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ABSTRACT 

This ethnographic project used participant-observation and Life History 

Interviews to gather data on U.S. undergraduate students with learning disabilities (LD), 

including dyslexia and attention deficit disorders (ADD). The project focuses on issues 

concerning the political economy, personal and collective agency, social labeling theory, 

and medicalization. I argue that performance theory must be integrated with social 

labeling theory in order to provide a full consideration of context and agency. 

Information on prevalence and demographics, and on historical context is 

provided. This includes an overview of key American values and processes of 

medicalization, normalization, and militarization. The interrelationship between military 

actions and medical research on disabilities is foregrounded. A history of the 

development of the diagnostic categories and procedures and of commodification of LD 

is presented. The history of the Civil Rights movement for Americans with disabilities is 

reviewed, as are legal cases resulting from the implementation of Section 504 of the 

Rehabilitation Act of 1973 and the Americans with Disabilities Act. 

I describe framings and explanatory models of LD. These include media 

representations and other lay models; and medical, moral, and sociogenic models. I 

highlight the culturally constructed nature of LD. Medications and presumed biological 

origins of the disabilities are reviewed and critiqued. Diagnostic procedures (i.e., 

processes of gatekeeping and social labeling) and relevant tests (including IQ tests) are 

described and critiqued for each subcategory. I describe diagnosis by prescription in the 
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case of ADD, referring specifically to Ritalin and Adderall. I examine students' personal 

understandings and framings of their diagnosed disabilities, and how these inform coping 

strategies and tactics. I incorporate performance theory and of "passing" as a form of 

identity management into this discussion. 

I describe the roles and expectations of professors, communications and 

negotiations between students and professors, and specific coping strategies and tactics of 

labeled students. I describe how they involve "education management groups" involving 

family, peers, professors, and service providers, to help them succeed. Sociolinguistics 

surrounding these disabilities are also explored. 
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Chapter 1 
Introduction: 

The Stage and the Performers 

"...and all of the children were above average." 
— Garrison Keiler, Lake Wobegon Days radio show opening 

The ways in which a society or community understands, views, and responds to 

sickness and disability reflect its worldview, values, history, and view of moral 

personhood. How sickness and disability are constructed also tells us something about the 

politics of difference, power relations, tolerance and stigmatization. This dissertation 

focuses on the category of disability called "learning disabilities" (LD) and three of its 

subcategories; attention deficits, dyslexia, and generalized LD as they are constructed and 

experienced within United States "mainstream" society. I will address four key themes; 

[1] processes of medicalization and normalization, [2] personal agency expressed through 

cooperating with, co-opting, and resisting these two cultural forces, [3] social labeling 

theory and the ways in which the phenomenon of LD calls for a modification of this 

theory, and [4] the political economy of LD. In this chapter, I will provide a brief 

overview of the definition of LD as well as some background data on the prevalence of 

LD. I will discuss social representations of LD, and present information on the economic 

and social costs of these "problems." I will briefly consider how LD has been viewed in 

other cultures to illustrate the cultural nature of LD. After having discussed LD in 

general, I will discuss specific aspects of LD, beginning with processes of normalization 

and how the political economy of the U.S. affects the cultural framings of LD. I then turn 

to more personalized accountings of LD held by diagnosed individuals; a topic I take up 
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in greater detail in Chapter 7.1 encourage the reader to consider how students attending 

colleges and universities in the U.S. deal with an LD diagnosis and provide background 

information on accommodations and interactions between professors and students. 

Following this general introduction, in Chapter I, I consider how U.S. cultural 

values have influenced views of disability. In chapter 21 describe ways in which religion 

and militarization within U.S. society have played key roles in shaping the society's 

understanding and constructions of disability generally. Chapter 3 provides a more 

specific history of learning disabilities and describes public framings of disability as 

presented through the mass media in the U.S. 

In Chapter 4,1 introduce my ethnographic research project. I describe the methods 

I used and the sites at which research was conducted. I also locate myself in these 

settings, providing readers with an appreciation of the complexity and variety of roles I 

have held in each site as a participant observer. A variety of jobs in these sites allowed 

me to more thoroughly understand the perspectives and motivations of a wide variety of 

social actors involved with LD management and undergraduate education. 

I describe the medical framings of disabilities labeled LD (Chapter 5), and 

processes of medicalization afforded by diagnostic procedures used within medical and 

educational institutions (Chapter 6). The topics of these chapters are closely linked and 

highly complex. To enhance clarity, I present relevant information and analysis in two 

chapters instead of one. 

In Chapter 7,1 give students the opportunity to speak for themselves about ADD. 

I introduce ways individuals frame LD. I begin this chapter by recalling early theories of 



16 

identity development, wherein the metaphor of social others as mirrors is prominent. 

Individuals construct their own identities in response to how they perceive themselves to 

be seen by others. They internalize these images, which influence how they behave (or 

refrain from behaving) in the future. I will question the totality of this internalization and 

discuss how personal resiliency can buffer people from the social effects of negative 

stigmatization. I also introduce the concept of positive stigmatization, which has 

remained undeveloped in social labeling theory. 

I next describe ways in which the timing of diagnosis affects identity development 

and personal framings of LD. Children who are diagnosed when young form different 

concepts of themselves in relation to an LD label than do people who are diagnosed when 

older. In part, this is because parents serve as an intermediary between diagnosticians and 

diagnosed children. This changes the form and content of the information they receive. 

People who are diagnosed when they are older often have been informally labeled before 

a formal diagnostic label is applied. Social labeling theory does not typically consider the 

use or effects of informal labels. Finally, I describe personal framings of LD. Drawing 

primarily on the work of Lipowski (1970). I consider strategies used by individuals to 

give meaning to their experience of LD. 

In Chapter 8,1 introduce professors as social actors who interact with LD. I locate 

them in spaces of duties and responsibilities, which come with a series of stresses related 

to performance, embarrassment, and power differentials. I describe how professors view 

students and discuss the informal social labels of "good student," "bad student," and 

"troublemaker." These labels reflect morally-based ways that professors (and students' 
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peers) evaluate student behaviors and behavior patterns. These labels affect interactions 

between professors and students, including communications concerning LD. I then go on 

to describe professors' understandings and views of LD and specific communications 

between professors and service providers that affect professors' views of LD. I also 

describe other ways in which professors acquire information about LD. Next, I discuss 

student expectations of professors and describe specific professor-student interactions, 

highlighting disclosure- and request-related communications. In doing so, I highlight the 

importance of the level of bureaucracy at which institutional validation of the social 

category "LD" is sought and the powerful effects of time on interactions. 

In Chapter 9,1 discuss students' methods of coping with LD, highlighting 

alternative modalities of production and processes of learning and passing that they 

employ. For example, I present information on the cultural practice of "cheating" and 

discuss student perspectives on what some students with LD have described as an 

"ahemative morality." I also discuss how students enlist the help of others in their social 

worlds, either intentionally or unintentionally, and how they use such help to cope with 

tasks they face in Antioch College and University of Arizona classrooms. In Chapter 10,1 

conclude by summarizing the major lessons learned during this ethnographic project. I 

once again revisit the major themes of medicaiization and normalization, personal 

agency, and social labeling theory and discuss the ways in which my anthropological 

investigation calls for a revision of social labeling theory - a revision which requires an 

appreciation of the performance of those with LD and the political economy which sets 

the stage for their performance. 
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A Brief Definitinn nf f.D 

Forty years ago, the categories "learning disability" (LD) and "learning disabled 

student" did not exist. Students who had difficulties learning in traditional classrooms 

went to private school, were taught at home, or "dropped out" of school. (1) In the 1960s, 

however, a combination of causes led to the creation of a new category of disability. 

These causes included, but were not limited to [I] a rise in the national consciousness 

regarding civil rights; [2] the perception that all U.S. residents had a right to education; 

[3] the growth of the perception that a college education was a right (rather than a 

privilege) after the1944 Serviceman's Readjustment Act; and [4] advocacy work by 

white, middle- to upper-middle class parents on behalf of their children. Today, over 2.6 

million children have been diagnosed as "having" LD. This statistic does not include 

adults or people with attention deficits (AD). Kronick (1988: v) describes the rise in 

numbers as expanding to "epidemic proportions, where there had been virtually no LD of 

which we were aware previously." 

