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ADHD in the context of Finnish basic education
Abstract

Students with Attention Deficit/Hyperactivity Disorder (ADHD) are a growing group
served under special education services in many Western societies. This article describes the
history and current state of the services, as well as the assessment procedure. Our conclusion
is that the status of students with ADHD in Finnish basic education (Grades 1 to 9) is still
unclear. Based on the comparison of the prevalence and the population served in special edu-
cation we can assume that this group is probably underserved in the Finnish school system.
We also present findings from two recent studies among families with ADHD children in Fin-
land. Family viewpoint can contribute to our knowledge and understanding about the diversi-
ty of the symptoms’ manifestation as well as the extent and completeness of the possible out-
comes of the disorder. In the context of schooling, studying these families’ viewpoints can be
of additional use in evaluating the present state of school practices in relation to institutional
enactments established in educational acts. Future challenges about meeting the variety of
pupils’ needs according to inclusive pedagogy are discussed.
Keywords: Attention Deficit/Hyperactivity Disorder; Emotional and Behavioural Difficulties;

Special Education; Tier 3; School; Parents; Family
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ADHD in the context of Finnish basic education

Attention deficit disorder has gained a lot of attention in most Western school systems
during the last fifteen years. The number of students with this diagnosis has increased rapidly
and different kinds of interventions have been developed in special education as well as relat-
ed fields (e.g. Webster-Stratton, Reid, & Beauchaine 2011). Historically, these kinds of stu-
dents would often have been labelled as maladjusted and behaviourally disturbed. Currently,
many school systems are categorizing children with ADHD under medical and physical defi-
nition, e.g. in the United States many of these children are served under the umbrella category
of OHI (Other Health Impairment) (e.g. Schnoes, Reid, Wagner, & Marper 2006), and in
Canada (Alberta) under (Severe) Physical or Medical Disability (Wishart & Jahnukainen
2010). In the Finnish school system, the special needs of students with ADHD are most often
defined under a category such as “varying degrees of cerebral dysfunction, physical disability
or similar” (Jahnukainen 2010). This category also entails other neurological and develop-
mental disorders such as the CP syndrome.

Finnish special education system: an overview

The special education system in Finland has undergone a major reform during the last
couple of years since the enactment of the Amendment of the Basic Education Act (642/2010).
The core of the reform is based on the launch of a three-tiered intervention model defined as
Learning and Schooling Support. The first tier referred to as general support consists of every
action made by the regular classroom teacher in terms of differentiation as well as in terms of
school-wide efforts to meet the diversity of students. This is basically transferring more re-
sponsibility to classroom teachers as well as the school community. The second tier consists
of remedial support by the class teacher, co-teaching with the special educator and temporal
individual or small-group studying with the special educator. The third tier consists of the

whole continuum of special education services from fulltime general education to a special
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school placement and is mostly equivalent to the traditional special education for students
with diagnosed disabilities available in other school systems (see Jahnukainen 2013).

When comparing the Finnish special education services with other school systems, the
unique feature is the broad use of the Tier 2 level services (e.g. Graham & Jahnukainen 2011;
Itkonen & Jahnukainen 2010), which were defined earlier as ‘part-time special education’
(Jahnukainen 2011; Kivirauma & Ruoho 2007). In fact, this service option has been the key
for the low threshold policy typical of Finnish special education since the 1970s. Moreover,
the bulk of the special needs support has been delivered using this option without officially
transferring students to special education (Jahnukainen 2011). This service option is preven-
tive by nature and focuses on mild learning and behavioural difficulties (Itkonen & Jahnu-
kainen 2010). During the school year 2010-2011 about 120,000 (or 21.7 per cent) of the
comprehensive school students (age group 6 to 16) were taking part in this service. In addi-
tion, 8.1 per cent (44,000 students) were served using the Tier 3 level “fulltime’ special educa-
tion option (Statistics Finland 2012). The students with diagnosed ADHD or ADHD-like
symptoms can be served at any of the tiers depending on the individual needs; however, the
ADHD is explicitly recognized at the Tier 3 level only among other conditions defined as
“varying degrees of cerebral dysfunction, physical disability or similar”.

