broadly. In much the same way, institutionalization can be under-
stood as occurring without walls (Priebe, 2004). In this sense, the influence of
all things medical needs to be understood in more complex ways, and certainly,
medicalization is not always a progression of ‘an increasing hold of medicine
over things and people’ (Fassin, 2011, p. 88).
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Nye (2003) offers a useful explanation of medicalization, maintaining it is a
‘process whereby medical and health precepts have been embodied in individu-
als who assume this responsibility for themselves’ (p. 117). This way of viewing
medicalization is likely to be debatable, since for one, it makes medicalization
something that is possible from myriad practices. By contrast, Williams and
Calnan’s definition echoes a more widely assumed definition, that the ‘concept
of medicalization refers to the ways in which medical jurisdiction has expanded
in recent years and now encompasses many problems which hitherto were not
defined as medical issues’ (1996, p. 1609). In this sense, there is much more to
medicalization than the actions of those who have the official power to diagnose.
There is an important function that discourses have, whether via the direct route
from physician to patient, or via more circuitous processes that involve a number
of aspects, including the influence of media representations (Coveney, Nerlich,
& Martin, 2009).

THE CASE OF TEXTS? THAT MEDICALIZE CHALLENGING BEHAVIOUR

Challenging behaviour provides a useful case study for analysing how medi-
calization occurs in educational contexts and specifically, how it becomes
integrated into special education. While often assumed to be the domain of
special education, challenging behaviour intersects with many areas of school-
ing, with discourses of behaviour weaving into teacher conversations, textbooks
and into children’s playgrounds. Such processes connect special education to
education more broadly, as well as explicitly connecting education and special
education. In our analysis we particularly focus on discourses, for these enable
medicalization to be ‘undefined’ (Foucault, 2004), traversing other fields to
extend the influence of medicine. Foucault (1972) described discourse as the
‘practices that systematically form the object of which they speak’ (p. 72). From
this perspective, medicalizing discourses systematically form their medicalized
objects. In contemporary educational contexts, teachers and schools play an
integral role in the diagnostic apparatus for behaviour disorders (Harwood,
2006), including those disorders characterized by attentional deficits, impulsiv-
ity (such as blurting out answers) and fidgeting (APA, 2005). In having this
function, teachers and schools become involved in processes that medicalize.
This is not to say that this is a necessarily deliberate practice; rather, medicaliza-
tion can extend in a range of practices beyond the clinic. One of these domains
is teacher knowledge, and it is here that the scientificity of medicine as well as
undefined medicalization (Foucault, 2004) can influence the daily interactions
in the classrooms of teachers.

In Australia, accredited teachers must have specific knowledge of and strate-
gies for teaching children with ‘challenging behaviour’ (Education Services
Australia, 2011). Such requirements are not confined to countries such as
Australia, England and the United States have similar teacher accreditation
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requirements. One of the ready routes by which medicalization can occur, can
be studied and, arguably, might be countered, is in the textbooks and reading
materials given to pre-service teachers (students studying education). The extent
of medicalization became readily apparent to us when we closely reviewed read-
ings for university courses on knowledge and pedagogy for children with
challenging behaviour that were given to student teachers in an undergraduate
program at an Australian university.

In our survey, 73 unique texts were reviewed (including textbooks, book-
chapters, journal articles and policy documents). As might be expected in any
teacher education course, discerning what documents were included in, or
excluded from the review was a complex process. University subject outlines (as
well as their respective required and recommended readings) were selected
based on whether they addressed the local professional teaching standards.’
From this process, 20 subjects in the undergraduate program schedule were
identified. Following informal interviews with subject coordinators of the 20
identified subjects, 11 subjects were discarded from the review for one of two
reasons: cither the subject was an elective that did not run due to low enrol-
ments; or, the standard was included in the subject outline for one of the other
criteria in standards 2.1.5 and 2.1.6 (i.e., the coursework related to teaching
Aboriginal and Torres Strait Islander students, students with Special Education
Needs [SEN] or Non-English Speaking Background students, but not ‘students
with challenging behaviours’). Required and recommended readings of the
remaining nine subjects (comprising six compulsory and three elective subjects)
that addressed New South Wales (NSW) Institute of Teachers’ teaching stand-
ards about challenging behaviour were included in the document review. Of the
73 texts, 49 addressed the topic of behaviour, and it is these texts that inform our
analysis of education texts and medicalization.