The social label "LD" is an umbrella term, applied to a variety of severe 

difficuhies in learning that most people in the U.S. believe are wholly learning-related, 

biologically-based disabilities; 

Specific Learning Disabilities (1963) 
* Dyslexia 1925 (all others emerged post-1963) 
* Dyscalculia 
* Dysnomia 
* Dyslogic 
* Unspecified / General 

Attention Deficit Disorder (1980) 
* With Hyperactivity 
* Without Hyperactivity (Inattentive Type) 
* Mixed Type 
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"LD" refers to chronic, significant developmental delays in oral language, reading, 

mathematics, and other academic skills due to a presumed neurological or 

physiochemical dysfunction. It is important to note that the specific pattern of difficulties 

varies between individuals. These problems are not diagnosed as LD if the person's 

learning difficuhies are due to mental retardation, other disabilities (such as blindness), 

social or behavioral difficulties, poor schooling, or sociocultural factors. The person must 

also be tested as having average or above-average intelligence (Kirk & Bateman 1962, 

McLoughlin & Lewis 1994). Although many experts (including the Learning Disabilities 

Association, a parent-founded advocacy group) claim that AD are behavior problems 

rather than being a form of LD, I will include AD as a form of LD in this dissertation. 

The term "LD" will refer to both unless otherwise noted in the text. I do this because 

gatekeeping procedures are the same for both, students with both diagnoses use similar 

"special" education services and accommodations, college-level programs include 

students with both diagnoses, and both powerfully affect the learning process. (2) 

LD impair the performance of education-related tasks or sets of tasks. When these 

performances are not required, the disability is often not evident. For this reason it is 

considered a "hidden" disability. However, undergraduates with LD are required to 

perform such tasks regularly and must maintain specified achievement levels to retain 

their student status. In order to accommodate these students' disabilities and enable them 

to succeed in academic settings, professors and administrators are legally required to 

provide "reasonable accommodations" to students with documented disabilities who self-

identify as LD. (3) These modifications to pedagogy and procedures are considered by 
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many to be a form of "special rights" given to these students; i.e., rights not generally 

accorded to most members of U.S. society. 

Demo^aphics 

The category LD was formally introduced in 1963, and the prevalence of this 

diagnosis has increased rapidly ever since. In 1978, only 1.8% of children in U.S. public 

schools had been diagnosed with LD. In 1998, 4.3% had been diagnosed (approximately 

2.6 million; Ratnesar 1998). Figures that contrast rates of growth of enrollment in 

'^special education" classes also reflect the disproportionate increase in the number of LD 

diagnoses. (4) For example, the total number of children with disabilities enrolled in 

special education classes rose only 20% between 1976-1987, as compared with a 119% 

increase for children labeled LD. These numbers are considered to be underestimates of 

the actual prevalence of LD in the U.S.; estimates range as high as 12% (Kaplan 2001) or 

15-20% (Internet; International Dyslexia Society) of the population. 

These numbers do not include children with another form of extreme learning 

difficulty: Attention Deficit Disorder, with or without Hyperactivity. This diagnostic 

category of disability was formally recognized in 1980. (In this dissertation, I will refer to 

the combination of categories as AD unless there specified otherwise, for the same 

reasons that I subsume AD under the category LD, as discussed earlier.) Specific 

diagnostic signs are impulsivity, distractibility, and hyperactivity. A similar, though more 

limited form of the disorder was established as a category of disability in 1968. 

Current estimates of ADHD range as high as 10% of the population; some sources 

claim that 3-6% of schoolchildren have ADHD, which is only one of the subtypes of AD 
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(Kaplan 2001; Stein 2001, Internet: ABC News ADHD study). Incidence of AD is 

considered to be reflected in rates of the prescription of Ritalin (methylphenidate), the 

primary mode of medical treatment for AD in the U.S. These rates are also rising. For 

example, in 1995, 12.5 million prescriptions were written for Ritalin and other stimulants 

prescribed for AD; by 1999, the number had risen to 18.6 million (Fahmy 2001) and, by 

2000, 20 million (Zemike & Petersen 2001). (5) Currently, Ritalin sales have slowed in 

relation to two other medications with growing popularity: Adderall ( a mixture of 

amphetamines) and Concerta (a time-released version of methylphenidate). 

An increase in the diagnosis of LD has important economic ramifications. 

Economic and social costs of these disabilities are high. For example, it cost 

approximately $9 billion in 1998 to provide special education services to public school 

students with LD (Ratnesar 1998), up from $2.8 billion in 1993 (Hartmann 1996). 

Testing services required for the diagnosis can cost over $2000 per child, and this testing 

must be repeated every three years until the child graduates from high school or drops 

out. Although parents may choose to have the child tested at their own cost, these costs 

are typically covered through public frinding. In addition, learning disabilities are one of 

the two main reasons cited by applicants to the public Welfare system as the cause of 

their inability to obtain employment (Internet: LD Basics). 

Indirect costs and opportunity costs must also be considered when considering the 

economic costs of this category of disability. For example, an Individualized Education 

Program (lEP) must be drawn up for each diagnosed child on an annual basis. This 

requires at least one meeting per year per child. Meetings involve parents, a "regular" 
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education teacher, and a "special" education teacher, as well as other relevant people, 

such as an administrator, a school psychologist, a school social worker, and a vocational 

specialist (required for children 13 and older). These meetings sometimes take hours, and 

often one meeting is not enough, especially if the parent and school disagree about the 

goals and/or implementation of the Program. The physical room needed to provide 

education to these children in "special" education classrooms is also an important 

consideration. This is particularly true in schools that are so crowded that they are turning 

storage spaces and large closets into classrooms (e.g., Ratnesar 1998). Almost 10% of all 

children enrolled in public schools are in special education classes, but almost 50% of 

these are in the classes because of a diagnosed LD, not including AD (Internet; The 

Condition of Education 1997; Internet: LD Basics). 

Cultural Skepticism and Social Costs 

The scientific validity of the LD (and AD) label has been questioned by some 

academicians and policy makers (Finlan 1994). Critics commonly claim that LD are the 

medicalization of a social problem. Some characterize students diagnosed with LD as 

"lazy" and not embracing cultural values such as independence and "working hard." 

Others who question the validity of the category claim that parents of students who are 

not meeting their parents' expectations are seeking a scientific excuse for their children's 

"failure" that appears biologically-based. This would mean that the problems were 

beyond the children's or parents' control (Wingert & Kantrowitz 1997). Still other 

skeptics point out that instituting the category absolves schools and teachers fi'om blame 
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when students fail because it precludes accusations that students' problems are due to 

poor teaching (Erchack & Rosenfeld 1989, Kronick 1988). 

Critics of special education for students with LX) point out that, since funding for 

schools has not increased at the same rate as diagnosis, less money is being spent on 

"regular education" students (i.e., those not labeled as "gifted" or "disabled"). In 1967, 

80% of public-school budgets was spent on "regular" education; by 1996, this had 

dropped to 58.6% (Ratnesar 1998). One popular solution to this problem of funding is 

"inclusion," also known as "mainstreaming;" Students with LD are not taken out of their 

classes for special education. Rather, they are taught in the same class as other students, 

although it is recognized their needs differ from those of their peers. Most instructors 

receive little training in how to meet the needs of students with LD (or other disabilities), 

which are highly varied. In order to maintain order in the classroom and effectively teach 

the maximum number of students, many attempt to switch their teaching style 

Mainstreaming can be frustrating to all students in the class. Many interviewees stated 

that the style of teaching used in many "mixed" classrooms was overly repetitive and 

made them feel like the information has been "dumbed down." Critics also often claim 

that teachers try to slow down their presentation of material in an attempt to help students 

with LD learn better. This practice allegedly lessens the amount and quality of instruction 

that the entire class receives (Ratnesar 1998). Students who are "bored" typically pay less 

attention in their classes and thus end up learning even less. Classroom aides are 

sometimes assigned to help mainstreamed students with LD, but they are not always 

certified in teaching and may be called away for other duties. 
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Hidden costs to society also accrue when people with LD cannot find jobs that 

allow them to work to their fiill potential. Many people with LD are unemployed and 

receive public assistance. The unemployment rates of youth with diagnosed LD are 40% 

higher than those of their non-LD peers (Internet; Paying Now or Paying Later). There 

seem to be two primary reasons why persons with disabilities in general and adults with 

LD in particular are not participating in the work force in greater numbers; 

undereducation and low self-esteem (Wall and Culhane 1991, Bowe 1990). (6) A lack of 

education can, of course, weaken an already-low self-esteem by lessening the 

individual's ability to compete effectively. (7) Thus education is of paramount 

importance in changing the current employment situation of persons with disabilities. 