History and prevalence of ADHD in Finland
Definitions and diagnosing

In Finland, as in Europe in general, the WHO’s ICD-10 is officially clinically used for
diagnosing Attention Deficit Hyperactivity Disorder (ADHD) characterized by symptoms of
inattention, overactivity and impulsivity (STAKES 1995). Although ADHD is not divided
into three subtypes in ICD-10, as it is in DSM-1V, the subtypes may be used in Finland for

diagnoses as stated in ADHD: Current Care Guideline (2012).
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The definition and the concept of the diagnostic term “ADHD” has been controversial
throughout its trajectory, as the conceptualization of the symptoms, aetiology as well as the
diagnostic criterion have changed over the years. Also, in respect of this, a variety of different
names for the phenomenon has been applied, notably in the Nordic countries the concepts of
MBD, DAMP (seldom in Finland), ADD and ADHD have varied in aiming to explain chil-
dren’s features of attention deficit, motor restlessness as well as learning disabilities and de-
velopmental coordination disorders (Michelsson 2001; Gillberg & Rasmussen 2001). Yet,
during the medicalization process of the concept of ADHD, there is a connecting thread that
has remained the same: the aim to understand and explain children’s unfavourable behaviour
in their social surroundings through medical criterion.

Children’s symptoms of motor impulsivity, excitability, aggressiveness and uncon-
trolled emotionality was thought, according to Connors and Kinsbourne (1990), to have
emerged in the 1920s by brain damage due to a pandemic of encephalitis lethargica. Conse-
quently, the concept of “minimal brain damage syndrome” evolved and remained for decades
characterized by features, such as restlessness, impulsivity, emotional lability along with a
variety of intellectual and perceptual motor disturbances (Michelsson, 2001). The brain dam-
age hypothesis faced criticism in the 1960s mainly due to the lack of direct evidence for brain
damage in children with the syndrome. Thus the name and the definition of the syndrome was
altered by Clements (1966) to that of “minimal brain dysfunction” (MBD). Its definition em-
phasized both behavioural and neurocognitive impairments: behavioural and learning disturb-
ances as well as combinations of deficiencies in perception, conceptualization, language,
memory, inattention, impulse and motor control were incorporated into its symptoms. At the
same time, in 1968, APA published the second edition of the Diagnostic and Statistical Man-
ual of Mental Disorders (DSM-11) and referred to a similar symptomology using the concept

of “hyperkinetic reaction of childhood” characterized by overactivity, distractibility and short
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attention span (APA, 1968). However, in the Nordic countries the concept of MBD gained
ground and proposals for carrying out its clinical diagnosis were put forward (Hagberg 1975;
Gillberg 1981). Attention and learning disabilities were seen as a primary consequence of
brain dysfunction caused by disturbances of the central nervous system (CNS), a development
that led to the emergence of screening methods for early detection of neurodevelopmental
disabilities (Bax & Whitmore 1973, 1987).

In Finland, MBD began to be acknowledged during the 1970s along with the work of
Michelsson and her colleagues (1981,1987), who developed a comprehensive screening ex-
amination for child health centres to use for 5-year-old children. Also, resting upon the indica-
tions of research (Lindahl, Michelsson, & Donner 1988; Michelsson, Seppéld, & Néreneva
1987), an information campaign for acknowledging MBD was started in Finland in the 1970s,
resulting for example in constructing day-care centres for children with MBD and special
needs (see Michelsson 2001) as well as recommendations of supporting children with MBD at
school (Valkama 1991). Finally, the diagnosis was strengthened along with the 9™ edition of
ICD, which was in official clinical use in Finland and in which the MBD diagnosis was pre-
sented (L&akintohallitus 1987).