In these texts we found that three different ‘types’ of children were described
as challenging, with types differing in terms of the assumptions about causal
attributions: (i) the in-actively challenging child; (ii) the pro-actively challeng-
ing child; and (iii) the re-actively challenging child. This generated a triple
taxonomy (see Table 53.1). As we will outline, it is possible to identify the influ-
ence of medicalization in each of these ‘types’ — even though one of these
appears at first glance to be the antithesis of medicalization.

The first ‘type’ that we identified in the education texts, the in-actively
challenging child, occurred when challenging behaviour was construed as
beyond the willpower of the child. This was construed as innately part of the
child’s biology and so the child was not responsible for behaving in challeng-
ing ways. The pro-actively challenging child is by contrast, not understood as
dominated by its biology. Rather, in the education texts this was when the
child was viewed as wilfully serving his or her own purposes. These purposes
can be to fulfil a psychological function or to gain or resist power. The third
type that was described in the education texts that we canvassed we termed
the re-actively challenging child. In this type, the challenge was scen as
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Table 53.1 Three discourses of challenging behaviour

Three discourses of challenging behaviour

"Types’ of child The in-actively challenging  The pro-actively The re-actively challenging
child challenging child child
Who is speaking?  Medicine Clinical psychology Sociology
(by discipline) Psychiatry Developmental Ecological psychology
Neuropsychology psychology Critical psychology
Educational
psychology
Education texts Special education needs (SEN) Inclusive education
Behaviour management Reflective practice

Sociology of education
Aboriginal education

mostly reactive to environmental and structural supports (or lack thereof) sur-
rounding the child.

When a ‘type’ of child was referred to in education texts that discussed chal-
lenging behaviour, there were clear delineations between disciplines. Sociology,
for instance, did not speak of the in-actively challenging child, nor did psychia-
try speak of the re-actively challenging child. In this sense the types of child
were very closely related to the discipline of the text.

With the exception of a few, the curriculum and pedagogy and behaviour man-
agement and SEN education texts that we surveyed tended to focus less on the
teacher and the structures surrounding the child and more on the child, and did so
in ways that medicalized.* While behaviour management and SEN texts variously
spoke of both the in-actively and pro-actively challenging child, it was the latter
that dominated. These texts deployed notions of faculty, self-control and choice to
assert that the challenging behaviour was a pro-active attempt for the child to
fulfil a psychological need — that is, the behaviour functionally served the child.
Behaviour management texts tended to describe that behaviour was learnable and
thus used behaviourist and functional behaviour theories to posit the best ways to
manage the pro-actively challenging child (and explicitly teach them more appro-
priate behaviours). Occasionally, these texts spoke of the in-actively challenging
child. Firstly, the in-actively challenging child was spoken of insofar as certain
behaviour was attributed to gender, and so biological differences. In these cases
boys, in particular, were framed as innately (and in-actively) presenting with more
challenging behaviour than girls (e.g., Brent, Gough, & Robinson 2001; Konza,
Grainger, & Bradshaw, 2001; Marsh, 2004). Also, these texts occasionally spoke
of the in-actively challenging child as the child with undiagnosed and unremedied
biological dysfunction; for example, the child with undiagnosed ADHD ‘can’t
help’ his/her poor classroom behaviour.

By contrast, education texts® that focussed on inclusive education and reflec-
tive practice, Aboriginal education and sociology of education tended to
consistently speak of the re-actively challenging child (e.g., Connell et al.,
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2010). This was evident because these education texts primarily responsibilized
the teacher to create, critique and facilitate an environment and curriculum that
was structured to support children; that is, to devoid the schooling structures and
experience of that which may trigger a re-active challenge from the child.