However, vocational education programs still often prepare persons with LD for jobs in 

low-paying professions, such as service-industry positions (e.g., housekeeping staff, fast-

food clerk), rather than for employment in higher-paying positions (Herzog 1990). 

Of the adults identifying themselves as "LD" in the 1995 NALLD (National 

Association of Learning Lab Directors, now lALL; International Association for 

Language Learning Technology) Center survey, only 8% had completed a postsecondary 

degree, as compared to 24% of the larger population surveyed. While 24% of the group 

of persons with LD had completed 8 years of schooling or less, only 5% of the non-LD 

group had such limited educations (Vogel and Reder 1995). Overall drop-out rates for 

persons with disabilities are nearly double those of non-disabled persons (Davila 1991), 

and the five-year National Transitional Longitudinal Study sponsored by the Federal 



25 

Office of Special Education Programs found in 1987 "...that one in every four students 

with disabilities taking a minimum competency test failed it" (Bowe 1990:4). 

Figures for earnings were similarly lower for workers with disabilities, including 

those labeled LD; 10% of all individuals with disabilities reported having no annual 

income in 1987 (Bowe 1990). The 1995 NALLD Center Survey found that households of 

working adults with LD earned an average of $14,000 annually, while the households of 

non-LD workers earned an average of $23,000 annually. Additionally, 43% of 

households of aduhs with LD were near or below the 1995 Federal poverty line, 

compared to 18% of households without adults with LD. Even when levels of education 

and literacy were statistically controlled for, adults with LD worked fewer hours for 

lower wages. Underemployment of persons with disabilities (including those with LD) 

affects the nation as a whole because unemployed persons are maintained by government 

subsidies. In 1990, subsidies were paid to over 8 million Americans diagnosed with some 

form of disability (Bowe 1992). (8) 

When individuals can find neither an education nor a job (and do not have other 

support), they are forced to look for other ways to survive. Some people who cannot or 

will not get public assistance in the form of Welfare turn to crime to support themselves. 

Eleven percent of adult prison inmates self-report as having LD, although only 3% of the 

general adult population self-report as having LD. Forty percent of incarcerated juveniles 

have LD. Inmates with LD of all ages have lower literacy levels than their counterparts 

outside the "correctional" system, and thus are less likely to be able to find employment 

that pays adequate wages (Internet: NIFL Fact Sheet). (9) 
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International Aspects of LP 

"Learning disabilities" are considered to be primarily a U.S. cultural 

phenomenon, although they are beginning to be diagnosed in other countries with similar 

education systems, notably those that also medicalize social problems. Countries that 

emphasize individuality and locate social problems in individuals are more likely to adopt 

LD as a category of disability. Still, countries which adopt these label exhibit significant 

differences: Canada, which adopted the category "LD" at the same time as the U.S. and 

uses the same diagnostic criteria, has different educational funding structures and a lower 

emphasis on legal aspects of such that professors and service providers have a more 

harmonious working relationship than in the U.S. (Wilcheski, personal communication). 

In New Zealand, where the category is also similarly diagnosed, the schools have added 

10 minutes per hour of physical activity to the curriculum and have seen a drop in the 

identification of attention deficits (Flood 2000). (10) 

Some cultures have resisted the category. For example, Japzm's educational and 

medical institutions denied for years that Japanese children could have dyslexia or other 

forms of LD and researchers in other countries supported this position. Two primary 

reasons were given; Some claimed that the Japanese language is differently structured 

and processed from other languages (Sheridan 1993). Others claimed that the educational 

methods used in Japan made the disability rare or non-existent; these individuals claimed 

that LD in the U.S. are sociogenic in nature and that educational processes in Japan 

preclude LD. Students in Japan begin reading as pre-schoolers (before age 5). Students 

from Japan have consistently told me that iim school, when first learning to read and 



write, Japanese children use more sensory learning modalities than students in U.S.-style 

educational systems. 

More recent research indicates that both claims may be right concerning why rates 

of diagnosis are lower in Japan. Studies of children who are bilingual in Japanese and 

English and who have been diagnosed with LO in both languages have more severe 

problems in English (Shiota, Koeda, & Takeshita 2000). This is probably because 

English is a "polyglot" language, incorporating words from a variety of earlier language 

stocks, including Latin, Greek, and Anglo-Saxon. This makes English a less predictable 

language (especially in terms of spelling), hence harder to learn. 

LP as a U.S. Cultural Phenomenon 

Certain characteristics and values of U.S. culture have supported the rapid 

institutionalization of LD as an education-related category of disability. U.S. culture 

emphasizes individualism to the point of atomization; Individuals are separate from each 

other, and are culturally expected to solve their own problems and create their own 

successes without requesting or needing support from the larger society. In another 

reflection of individualism, problems are assumed to be located in individuals rather than 

in social groups or institutions. Thus problems with learning are not assumed to be due to 

practices in schools, but to the efforts and abilities of students and to the abilities and 

methods of individual teachers. Problems of individuals in completing major life tasks 

(such as obtaining an education) are located not only within individuals, but are 

medicalized in their physical bodies' anatomy and/or physiology, bringing these learning 

problems under the purview of medical specialists. 
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U.S. culture also applies tremendous pressure on individuals to succeed, primarily 

via tacit expectations. Parents expect their children to succeed in school and, later, in the 

job market. Children, particularly white upper- and middle-class boys, are expected to 

earn high grades. Parents are "disappointed in" an "average" performance (i.e., grades of 

C's). It indicates that the child might not succeed in gaining entrance to and graduating 

from the "right" college or university. Since a college education is increasingly being 

seen as a prerequisite for success in later life, being "average" is seen as endangering the 

child's future. Parents demand to know why their child is not doing as well as they hope 

and expect, and are ready to accept a medical reason that exonerates themselves and their 

children for this perceived failing. 

A diagnosis of LD provides children with a "sick role" that justifies and sanctions 

adjustments to task requirements and social role expectations. Once the child (or aduh) is 

given the label, the definition of "success" can change for the student and the student's 

parents: A "C" or "D" can become a desired goal although the school and larger society 

may not share this definition of success. The definition of what is "normal" that is held 

by the family can also change; e.g., "normal" may be redefined as "unreasonable" or 

"wrong for the student." Such a definition encourages the search for alternative methods 

of learning. Such redefinitions are most likely to occur during the reframing experience 

that often follows diagnosis and is discussed in Chapter 7. 

Making LD a medical category of disability also places an impetus on the medical 

profession to locate a specific cause for the disabilities in the physical body and its 

processes and to find a "cure." At this point, medical researchers are trying to find 
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specific, localized causes that can be targeted by a drug or a form of gene therapy. I 

review this research in Chapter 5. 

Another important cultural value is "equality." This is most often interpreted as 

formal equality: all people are to be treated exactly in the same way. This presumes a 

fundamental equivalence of individual characteristics and social positions, and 

emphasizes a value on "being normal." Individuals are expected to conform to social 

expectations, to not be "different" in any striking way. People with a record of school 

failure, extreme difficulties in school despite evident intelligence, and / or diagnosed 

disabilities are expected to "normalize." This can involve hiding their problems or taking 

medications such as Ritalin or Prozac to make themselves seem "more like everyone 

else." 

Hiding one's difficulties (sometimes referred to as trying to "pass for normal") 

can increase or reduce one's social risks, depending on how the action is perceived by the 

person. For example, "passing" means there is the new risk that one will be "discovered" 

to "be LD" when one is unprepared to face the consequences of such a discovery. 