The concept of MBD concerned children with symptoms of inattention and hyperactivi-
ty and coexisting conditions including learning disabilities and problems of either motor co-
ordination or perception, or any combination of the three (Michelsson 2001). The aim of the
concept of MBD was to pull together children’s unfavourable symptoms, particularly at
school, under one diagnostic category. However, the problem was that the concept was based
on phenotypic grounds, whereas it implied brain dysfunction with no evident CNS involve-
ment (Rutter 1982). Therefore the term fell into disfavour (see Ingram 1973; Schmitt 1975;
Taylor 1983) and diagnosing children with the above-mentioned symptoms shifted once

again; the concept of “attention deficit disorder” (ADD) was introduced (APA, 1980) as the
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neurological view was abandoned in favour of purely observed behavioural features as briefed
in the DSM-111. Later on hyperactivity was considered a dominant symptom of the disorder
and the first concept of “attention deficit hyperactivity disorder” (ADHD) was created (APA
1987: DSM-I111-R). The DSM-I111-R did not differentiate children based on either hyperactivi-
ty/impulsivity or inattention, and therefore the current concept of ADHD with three different
subtypes (predominantly inattentive, predominantly hyperactive-impulsive and a combined
type) was introduced in the DSM-1V (APA 1994). Along with the change of the terminology,
learning and motor problems were also defined as separate diagnoses and as comorbidities of
ADHD rather than as its direct symptoms. Also, the shift from MBD to ADHD meant a diag-
nostic shift from neurological problems to ones within a psychiatric entity, at the same time
the conceptualization of the diagnosis became descriptive in order to avoid unproved etiologi-
cal assumptions. In Finland MBD was an officially used diagnosis until the introduction of
ICD-10 in 1995, in which MBD had been replaced by “hyperkinetic disorder” as a general
name for ADHD (STAKES 1995). Yet the use of the term MBD has diminished only gradu-
ally, for instance the Finnish MBD association (founded in 1989) was replaced by a Finnish
ADHD association not earlier than in 2003.
Prevalence

No official statistics have been published on the number or proportion of students diag-
nosed with ADHD in Finland. Similarly, as noted earlier, ADHD has not been defined as a
separate category of disability in Finnish special education statistics. Therefore it is impossi-
ble to present numbers on children diagnosed with ADHD in Finnish schools. However,
Smalley, McGough, Moilanen and others (2007) estimate that the prevalence of ADHD (ac-
cording to the criterion of DSM-1V) among adolescents of Northern Finland (birth cohort
1986) is 8.5 % with a male/female ratio of 5.7:1. The estimated prevalence of the research is

consistent with rates of ADHD in other studies of adolescent (Hudziak, Heath, Madden et al.



Running head: ADHD IN FINLAND

1998; DuPaul, Anastasopoulos, Power et al. 1998; Rohde, Biederman, Busnello et al. 1999)
and with the worldwide metaregression analysis with prevalence of 5.3 % by Polanczyk, de
Lima, Horta, Biederman and Rohde (2007). In general, the prevalence of dysfunction is esti-
mated to be 65% in the age of 25 (when diagnosed earlier) even if only 15% still meets the
strictest criterion of diagnosing (Faraone, Biederman, & Mick 2006).
ADHD and medication in Finland

Compared to other western countries medication for ADHD has been scarcely used in
Finland. One clear explanation for this is that diagnosis of ADHD is strictly required for the
prescription of medication. Further, there is a clear difference in the involvement of the medi-
cal doctors in following the child development during the early years in Finland compared to
many countries based on a family physician practice (Jahnukainen 2010): most mild to mod-
erate developmental difficulties related to children’s learning and behaviour are monitored at
the Maternity and Child Health Clinics by the designated nurses specialized in family health
guidance. These clinics also offer psychological and social services and medical doctors are
involved mostly with issues of a distinctly medical nature. In any case, the medication is not
started without consulting a specialized paediatrician, neurologist or psychiatrist.