Tn demarcating the different ‘types’ in these education texts we are making dif-
ferentiations between biomedical and biopsychosocial discourses — discourses that
are arguably difficult to disentangle. Engel’s (1977) biopschyosocial theory pro-
vides a construct for demarcating biomedical and biopsychosocial discourses of
challenging behaviour. Engel’s theorization of these perspectives rests in varia-
tions of their causal attribution of behaviour. In explaining the biomedical
perspective, he argues, ‘The dominant model of disease today is biomedical, with
molecular biology its basic scientific discipline . . . [it] demands that behavioural
aberrations be explained on the basis of disordered somatic {biochemical or neu-
rophysiological) processes’ (Engel, 1977, p. 130). This provides a way to name
and describe the biomedical view of challenging behaviour, where the cause is
attributed as entirely ‘within’ the child. The naming of these discourses is reflec-
tive of the causal attribution ascribed to challenging behaviour (see Table 53.2).

We have represented causal attribution as a continuum, with the biomedical
on the left, biopsychosocial in the centre and ecosocio on the right. As we argue,
it is not the case that medicalization only occurs when a biomedical attribution
is used; rather, whilst the biomedical is the most obvious, medicalization of chal-
lenging behaviour can occur in biopsychosocial or ecosocio accounts. This is
important to consider as it underscores the extent to which processes of medi-
calization can be bound in schooling and education. Importantly, each set of
these pedagogical discourses (Behaviour Management, SEN, Inclusive
Education, Aboriginal Education and Reflective Practice) make possible certain
teacher subject positions, and as we will outline, these subject positions can
become bound up with practices of medicalization.

Although there are a numerous ways that these discourses can be of influence,
a key one is the influence on the teacher, especially the pre-service teachers that
read and learn from these texts in university settings in many countries world-
wide. As might be anticipated, education texts that draw on biomedical
discourses are the most likely to have medicalizing overtones while ecosocio
discourses have the least. The ecosocio discourse is characterized by the under-
standing that behaviour is socially located and it is the social structures, physical
environment, artefacts and relationships surrounding an individual that most
significantly shape and prompt their behaviour. That is not to say that the indi-
vidual is seen as non-agentic. Rather, there is a subtle move away from
emphasizing the individual as the ‘causal’ site of behaviour; biology is de-cen-
tred as a concern and psychology’s theorization of the individual’s agency,
self-control and responsibility to ‘learn’ desirable behaviours is tempered. At
least partly, this discursive move is supported by particular conceptions of the
adult/child relationship. That is, the causes of behaviour are located primarily
‘around’ rather than ‘within’ the child.
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what of the biological overlap in the biopsychosocial? Might the teacher who
describes responding to a pro-actively challenging child also be influenced in
particular ways by biological beliefs?

These are valuable considerations because one of the problems with a medical-
izing thesis of behaviour is the impact on the teacher, whether it convinces them
of a biomedical standpoint or prompts confusion when drawing on biopsychoso-
cial discourses. Such confusion can occur when a teacher using a biopsychosocial
discourse draws on biological interpretation of behaviour and consequently oscil-
lates between biological and psychological explanations. This leads to switching
understandings and responses between for example the child can’t change or the
child can. Moreover, one of the seductive properties of the theoretic middle
ground (the biopsychosocial discourse) is that it positions the teacher as expert in
educational interventions to teach and modify behaviour. Yet this very position-
ing as expert can be the prompt for undefined medicalization to occur.

Being aware of medicalization, and especially the teacher’s role in this pro-
cess, is important for reflective practice in special education. Indeed, it is
perhaps the issue of reflective practice that stands out to us as the fundamental
reason for rigorously engaging with the concept of medicalization in special
education. We must, we contend, be aware of the lines that are drawn by our-
selves as much as by others:

In pra_ctice we must draw a line between what counts as medical care and what does not. The
ques_tlon is where to draw that line. What is a disease and what is not? What should be treated
medically, by physicians or medical personnel, and what should not? (Szasz, 2007, p. xiv)

We might do well to take an active stance in where we want to draw the line,
and we would do well to educate our future teachers that part of their practice
(whether they like it or not) is not just deciding where they sit on that line. By
virtue of working in education and in special education in particular, they are
making decisions and drawing a line on a very regular basis.