Conversely, to disclose one's status as "disabled" means running the risk of social 

misunderstanding or rejection. People with LD face more risks than their non-LD peers, 

because situations that are routine for peers are not for them. For example, following 

directions may not be a risky task for most people, while people with LD risk getting lost, 

being late, and other consequences. Some people with LD become active risk-takers who 

seek new experiences and situations; others prefer to lower their risk as much as possible. 
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A related concept is that of resilience; the ability to "recover" from a setback or failure 

generally or in specific ways. 

The cultural definition of "normal" performance or behavior has narrowed in the 

U.S.; Kronick (1988) claims that they are increasingly elitist performance must be better 

now than in the past for it to be considered "normal." As a result, more kinds of student 

performance are interpreted as being outside the norm (i.e., outside the acceptable range 

of quality and/or quantity), and hence are marked with labels that indicate "disability," 

"dysfiinction," or "disorder." 

Critics of medicalization and people who are skeptical as to whether "LD" is a 

legitimate category of disability claim that the disability is purely sociogenic in origin, a 

point I take up in Chapter 5. As evidence for their claim, they point out that the disability 

does not exist as a diagnostic category in most countries, and also point to the political 

economy of the epidemiology of LD in the U.S. 

The Political Economy of Dia^osis in the U.S.: A Reflection of Cultural Values 

Diagnostic rates of LD vary widely by geographic location, social race 

classification, economic class, and sex of the child being diagnosed. For example, Lipsky 

and Gartner (1989) report that in 1986 there was wide variance in the percentage of 

students who used special education services: The numbers of students using services 

ranged between 30-67% at the state level, and between 0-70% between major cities. The 

case of Virginia Beach (in the state of Virginia) has also been cited as an example of 

variation in rates of diagnosis. The Center for Pediatric Research found that two school 

districts had disproportionate rates of medication prescribing for AD, as compared to the 
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rest. While in most districts less than 3% of students were prescribed medications for AD, 

in the Portsmouth school district (small, urban, low socioeconomic status, mostly Black 

and the Virginia Beach school district (larger, affluent, mostly white) 8-10% of children 

in grades 2-5 routinely took such medications. The study also found that three times as 

many boys and twice as many whites were prescribed these medications (Internet; ABC 

News ADHD study). (11) 

Overall, prosperous states have higher rates of diagnosis (Lester & Kelman 1997). 

Wealthier parents have more access to resources that are sometimes needed to obtain a 

diagnosis and are more likely to be sufficiently educated to use legal options when their 

children have learning difRcuhies. The variance in rates of diagnosis persists; Shapiro 

(1993) points out that in 1991 Idaho had less than 3% of its school-aged children in 

special education, while Connecticut had 17% of its children in such programs. Urban, 

low socioeconomic status areas, predominantly populated by people of color also have 

high rates of diagnosis, especially for males. For example, in Massachusetts in 1991, 27% 

of students of color received special education services, while only 16% of whites did. 

There are exceptions to this general pattern. Black males from low socioeconomic 

households in urban areas have historically been treated in a discriminatory manner by 

educational diagnosticians and by gatekeepers to the diagnostic process. In the past, 

unusually high rates of diagnosis of "mental retardation" led to a review of testing and 

referral procedures; practices were recognized as discriminatory on the basis of social 

race, and school districts were ordered to change their procedures. Today, Black males 

from poor urban areas are disproportionately identified as "having" ADHD. In large part. 
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this seems to be due to differing cultural mores in the schools; White, middle-class and 

lower-middle-class teachers in these areas expect their students to be quiet, obedient, and 

"well-behaved" (e.g., likely to sit quietly in their seats and perform assigned work); this 

does not accord with the cultural norms of their students. Rather, young Black males are 

expected to be highly active and emotive; speaking loudly is considered to be within the 

bounds of politeness. Teachers are likely to consider these students to be behavior and 

classroom management problems and refer them to be tested for AD by white, upper- to 

upper-middle class white diagnosticians, who share the cultural norms of the teachers. 

Tests for AD are normed for white suburban students, so tests are biased to diagnose 

more Black urban youth (chiefly males) with this disability. These students are also more 

likely to be diagnosed with generalized LD, especially "slow processing speed" and 

"asequencing disorders" than their middle-class, suburban white peers. (12) 

Personalized Framings of LD: An Overview 

The diagnosis and experience of chronic disabilities require individuals to 

evaluate their cognitive and material resources as they search for the various meanings 

and practical relevancies of their disabilities. In order to make sense of their label and the 

difficulties they experience, they form explanatory models of the disability. These are 

based in part on the biological and sociogenic models in the larger society and on 

personalized models of disability. They reflect religious beliefs, levels of self-efficacy 

(the belief that one can be capable and effective in the world), and other personal beliefs 

and are further described in Chapter 7. They form the basis for cognitive and behavioral 

coping strategies and tactics. 
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Individuals diagnosed as young children grow up with their disability and 

incorporate it into their personal identities to varying degrees. Students diagnosed when 

they are older redefine their view of themselves to incorporate the new information about 

their lifelong difficulties in learning. The diagnostic event facilitates a reformulation of 

the sense of internal identity (Bury 1982, Stromberg 1985) and provides a "moral relief 

that facilitates the person's creation of a more coherent internal self 

People with LD interact with the world differently than do their non-LD peers, 

especially in a society that assumes that all its citizens are fully literate, as in the U.S. 

They must solve problems that do not exist for other people, and have less access to 

resources that most other people take for granted. Library databases, written materials, 

street signs, checkbooks, and other systems that many people in U.S. society use casually 

are challenges at best, impossible to use at worst. Thus individuals diagnosed with LD are 

forced to acquire stronger problem-solving skills than their non-LD peers in order to 

succeed in school and in life. Moreover, due to the "hidden" nature of LD, people who do 

not have LD (or experience with people diagnosed with LD) may not believe the 

difficulties of people with LD are "real." Individuals with LD thus have to explain 

themselves repeatedly and respond to other people's surprise, misinterpretation, and 

disbelief when the difficulties associated with their LD become evident. Even people who 

know an individual has been diagnosed with LD typically forget or do not understand the 

full ramifications of the difficulties the diagnosed individual routinely experiences. 

People with LD, of course, do acquire many skills throughout their lives. 

However, sometimes this knowledge is "untappable:" They cannot display their skills 
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because they have no social outlet for doing so, or they understand the methods for 

accomplishing a task but are unable to actually perform them. Students in such situations 

express being highly fmstrated by them. However, such knowledge can come in handy, 

particularly if the student is trying to "pass for normal." (13) 

Legally-Sanctioned Accommodations 

"LD" is a social label that colors how a diagnosed person is perceived and 

potentially influences the treatment a student receives, thereby indirectly affecting 

academic success. The situational nature of the disability facilitates some freedom of 

choice. Since the disability does not impact performance of most daily tasks, it is possible 

for students to hide their LD in some situations; i.e., to "pass for normal" (Rueda & 

Mehan 1986), or to apply the label to themselves strategically. Thus professors and other 

people may not perceive a student's learning problems as different from those of other 

students doing poorly in a class. 

Students diagnosed with LD are entitled to Federally-mandated "reasonable 

accommodations" at all educational levels These are designed to eliminate barriers to 

learning and production that are due to the disability rather than to the student's abilities. 

(14) People can be skeptical of accommodations and wonder whether they are culturally-

sanctioned forms of "getting an out" by "cheating" or being given "special rights," both 

of which are sometimes viewed as giving unfair advantage to students. 

Metaphors are commonly used to argue against these beliefs. Accommodations 

are compared to the use of insulin for diabetes, or wheelchairs for paraplegics; they are 

said to provide a "level playing field" or "equal starting point." Because LD are not 
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motor disabilities and because accommodations are not designed to save lives, these 

analogies can be dismissed by people who are highly skeptical of LD or who are strongly 

against the provision of "special rights" for members of minority groups. 

The current political climate in Congress is anti-"special rights;" for example, 

former Speaker of the House Newt Gingrich has publicly stated that students with LD 

should not receive legal protection for acconmiodations (Foley 1995). This reflects a 

more general skepticism within the general lay population of the validity of LD as a 

disabling condition. Many people believe that children from higher socioeconomic 

brackets are far more likely to be diagnosed as having LD than are children from lower 

brackets who exhibit the same learning problems, and are more likely to receive these 

"special rights." This is widely perceived as unfair and fuels resentment toward all 

students with LD. 