Zoéga, Furu, Hallddrsson and others (2011) present the statistics on the use of medica-
tion for ADHD in the Nordic countries. In 2007, of 7- to 15-year-old Finnish children 0,6%
had been prescribed medication for ADHD. This proportion was considerably lower than in
the other Nordic countries. More recent statistics have not been published, but it is likely that
the use of medication has increased since then. The first Finnish Current Care Summary on
ADHD was published in 2007 (Moilanen, Narhi, Olsén et al. 2007), and it is likely that it in-
creased the awareness on medication for ADHD, and consequently, the use of medication.
The Attention-deficit/hyperactivity disorder, children and adolescents; Current Care Summary

(ADHD-CCS) (2012) states that medication is as an important part of the treatment entirety,
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and it recommends that the possibility for a medication trial should be offered for a child or
adolescent with ADHD symptoms, if the symptoms cause handicap at school.

ADHD and schooling
Recommendations and principles

Both Amendment of the Basic Education Act (ABEA) (2010) and ADHD-CCS (2012)
agree on the support for children with symptoms of ADHD at school. The ADHD-CCS rec-
ommends that the school support should be implemented when the ADHD symptoms cause
problems in the child’s schoolwork, and that diagnosis of ADHD is not needed for school
support to take place. The ADHD-CCS also provides the guidelines for effective school inter-
ventions for children with symptoms of ADHD. This recommendation is in line with the prin-
ciple of ABEA, in that school support should be provided on a needs basis.

These documents that guide the school support for children with symptoms of ADHD
both agree on an important principle of support on a needs basis, and thus provide a good ba-
sis for supporting these children at school. However, no studies on the actual application of
school interventions for children with ADHD symptoms have been published, and it is likely
that there is considerable variability in the support offered between schools. One reason for
variability is likely to be that the training for school interventions is not included in teacher
education on a standard basis, but is provided as in-service training for those interested. Also,
as “part-time special education” is largely used in Finnish schools, it also seems likely that
special education (SE) teachers in separate settings largely provide school support, and the
evidence-based classroom interventions are not utilized to their potential.

Special education provision

Unlike many other countries (e.g. Australia, Canada and the USA), eligibility for SE in

Finland is not based directly on diagnosed disabilities, but instead on observed special needs

that are construed as difficulties in learning (“difficulty model’) rather than disabilities (‘disa-
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bility model’) (Itkonen & Jahnukainen 2010). The special education decisions will be made at
the school level in a multi-disciplinary team referred to as the Student Welfare Group (e.g.
Sabel, Saxenian, Miettinen, Kristensen, & Hautaméki 2011). Parents and the pupil him-
/herself — if possible — also play an integral part in the decision-making process of the Student
Welfare Group by considering the education options for the child. It is noteworthy to mention
that even though the consultation with the school psychologists and physicians is a recom-
mended part of the process, the final decision will always be made by the educational authori-
ties. In a recent national survey (Pulkkinen & Jahnukainen 2010), the school superintendents
were asked about the most important factors related to the special education placement deci-
sions. Altogether 97 per cent of the respondents stated that the most important factor affecting
the decision is the opinion of a consulting special educator following the evaluation of the
actual needs of the child (95 %).

In practice, this policy means that a student with a diagnosed disability will receive SE
only if there is an observed educational need, but at the same time, somebody without a diag-
nosed disability may be eligible for special support if that need is recognized as an education-
al need. As already mentioned, ADHD is not defined as a separate category in the Finnish SE
system, however, it has been amalgamated under the category “Varying degrees of cerebral
dysfunction, physical disability or similar” (VDC). Because this category is in use only at the
most demanding level of Tier 3 (special support), it reflects only upon those students consid-
ered as having the most challenging needs related to schooling.

The SE placements in this category have been gradually increasing during the last two dec-
ades from 0.2 percentage of the age group in 1987 to 1.2 in 2007 (Jahnukainen 2010). When
compared to a more recent time period, the number of students under this umbrella category
has more than doubled from 3,505 students in 2002 to 7,344 in 2010, which was 1.35 per cent

of the age group. When compared with a more traditional SE category labelled ‘Emotional
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and behavioural disorders’, (EBD) we can see that even though there has been some fluctua-
tion in the use of that category too, there has been only modest growth during the last twenty-
five years (Table 1). However, the highly interesting fact is that nowadays in Finnish schools
we actually do have more students getting special educational support based on the grounds
of neurologically conceptualized deficits than based on a more traditional label of ‘emotional
and behavioural difficulties’. Although the general trend of students served in SE has also
been rapidly growing in Finland, as elsewhere as well (e.g. Graham & Jahnukainen 2011;
Richardson & Powell 2011), it is clear that the rapid development of the studies of learning
and developmental disabilities has created a new kind of basis for the shift towards using

more specific labels instead of more traditional, descriptive categories.