NOTES

1 The name ‘ecosocio’ is used to refer to a blend of the names of several disciplines that deploy
this unique knowledge of challenging behaviour: ‘ecological’ (from "ecological psychology’) and
“sociology’, and we use it to portray the cross-disciplinary utility of this discourse.

2 These texts included coursework textbooks and readings used in pre-service teacher education.

3 In our analysis, we examined the New South Wales Professional Teaching Standards. New South
Wales is the largest Australian State, and provides a good contemporary case study on the
education texts that influence teacher education degree programs. We specifically used 2.1.5,
2.1.6 and 5.1.5. of the standards as 2.1.5 and 2.1.6, which were the teaching standards that
explicitly mention ‘challenging behaviour’ (New South Wales Institute of Teachers [NSWIT],
2006, p. 6). Standard 5.1.5, whilst not explicitly mentioning challenging behaviour, is the first
in a progression to standard 5.4.5, which does explicitly mention ‘challenging behaviour’
(NSWIT, 2006, p. 8).

4 Examples of texts that were exceptions include Groundwater-Smith, Ewing, & Le Cornu (2007).

Curriculum and Pedagogy and Behaviour Management texts included Brady (2003); Konza,
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Grainger, & Bradshaw (2001); Lovat, Toomey, Clement, Crotty, & Nielsen (2009); Rand &
Shelton-Colangelo (1999); Whitton, Sinclair, Barker, Nanlohy, & Nosworthy (2004). The Special
Education Needs (SEN) texts included Allen & Cowdery (2009); Hardman, Drew, & Egan (2004);
Huntington, in Hilton & Ringlaben (1998); Taylor (2003); Vaughn, Bos, & Schumm (2000).

5 Texts that focussed on inclusive education and reflective practice included Conway (2008), and
Wheeler, in Hilton & Ringlaben (1998). Texts on Aboriginal Education included Australian
College of Educators [ACE] (2002); Burridge (2006); Eades (1993); Forrest (1998); Malin &
Ngarritjan-Kessaris (1999); Martin (2005); Minniecon (2005); New South Wales Board of
Studies (2003); Riley-Mundine (2007); Tyhhuis, Halse, & Robinson (1999).

6 Whilst we use the word "biopsychosocial’ to describe a discourse, it is important to note it was
originally the name of a single theory. Engel (1977) presented biopsychosocial theory both in
defence of biomedical attacks on the psychiatric definition of mental iliness and as a call for a
more holistic model of patient care.
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Special Education and its
Contribution to the Broader
Discourse of Education

Seamus Hegarty

INTRODUCTION

Contemporary writers on special education face a particular challenge. They
have to take account of quite distinct frames of reference, each with its own his-
tory and discourse, which are not always well aligned with each other. The first
frame of reference is the situation of the individual child and young person
whose learning may be compromised by a mixture of innate, environmental and
interactive factors. A second frame of reference derives from the school and its
associated systems dedicated to promoting learning — the curriculum, assess-
ment, support services, policy and resourcing. A further frame of reference
centres round the future of schooling and issues to do with quality of life and
reasonable expectations.

This serves to highlight the overarching challenge posed by the present enter-
prise. Producing a handbook in any domain of education is an ambitious task,
doing so in special education all the more so because of the dynamic nature of
the field and the multiple frames of reference that bear on it. What this handbook
provides is a mapping of a changing — and contested — domain, a distillation of
thinking about particular parts of it and a review of what is known about specific
areas of practice. Contributions range over the vastly different situations of indi-
viduals and give rich, nuanced accounts of their learning environments. To the
extent that many of them are cutting-edge in their knowledge of the field, they
point suggestively to the future in terms both of roadblocks to circumvent and
pathways to follow.