Accommodations are supposed to be individualized, so they only eliminate the 

barriers caused by the student's specific constellation of difficulties and do not give any 

unfair advantage. In reality, however, most colleges and universities have created 

bureaucracies that homogenize the procedures for requesting accommodations and the 

accommodations themselves. For example, in many schools, students with LD routinely 

are given extra time to take tests, even if their pattern of difficulty does not indicate that 

they need this time in all subjects, or on all types of tests. Similarly, students may not 

initially be given access to accommodations for classes with more unusual task 

requirements, even if the student needs them and is, according to diagnostic test scores, 

entitled to them. For example, students in video classes may have difficulty with editing 
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or sound-synch processes if they have difficulty in reading and remembering symbolic 

codes. If gatekeepers who are providing access to accommodations do not understand the 

tasks in a class, they may not think to grant accommodations for the class. Decision

making is based on a combination of case law (which sets parameters) and diagnostic 

testing results (which are supposed to provide data for individualizing accommodations 

for students' specific classes). A professional on campus is designated as the person to 

make such decisions (usually a Director of Disability-Related Services). 

Professor-Student Communications and Negotiations 

Not all accommodations are accessed through disability-service programs. Some 

accommodations and allowances are negotiated between professors and students directly. 

Legally in postsecondary education, students are the parties who are required to initiate 

this process with professors. Students who want to negotiate are expected to disclose and 

explain their LD to the professor, specify their needs, and then negotiate how best to meet 

them. Students' abilities to explain their diagnoses and negotiate for services is 

considered by many researchers, service providers, and policy-makers to be critical to 

their success at the college level (Yost, et al. 1994). Students must understand their 

diagnoses and be able to describe and justify requested services in order for 

administrators and professors to determine whether the request is reasonable and, if so, 

how best to meet it. If the students cannot do so, they may discredit themselves (and, by 

extension, other students with LD; Wright 1988). 

If the accommodation is refused, conflict can escalate and the student might 

decide to bring legal suit against the school, the specific professor, or both. It is not 
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uncommon for students to do so; both individual and class-action lawsuits are considered 

to be a form of activism for disability-related rights by many people with disabilities. 

Members of the larger society (including professors) may perceive such suits to be 

frivolous or actions taken by people who cannot "lose gracefully." These strategies can 

make professors (and other members of schools and society at large) angry and can 

reinforce their belief that students with disabilities are making unreasonable demands 

rather than trying to establish their rights to a fair education under the law. 

Most students with LD have a poor or incomplete understanding of their 

diagnosed disability, for reasons 1 discuss in Chapters 6 and 7. Many also have 

comparatively weak language and narrative production skills. Pragmatic difficulties in 

communicating can powerfully affect students' negotiations for disability-based 

academic accommodations. For example, although undergraduates with LD understand 

norms for narratives, they often produce texts that are perceived by themselves and others 

to have poor coherence. This is thought to index low intelligence and/or a low ability to 

think and communicate "at the college level." Professors and other students therefore 

sometimes marginalize these students. The perceived quality of these students' 

performances is sometimes interpreted by professors and administrators as indicating a 

moral "wrongness," and that the student (or, in some cases, students with LD more 

generally) does not "belong in college." 

The creation of coherence is an interactive process and a social obligation for both 

the speaker and addressee (Linde 1993). In most conversations, it is assumed that the 

parties work equally to meet this obligation. Negotiation for accommodations is an 
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unusual situation, in which the co-conversants do not have equivalent linguistic abilities 

and may not be equally willing to work toward creating coherence. Many professors do 

work with students to achieve coherence and understanding. However, some are resistant 

to students' explanations and requests for a variety of reasons explore in Chapter 8. 

Conversely, some students expect professore to be highly informed about the nature of 

LD and become frustrated when they learn that this is not usually the case. 

Another reason for students' difficulties in negotiation is professor (and 

administrator) biases. Many professors have stated that they expect students to be 

confrontational and litigious. Such perceptions are not necessarily unjustified. Students 

may in fact behave in these ways because of reinforcement for such behavior in the past, 

the cultural "appropriateness" of litigation in the U.S. (Bronner 1998), and/or poor social 

conununication skills. However, these expectations make it harder for a non-litigious 

student to successfully negotiate. For a professor to understand a student's intentions and 

accurately determine the legitimacy of a request, he or she must be able to empathize and 

to imagine the situation from the student's point of view (Wright 1988). Otherwise, the 

professor is likely to perceive the student as a generalized other and act on the basis of 

stereotj^es (Mead 1962 [1934]). Because students have great difficulty communicating 

their perspective to professors, professors' preconceived ideas are not eliminated through 

these conversations. Issues of power and surveillance also influence negotiations. 

Professors are primarily in a dominant position within the negotiation process, as the 

professor often makes the final decision (Malouff 1996). 
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One reason negotiations are so difficult for students is that they are inexperienced 

in performing the necessary conversational tasks, since they are typically not required to 

perform such tasks before they graduate from high school. During that time (and, 

sometimes, until the students actually enters college), parents and school professionals 

typically perform all necessary communications and negotiations. The transition between 

high school and college is therefore confusing and difficult for many students and their 

parents. In their eyes, supports are suddenly cut, and parents (especially mothers), who 

are traditionally the primary advocate for their children, suddenly lose their voices in the 

education process. They do not have information about the teachers, and their teachers do 

not know them. 

Professors are generally untrained in pedagogy (and are even more uneducated in 

pedagogy for students with LD), and have usually not learned to communicate about LD. 

Professors confuse the concepts of "learning styles" and "learning disabilities." They 

therefore may believe they are being helpfiil by teaching to muhiple learning styles 

simuhaneously when they are actually not being very helpful to students with LD. 

Professors and service providers who see themselves as "helpers" can become resentful if 

students tell them they are not helping. In such cases, they may not be able to hear 

students' suggestions. 

Professors usually do not have intensive communications with people who 

specialize in providing LD-related services. Even when they have regular 

communications, few specialists understand how to provide professors the specific kinds 

of help they need. Service providers are more likely to be trained in how to communicate 
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with pre-college instructors. Specialists are frequently socialized to emphasize legality as 

the reason that accommodations must be provided as opposed to "being a good teacher'' 

or for more deontological and humanistic reasons. The emphasis on law, which is 

uniquely a U.S. phenomenon, sets up an adversarial stance between professors and LD 

specialists, which is more Ukely to hurt than help the student in question. 

Despite the economic and social importance of LD, the prevalence of the 

diagnosis, and the level of personal difficulty experienced by persons with LD, very little 

research has looked at how LD affect people after middle school. The time after a person 

completes middle school is described by adults with LD as being "where the problems 

really begin," a time when the problems associated with LD become more complex. In 

addition, most research has focused on finding a specific, localizable biological cause for 

the disability, pedagogical techniques for helping students learn foundational school-

related skills (e.g., math, reading, writing), levels of skills and how to best determine 

these, classroom management techniques that can be used with students with LD, and 

legal ramifications of LD. There have been no ethnographies and very little research on 

the experiences of postsecondary students with LD (or adults with LD more generally). 

(15) Most of the research that does exist focuses on the "positive deviants:" people who 

succeed in school- or work-related tasks despite extreme difficulty. These studies focus 

on reasons for the apparently anomalous successes, and do not consider the possibility 

that these individuals may have psychological or social problems despite their success. 

(16) Students who graduate from college but do not excel and students who fail are rarely 

included as research subjects. This work is designed to begin filling these gaps in the 



literature. I begin by providing historical overviews to contextualize the results of this 

research project in U.S. culture and value systems, including detailed discussion of key 

U.S. religious, political, and social values, highlighting processes of militarization and 

medicalization to shed light on the current cultural constructions of LD. 
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Endnotes to Chapter 1 

(1) "Dropping out" refers to students' legally leaving the education system before 
receiving a high school degree; 35% of all students diagnosed with LD "drop out" 
(Internet: LD Basics). Students are allowed to "drop out" following their sixteenth 
birthday, and have the option of earning an equivalent diploma through the GED 
certification program. 