Insert table 1 here

Families living with ADHD in Finland
The following section is based on two sub-studies related to the situation of families
living with ADHD in Finland. The first study focused on the schooling of children with
ADHD experienced by the parents. A second study concentrated on the situation of parents
with ADHD themselves, who also have children with a similar diagnosis, and the situation of
siblings of an ADHD diagnosed child.

Study 1: Parents with ADHD children talk about their children’s schooling

“If you’re not extremely strong as an adult and stand up for your child and try to edu-
cate teachers to see this, for example this ADHD, that adolescent will be completely
alone and in trouble and his self-esteem will be destroyed.” (The mother of a 14-year-

old boy diagnosed with ADHD-I)

10
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Honkasilta (2011) carried out an interview study of parents of children with ADHD
diagnosis in Central Finland concerning their experiences of how their children had been re-
ceived at primary and lower secondary schools by the personnel and of home—school co-
operation. The study concerned 12 families with 14 ADHD diagnosed children (12 boys, 2
girls) from ages 9-23 and it was implemented before the enactment of the Amendment of the
Basic Education Act (642/2010) was pressed nation-wide. Parents’ accounts of both their
children’s school well-being as well as home-school co-operation (which seemed to be en-
twined) were dominantly negative as more positive accounts about the experiences were re-
ported concerning two of the children.

Parents highlighted the need for teachers to obtain more knowledge and understanding
about ADHD symptoms and their manifestation in the classroom. Parents expressed that some
teachers’ ignorance of ADHD led to their children’s being stigmatized as mischievous or lazy
by the teachers and thus resulted in the negligence of any adequate support according to the
child’s needs in the classroom. Rather than being worried about their child’s learning, parents
emphasized their worry about the possible unfavourable development of their child’s self-
image due to the above-mentioned stigmatization and lack of adequate support as well as ex-
clusive educational practices concerning teachers’ dealing with symptoms of ADHD. For in-
stance, one mother of a 9th grader put her experiences about exclusive practices into words as

follows:

“...at some point | calculated that Markus had spent thirteen hours a week with a spe-
cial education teacher, which has also resulted in Markus not being considered as a
member of his class. He is not considered as belonging to the class (by peers). | have

mentioned this to the teachers, but they don’t consider that as being anything of im-

11
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portance...[B]ecause after the diagnosis of ADD, Markus was automatically thrown in-
to special education. According to my understanding, let’s say according to the legisla-
tion, a student has certain rights and, according to my knowledge, special education is
the very last option; I mean that teachers should have a kind of obligation to try differ-
ent means to adapt their teaching but, no, the first thing that opened up was the door to

special education.”

The mother constructs a negative image about the school’s exclusive practices at one
level and about the teachers’ expertise at another level and cements her argumentation around
her son’s unmet rights as a student and the teachers’ unfulfilled responsibilities as educators.
According to the mother, the school’s decision concerning her son’s special education provi-
sion had not followed [in accordance with] legislation, as her son was “automatically thrown”
into SE after the diagnosis with no other attempts for adapted teaching procedures. Addition-
ally, the son is represented as a victim of the school’s exclusive practices as the mother refers
to her calculation of the number of hours her son had spent apart from his peer group at
school. The negative image of the teachers is constructed through both their disagreement
about the mother’s worry about her son’s being excluded from his peers and by referring to
their lack of requisite know-how to differentiate their teaching.