(2) People or departments that are in a position to grant or deny access to some aspect of 
an institution are termed "gatekeepers:" They open and close the metaphoric gate. I use 
the term to refer to people who determine whether a specific student will be 
recommended for LJD assessment, or directly grant such access themselves. Schools are 
the only institution in U.S. society that both recommend and pay for such testing. Others 
in the culture may recommend a person be tested for LD, and may help them find an 
assessor, but typically do not test and pay for the testing. "Gatekeeping" procedures 
refers to the practices of gatekeepers. 

(3) The relevant laws are PL94-142 (passed in 1975), PL93-112 (passed in 1973), and the 
1990 Americans with Disabilities Act) 

(4) "Special education" refers to supplemental educational services provided to students 
with disabilities and to some other students in need of remedial-level assistance. It is 
typically located in a separate part of the building (or in its own building), which is 
sometimes referred to as a "resource room" or "remedial room." I discuss the term 
"special" in Chapter 7. 

(5) Although many children are diagnosed with both LD and AD, the exact number of 
children with both diagnoses is unknown. In 1994, the U.S. Department of Education 
estimated that 10-33% of students with AD also have AD (1994). 

(6) The Equal Employment Opportunity Commission and various specific anti
discrimination laws are effective enou^ (in part due to compliance checks) that Wall and 
Culhane (1991) and Bowe (1990) do not consider discrimination to be a primary reason 
for underemployment of adults with disabilities. Discrimination may, however, have an 
effect on their wage or salary levels compared to other employees in the same job 
positions. 

(7) "Self-esteem" is respect and liking for oneself; "self-efficacy" is considered a factor 
of self-esteem, and refers to the belief that one is and can be effective in the world, either 
generally or at specific tasks (Bandura 1989, 1982). 

(8) Separate statistics for adults diagnosed only with LD are unavailable. 
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(9) Because of the relative newness of the diagnostic category, most adults in the U.S. 
have never been tested for LD, lowering the number. 

(10) In England, the term 'Meaming disability" is used to reference the disability; that is 
called "mental retardation" in the U.S. 

(11) It has long been believed that AD in girls is overlooked because they are not usually 
behavioral problems in classes, due in large part to the emphasis on obedience and rule-
following in their socialization. Recently, an attempt has been made to "stop 
overlooking" AD in girls; there has been a resultant rise in the rates of "undifferentiated 
ADD," or "ADD without Hyperactivity," a form characterized by "internal 
distractibility" and "daydreaming" more in keeping with the behaviors of girls in schools. 

(12) They are not, however, more likely to be diagnosed with dyslexia; as I review in 
Chapter 5, the evidence for a biological basis for dyslexia is stronger than the evidence 
for generalized LD. 

(13) For example, one interviewee described working with another student on a joint 
research project. The interviewee understood how to perform the research, but could not 
spell well enough to input the necessary information. She therefore suggested to her 
partner that the partner type in the information "because you're faster" and directed the 
search herself 

(14) I discuss these in Chapters 8 and 9; examples include the use of calculators during 
math tests, extended time for academic test-taking, and textbooks on audiotape. 

(15) Gerber and ReifF(l991) produced an excellent study using in-depth, life-history 
interviews that they call "ethnographic interviews." They do not, however, perform an 
ethnography. 

(16) Indeed, these individuals are sometimes portrayed in the literature as "supercrips," a 
cultural motif discussed in Chapter 2. 
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Chapter 2 
Setting the Stage: 

An Overview of the History of Disability and Relevant American Values 

Brian: ... You don 7 need to follow me. You don 7 need to follow cmybody. You've got to 
think for yourselves. You 're all individuals! 
Brian: You're alld^erentl 
Followers: Yes, we are all different! 
Dennis [as lone voice, slightly high-pitched]: I'm not. 

— Monty Python's Life of Brian 

In this chapter I provide a historical context for understanding how persons with 

disability are viewed and treated within the U.S. today. This discussion provides 

necessary background material for the next chapter, which focuses specifically on 

historical aspects of the hidden disabilities "dyslexia," "LD," and "AD" in the United 

States. (1)1 describe key cultural values and ideologies of the U.S. and how these inform 

perceptions of the rights of persons with disabilities, their reception in the job market, and 

public representations of disability in the media. I discuss the importance of U.S. military 

actions for medical research on disability will also be highlighted. Throughout this 

chapter, I address social labeling theory, the political economy of disability, processes of 

medicalization, and actions expressing personal agency, such as political activism. 

Attitudes that people in U.S. "mainstream culture" hold towards persons with 

disabilities (including LD) are primarily rooted in (a) the values of the Protestant 

Reformation, especially beliefs in science, rationality, and the scientific method; (b) the 

Protestant Ethic of the original British settlers, notably its emphases on work and 

discipline (including the discipline needed to sit still for hours of instruction in school). 
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and its fundamental beliefs in progress and individualism; and (c) a value on workplace 

production and interchangeability of workers. 

Of these, the Protestant Ethic's emphasis on individualism is perhaps the most 

foundational. Bellah et al. conceptualize the strength of this belief in modem society as a 

form of ontological individualism; "...the idea that the individual is the only firm 

reality..." (1985: 276). This is generally referred to as the "cult of individualism." Over 

time, this belief in individualism been so romanticized that individuals are considered the 

primary sources of their own successes and failures, and the various sociocultural aspects 

of the difficulties they experience are often glossed over. In the case of LD, difficulties in 

learning and other important tasks are culturally located in individuals, who are held 

responsible for their achievements and failures. This emphasis on individualism goes 

hand-in-hand with the medicalization of disability; If medicine can locate a problem in 

the individual's physical being, society can collectively mitigate its responsibility toward 

the individual. In fact, the person then becomes culturally responsible for complying with 

medical prescriptions and other requirements (e.g., taking Ritalin to "control" AD). 

The history of views of disability in the U.S. can also be read as part of the overall 

history of civil rights. Funk describes the history of disability as the "increasing 

humanization of disabled people" (1987; 8), a transition fi^om seeing people with 

disabilities as impure or inferior beings with the potential to contaminate society to 

seeing them as full-fiedged citizens who have all the rights and responsibilities accorded 

to non-disabled persons. The history of activism in the Civil Rights movement is 

addressed in this chapter as well. 



46 

1600s. 1700s 

When the first western European settlers arrived in North America in the late 

1600s, people with disabilities were not socially supported. These settlers were primarily 

concerned with creating a religiously-based rural society. Cultural valuation of stamina 

and the ability to perform physical work, coupled with religious condemnation of 

disability as reflecting sin (in the Christian Old Testament) or as reflecting a curse or 

possession by external evil (in the Christian New Testament; Shapiro 1993) led to the 

devaluation of most persons with disabilities. The early colonists prevented persons with 

disabilities from emigrating into the colonies, and deported those who could not support 

themselves unless a sufficiently wealthy patron agreed to care for them (Shapiro 1993, 

Bowe 1978). By the end of the Revolutionary War (1781), however, this attitude had 

begun to change. 

Wealthy white males of the colonial era (beginning 1607) and Revolutionary War 

era (1775-1781) who had physical disabilities were generally not sequestered away from 

society. Instead, they were supported and educated in much the same way as their non-

disabled peers. Some had roles in the creation and governance of the new nation-state. 

Gouvemeur Morris, who helped draft the Constitution and served in the US Senate, had a 

wooden leg to replace one he lost in an accident; and Stephen Hopkins, a signer of the 

Constitution, had cerebral palsy. Few records exist of people with disabilities of other 

social classes, but it is known that most were seen as dependent. They were considered to 
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be the responsibility of their individual extended families or contracted caregivers rather 

than of the state. 

If the person was impoverished, local communities assumed responsibility when 

necessary. In most cases, poorly-fimded almshouses ("poorhouses") or mental-health 

institutions ("asylums") were established to give aid and services to persons with 

disabilities and people (Safiford & Saflford 1996, Shapiro 1993, Funk 1987). If the 

community felt it could not afford to support someone, it might simply send the person to 

another community, into a poorhouse or asylum there (Saflford & Safford 1996). Thus 

people with disabilities who were supported by public institutions were not initially 

segregated from non-disabled persons requiring community support. As the country grew 

in wealth (and needed more workers), people who were not disabled were moved out of 

almshouses and sent to workhouses, beginning the segregation of persons with 

disabilities from others in society (Bowe 1978). 

Individuals who became disabled while serving in the Revolutionary Army were 

socially, culturally, and economically supported. They were also less likely to be 

segregated from the rest of society. The Continental Congress (first established in 1774) 

paid up to 50% of the states' pensions to soldiers and sailors who became disabled in the 

war. This indicated its belief that the Federal government held financial responsibility for 

these individuals (Shapiro 1993). Public support was provided because people believed 

these men morally "deserved" financial support; aid was constructed as being the 

repayment of a debt that society owed to the soldiers. However, people with disabilities 
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that were not war-related were not yet socially supported, and continued to be housed 

apart from society. 

Education during the colonial era was primarily seen as a responsibility of 

families rather than of the state, and children were not considered to have a right to 

education. Exceptions, such as the 1647 Massachusetts colony statute (Safiford & Safford 

1996), were primarily designed to ensure citizens' ability to read the Bible. Since people 

with disabilities were not generally considered fiilly Christian - because they were not 

seen as fiilly human - it was not considered absolutely necessary for them to leam this 

sicill. Thus males with disabilities who were not bom into the upper class were typically 

not educated (Hallahan, Kauffman, and Lloyd 1985). Most females received no 

education. It is important to note, however, that other children who were not bora into the 

upper class received only a limited education. Thus the differences in education provision 

to people with and without disabilities were not great in non-wealthy classes. 

1800s 

The nineteenth century saw many changes in American society and culture, 

including its shift from being an agrarian society to an industrializing urban nation. This 

change forced the country to reconsider how it would train its workers for the job market. 

Immigration increased, and the birth rate rose. The nation became increasingly diverse, 

and "...the social world changed from being a community... into an industrial-corporate 

society organized around competing professional careers;" i.e., workers began to 

specialize (Bellah, et al. 198S; 298), Competition and hierarchy increased due to the 

expansion of specific work roles. Colleges and universities gradually changed their 



49 

emphasis from producing learned graduates with a general education to producing 

graduates prepared to enter diverse but specific career paths, primarily related to science. 

The power of the church diminished; that of science and medicine rose. The 

development of the Linnaean classification system (orig. 1735, pub. 1753) over time 

encouraged medical practitioners to try to classify and precisely define diseases and 

disabilities, in the hope that etiological conditions could subsequently be identified 

(Winzer 1993). This attempt fostered the process of medicalization in that diagnosis of 

and explanations for disease came under the purview of medical practitioners. 

Societal secularization meant that education was not limited to preparation for 

reading the Bible and that disabilities were no longer believed to be a curse from God or 

a sign of inherent evil. This increased the humanization of persons with disabilities. 

However, they were still not considered full members of society, particularly people with 

disabilities that were cognitive or psychological in nature. Whereas in an agrarian society 

people of varying ability levels could contribute to the household, this was no longer 

believed to be true in the industrializing U.S. society. As a result, persons with disabilities 

were increasingly seen as a burden on society and on their families (Winzer 1993) and 

were largely excluded from holding employment. 

The "unfit" - including persons with disabilities, criminals, people without jobs or 

money, and chronically ill people who were unable to work - who lived in public 

institutions were often housed under unsanitary conditions. In the mid-1840s, Dorothea 

Dix led a reformation movement intended to segr^ate members of these various groups 

and treat them more "humanely." In 1854, Dix convinced Congress to establish separated 
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institutions for criminals, and for the physically disabled (notably, the deaf, "dumb," 

blind, and mentally ill). However, the House bill designed to provide funding for these 

two types of facilities was vetoed by President Franklin Pierce, who did not feel that such 

care was a duty of the Federal govenmient (i.e., that the state had no such obligation to its 

citizenry). No such bills were introduced again for approximately 50 years. 

Dix had been supported by physicians in her humanitarian efforts. By the early 

IQ"" century, the language of health and illness, rather than of supematuralism or 

morality, was used in discourses concerning disability (Saflford & Safford 1996). This 

probably reflected the increased emphasis on science and medicine (rather than religion) 

in the larger society. For example, teaching a deaf person how to use spoken forms of 

language was called "curing" the person, even though the person's hearing was not 

directly addressed. The metaphoric use of medical terminology in discussions concerning 

education reflected an increase in the medicalization of schooling (Safford & Safford 

1996:61). 

New battlefield technology introduced during the Civil War (1861-1865; chiefly 

the rifled barrel and .58 caliber Minnie ball) dramatically increased the number of 

persons with disabilities in the US (Internet: Medicine in the Civil War, Internet: Caring 

for the Men, Internet: Medical Care, Battle Wounds, and Disease). During the early 

stages of the war, religious charities set up rehabilitation centers for people maimed by 

the war (Shapiro 1993). Due to the nature of most injuries, the field of orthopedics 

advanced tremendously. However, as demand for services skyrocketed and the wealth of 

the South declined, the quality of services declined markedly. Abuse of clients increased. 
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and the clinics increasingly segregated their residents from society, compartmentalizing 

them out of sight and mind (Stein 1988, Shapiro 1994). As public memory waned, public 

support for institutions providing care decreased as well. 

Although the Civil War led to improvements in the treatment of orthopedic 

disability, it disrupted the emergent system of education. Before the war, about half the 

children in the North received between 50-60 days of education per year; children in the 

South got only 10-12. After the war, the number of schools and enrollees shrank. Less 

than 5% of U.S. children ages 5-17 received any schooling at all. Not until the latter part 

of the century did education emerge as a force in the U.S. This emergence was fueled 

principally by Spencer and Hall's support of whole-child education, individualism, and 

"genetic psychology;" and by the fervent efforts of Horace Mann (SafFord & Safford 

1996, Winzer 1993). The new system of education was heavily criticized by critics as 

class-biased, racist, and overly bureaucratic, sorting students into categories in order to 

keep systems of privilege in place (SafFord & SafFord 1996). 

Concern over the poor health of men who had attempted to enlist in the Northern 

Army created an overall societal concern for health, and a fitness movement founded in 

religious values began in the late 1800s. The religious justification for this movement was 

pioneered by Catharine Beecher. It broke from the Puritan settlers' view that fitness 

activities were a waste of time because they distracted people from work. Stowe 

recommended that students be "...taught the laws of health...as the laws ofGod...[and] 

know they commit a sin when they violate these laws" (History Channel 1998 [1996]). 

Stowe's work helped establish a social movement that"...put God in the gym, a 
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movement called 'Muscular Christianity'..." and emphasized the value of exercise as 

building moral character (History Charmel 1998 [1996]). This was the first of a sequence 

of health and fitness movements in the U.S. that increased negative stigmatization of 

persons who did not meet cultural standards of "fitness," such as persons with disability. 

The Protestant Ethic of the victorious North emphasized the importance of work 

as indicating personal value and moral worthiness and of a "work ethic" that supported 

industrialization. Since persons with disabilities were often unable to participate in 

industrial labor, this Ethic facilitated the devaluation of persons with disabilities. Since 

they were perceived as unable to work, they were considered incapable of attaining full 

moral standing within the community. Physical disability was equated with moral 

disability, as disease in general was believed to reveal the character of the afflicted 

person (Winzer 1993, Stein 1988, Sontag 1979). It was tacitly believed that the fit and 

unfit should be segregated to avoid contamination of the moral and healthy: "Substitute 

perdition for disease [and disability] and salvation for health...and one lays bare the old 

morality play, here replayed in the idiom of medicine" (Stein 1988:169). The Protestant 

value on doing good works in the name of the church and on providing charity to the 

unfortunate encouraged people to support people with disabilities. Although the culture 

was becoming more secularized, this value continued to be central to U.S. ideology. 

In the mid-nineteenth century, Darwin and Spencer presented a theory of 

biological evolution that reflected the industrial era's emphasis on progress. This theory 

came to dominate the American worldview during the Victorian Era (1819-1901) and the 

Industrial Age (c. 1877-1913). The focus on progress was carried into the field of 
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medicine. People hoped that, over time, medicine would be able to eradicate disease, 

sufTering, and disability as part of the United States' progress toward a perfect society. 