Finally, parents emphasized the importance of home-school co-operation as a possibil-
ity to enhance the well-being of the child at school. Except for one mother, parents expressed
their having obtained knowledge about ADHD along with their child’s diagnosis (as well as
along with their own symptoms). They willingly shared their know-how and co-operated with
teachers, if only given a chance. In those few accounts, where successful partnership between
home and school were reported, parents emphasized reciprocal openness in communication

and respect as a key element in supporting a child diagnosed with ADHD at school. Yet, the

12
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dominant accounts of parents were those constructing home-school relations as a constant
power struggle with unwanted results: parents’ concern and point of view were either reluc-
tantly taken into consideration by teachers or ignored.

Study 2: Adults with ADHD parenting children with ADHD

ADHD as a neurobiological disorder means that similar symptoms of inattention and
impulsiveness can be found in many members of the family, for example the child and his or
her parent. According to Kendall and Shelton (2003) ADHD plays a determinant role in the
family and it can increase the risk of having conflicts in human relations, divorces, lowered
self-esteem, depression as well as social exclusion. Families should get support from a munic-
ipal social administrator and school administrator as well as from healthcare. However, in
reality sometimes the parents with disabilities are not getting the services needed or even able
to survive in the jungle of services (e.g. Kantojarvi 2012).

An interview case study (Sandberg 2012b) among the ADHD diagnosed parents (n = 3)
showed that from the parents’ viewpoint the support offered to a family with ADHD by Finn-
ish society has been weak. Parents felt that their own symptoms were underrated and that the
family was not getting enough support. Parents were also worried about their children, espe-
cially if they had not gotten any help for the child showing symptoms of the disorder. The
children were dropping out of school since no support was provided. Quitting school will
complicate further studies and therefore getting into working life may be even harder.

Like Greene (2006) has stated: in a family where either of the parents has been diag-
nosed with ADHD, the parents’ interaction skills are in a key position. If the parent is not
coping with his own disorder, it may be difficult for him or her to give adequate time and
support to the child with a similar disorder, or to the siblings. Based on the interviews by
Sandberg (2012b), it is evident that the disorder of the parent will affect the upbringing, daily

rhythm and discipline:

13
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“I am quick-tempered, impulsive, aimless, inventive and emotional. Anything but a ra-

tional and reliable adult.”

However, on the positive side the parents have reported that they can better understand
their children with ADHD because of their own symptoms. Based on this, they might even
dare to defend their child’s behaviour, for example in school settings, in order to better ensure

that their child’s needs are being met accordingly.

“As a matter of fact it has been me who has supported the teachers and the school so

that they can support my child and other children. It has been more in that order.”

Another noteworthy and neglected topic related to the families with ADHD is the status
of the siblings in these families. Sandberg (2012a) interviewed ten siblings, aged between 3
and 13, from five different families with ADHD and found out how the siblings experience
having ADHD in the family. The situation of a sibling of an ADHD child has been defined as
being difficult, because the child with ADHD needs significantly more attention and care
from the parents than others. Siblings with a sister or brother with a disorder may have to take
responsibility for him- or herself earlier than they otherwise should (Sandersin 2004). In a
study by Sandberg (2012a) it came out that the siblings could sense the concern and tiredness
of the parents and tried to be as invisible as possible in order not to strain their parents any
further. It was reported that siblings feel that the child with ADHD in the family irritates and
annoys them and therefore they prefer spending their spare time outside the home (Sandberg
2012a). The results are in line with the research done by Parker and Stimpson (2004) accord-

ing to which siblings with no ADHD want to protect their parents from further worries and

14
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behave as well as possible. Moren (2001) stated that siblings often escape the distressing at-
mosphere of the family. Relations between siblings are very significant in the family and can
compensate difficult social relations of the child with ADHD or even the lack of them. This
should be taken into account when working with the families living with ADHD.
Discussion: Challenges ahead

Despite the rapid growth of the diagnosis of ADHD among school-age children, there is
a shortage of school-based research about the effective interventions as well as teachers’ atti-
tudes and knowledge of ADHD. Based on the comparison of the prevalence and the popula-
tion served in SE we can assume that this group is probably underserved in the Finnish school
system. Although some students may well survive with the help of a regular class teacher, this
is not always the case. It is also clear that the teachers need more focused courses in this area.
During basic teacher education this topic is met only occasionally. Again, the research raises
the question of whether teachers’ knowledge and understanding about ADHD as well as their
capacity to meet parents with possible difficulties in coping with their child’s school attend-
ance alone should be evaluated and supported in both teacher education and in the field.

One more basic challenge in Finnish compulsory as well as upper secondary schooling
is to implement and use evidence-based interventions at different tiers of support. On Tier 1,
school-wide or classroom-wide interventions have only scarcely been used, despite the evi-
dence of their efficacy in supporting students’ behaviour and reducing disruptive behaviour
(Epstein 2008). These kinds of interventions are the first line of interventions, which support
all children in the school.

Again, at a more individual level (Tier 2) of support there is strong evidence for the
effectiveness of behavioural interventions, when directly carried out, support the desired be-
haviour and reduce the problematic behaviour (e.g. Fabiano, Pelham, Coles & al. 2009). If

these interventions are implemented within the classroom settings, the key person in imple-
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menting them is the classroom teacher. These interventions are not utilized to their potential,
and the use of these should be strongly encouraged. The special education teachers and school
psychologists could possibly play important roles as consultants for classroom teachers in
planning and implementing the interventions. Traditionally the role of special education
teachers has relied more on the individual or on small group support for students, and the role
of school psychologist on psychological assessment. For the benefit of students with ADHD
symptoms it seems reasonable for these professionals to redirect their efforts to more direct
support for classroom teachers.

Some children with ADHD symptoms require even stronger (Tier 3) support. On the
basis of the principle of inclusion, the use of separate settings should be as limited as possible.
Within small group settings the student can train and practice his/her learning and social skills
and individually tailored behavioural treatments can be tried and developed. However, the
methods applicable in small group settings are not, in many cases, easily applicable in regular
classrooms. Clearly developing ways to transfer the methods used in small groups into regular
classrooms are needed. This would require close co-operation between special educators and
classroom teachers. This kind of Tier 3 support is very likely to enhance the possibilities for
students with ADHD symptoms to participate in the natural classroom setting.

A future challenge at another level is to include training on behaviour management and
school interventions for students with ADHD symptoms in basic teacher training. A short
overview of the curriculums of the teacher education programmes at different universities
indicates that, on average, only just over one per cent (3.7-3.8 credits out of 300, variability
between universities was 0 to 8 credits) of the mandatory training was targeted on behaviour
management and learning disabilities. Along with the launch of the three-tiered intervention
model, the call for a teacher’s know-how of special education has increased. This begs the

question as to whether teacher training, as it is at present, prepares trainees with adequate ex-
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pertise for the field and can meet the challenges of building fully inclusive learning environ-
ments. It is evident that researching parents’ points of view can offer valuable additional in-
formation to the evaluation of the present state of comprehensive school practices, such us
home-school co-operation. Finally, family relations within families with ADHD can be chal-
lenging; but, with appropriate internal effort, the status of the siblings, for instance, can be
improved. That is, without such effort they might position themselves as secondary within the
family unit, due to their adapting to a brother's or sister's more demanding needs of attention
and care and, thus, adopting the role of a caretaker instead of one to be equally taken care of.
The importance of the family relations should not be undermined when planning the effective

intervention for pupils with ADHD.
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Table 1

Compulsory school students placed in Tier 3 level special education under categories “Vary-

ing degrees of cerebral dysfunction, physical disability or similar including ADHD” (VDC)”

and “Emotional and behavioural disorders” (EBD) in Finland in 1987, 2002 and 2010 (Jah-

nukainen, 2003; Statistics Finland, 2012)

School year

1987 2002 2010

Number of students VDC 1171 3505 7344
EBD 4315 3967 5894
Percentage (%)* vDC 0.2 06 13
EBD 0.8 0.7 11
Share of girls (%)** VDC na 26.7 27.6
EBD na 16.6 15.2

* Percentage of the total compulsory school (Grades 1 — 9) population
** Share of female students placed in special education under given category

na = information is not available for 1987
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