The worldview of the time also emphasized materialism. Causes of events and states of 

being were presumed to be located in the physical, non-supernatural world. Humans were 

considered to be somewhat outside nature, affected but not controlled by it, and able to 

control it themselves. Persons with disabilities came to represent the potential failures of 

medicine, serving as visible reminders that science was not all-powerful and had not yet 

defeated nature and "her" sicknesses. Continued segregation of these persons lessened the 

impact of such reminders on the cultural worldview. 

Requirements for workers in industrial capitalism more firmly established the 

definition of disability as the inability to work. Those deemed "unfit" to produce goods 

for the growing market economy were excluded fi'om the larger work force (although 

they might be required to sew or perform other culturally-devalued work in almshouses 

and other residential settings). They were also considered to be more generally "unfit," 

and were impoverished, made dependent on charity, and largely sequestered from public 

settings. Even today, U.S. workers' compensation laws dissect the body legally and rate 

its parts in a comparative valuation. A "whole" body earns a ranking of 10. Any loss of 

function decreases the body's value in systems of production and compensation. Ableism 

is thus not simply a cultural prejudice, but the result of political and economic structures 

and priorities of industrial capitalism (Russell 2000). 

The emergent twin theories of eugenics (c. 1860, formalized in 1883) and Social 

Darwinism (mid-1800s) led to public discussion within US society as to whether children 
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with disabilities were "preventable" and should be aborted, put to death at birth, or have 

their conception precluded in order to further the goal of a perfect society. A series of 

laws were passed restricting immigration of persons with disabilities into the U.S., and 

forbidding them to marry or have children. People with disabilities were institutionalized 

and/or forced to undergo sterilization, depending on the state. (Safford & SafFord 1996; 

Internet; A Chronology of the Disability Rights Movement). The right of states to enforce 

these requirements was upheld by the Supreme Court in \9TI{Buck v. Bell 247 U.S. 200). 

The right of states to institutionalize people with disabilities without providing treatment 

or education was not halted until 1971 {Wyatt v. Stickney, Alabama 334 F. Supp. 

I34llM.D.Ala.], 334 F.Sttpp.I34l IM.D.Ala.] IcAemsX: A Chronology of the Disability 

Rights Movement). (2) 

With the rise of industrialization in the late 1800s and early 1900s, the metaphor 

of the body-as-machine took root more firmly in U.S. culture. This metaphor is still 

employed today (including by many of my interviewees). It implies that the body can 

"break" or "break down," as machines do. It also implies that broken parts can be fixed or 

replaced if the mechanic (i.e., physician) has sufficient skill. Further, it is culturally 

assumed that the machine-body can be improved over time (e.g., through eugenics or, 

today, through gene therapy) if sufficient medical "progress" is made. 

Other social changes relevant to disability took place during the 1800s. The first 

hospitals for people with psychological disabilities (as opposed to asylums) were founded 

by Quakers, beginning in 1813 (Safford & Safford 1996). The first public school systems 

(as opposed to local community schools) were begun at about the same time. The first 
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state to mandate free public schooling was Rhode Island, which voted in 1800 to require 

public schooling for "white" residents between the ages of 6 and 20. The law was 

repealed three years later due to resistance to taxes from taxpayers and from fanners who 

feared "...the creation of a class of learned clergymen and lawyers who might try to take 

advantage of fanners" (Internet; A History of Rhode Island Education). 

Massachusetts became the first state to fiilly implement a permanent system of 

free public education. In 1789, the state authorized the creation of school districts. 

However, school trustees not were given power to hire and fire teachers until 1827 and 

the nation's first state Board of Education was not voted into being until 1837 (Safford & 

Safford 1996). Over the next 12 years, the system was fiilly instituted, using the system 

of common schools as its foundation (Internet; Horace Marm Class of 1819). By 1918, all 

states had compulsory education laws. By the mid-1920s, enforcement of these laws drew 

societal attention to students who had not been attending school, including truant 

"juvenile delinquents" (considered young criminals), and children with disabilities 

(Lazerson 1983). 

Education was secular, designed to prepare individuals to be citizens rather than 

church members. Curricula increasingly emphasized rote learning and peer teaching. 

Class sizes would be considered excessively large today; 80-1000 students of muhiple 

ages each. Teaching was considered to require only inculcation of knowledge, and mass-

production models of instruction were explicitly used (Safford & Safford 1996). The high 

influx of students caused by enforcement of compulsory attendance laws led to increased 

bureaucratization and hierarchical ordering of schools and emphasized an industrial-like 
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efficiency and homogenization of students. Average daily attendance increased by an 

average of 84%, and the school year was lengthened by almost 25 days (18%). The cost 

of schooling rose by 329% nationally (Lazerson 1983).} This emphasis on efficiency left 

some students unable to keep up with the new standard curriculum. These students, along 

with those who had difficulty learning from the standardized pedagogy, were identified 

as being "slow" and in need of different education (Lazerson 1983). 

Private schools for children with specific disabilities (primarily blindness and 

deafness) began to be established in the early 1800s. The number of these increased 

across the century. In 1864, the Columbia Institute for the Deaf, Dumb, and Blind, which 

would eventually become Gallaudet University, became the first college specifically 

designed for students with disabilities; its blind students transferred to the Maryland 

Institution at Baltimore in1865 (Internet: A Chronology of the Disability Rights 

Movement). A combination of continued humanitarian motivations and societal fear of 

people with disabilities provided the impetus for the establishment of these schools 

(Bowe 1978). People with disabilities could be educated, fulfilling "humanitarian" 

motivations, while remaining sequestered from the larger society that still saw them as a 

source of danger and contamination. 

Despite scattered localized movements to provide education for students with 

disabilities, higher-level courts did not protect their right to education. State Supreme 

Courts supported the rights of municipalities to exclude children with disabilities from 

receiving free and equal public education in Massachusetts (Watson v. City of 

Cambridge, 1893), Wisconsin {Beattie v. Board of Education, 1919), and Cuyahoga 
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County, Ohio (Yell 1998, Winzer 1993). Such decisions continued into later decades, 

e.g.. Dept. of Public Welfare v. Haas Illinois, WI, 1958 (Yell 1998), although they 

became less common. Policies of exclusion and rhetorics of protectionism matched well 

with both the Protestant value on economically caring for dependents and the Progressive 

Movement's value on "humanitarianism. Students with visible disabilities were to be kept 

out of school to protect them from "cruel... competition" with their peers (Lazerson 

1983:22, citing Wallin [1924]). A similar argument was offered for students with 

differences in learning overall (Lazerson 1983). 

Transition years: 1800s-1900s 

The transition years between the nineteenth and twentieth century (notably 1880-

1920) saw the rise of the research university, increased specialization and autonomy of 

academic departments, and an increased acceptance of members of formerly 

disenfranchised groups (especially those based on sex, class, and race) into student status 

(Spitzberg & Thordike 1992, Bellahe/a/. 1985). Specialized "professional" languages 

decreased mutual intelligibility of the writings of the various departments, further 

compartmentalizing the university. The importance of mathematics and the natural 

sciences increased in comparison with the social sciences and humanities, in part because 

the former were assumed to be better able to ameliorate —and perhaps even solve — 

society's problems. 

Howe's work with Laura Bridgman, who was blind, deaf, and mute due to scarlet 

fever, persuaded others that children with severe multiple disabilities could also be 

educated (Shapiro 1993). Sullivan's work with Helen Keller (1887 forward), who had the 
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same disabilities as Bridgman, made it clear that Bridgman was not the only person with 

these disabilities who could learn. Keller became the first person with these disabilities to 

graduate from college. She graduated cum laude ("with honors") from RadclifTe in 1904. 

In both cases, the girls were from extremely wealthy families that could afTord to invest 

their resources in this way. 

Immigration patterns at the turn of the 20*'' century affected the education of 

people with disabilities. By 1900, approximately 50% of U.S. residents were immigrants 

or the children of immigrants, primarily from southern and eastern Europe. This pattern 

was most notable in urban areas. Cultural anxiety about the costs and usefulness of 

educating people classified as non-citizens and "outsiders" intensified as costs of their 

education rose. Also, the cultural racism of the time held the position that people from 

climates warmer than northern Europe were lazy and morally suspect. Providing an 

education for them was seen as potentially a waste of resources (Shapiro 1993). 

Pressures of the political economy such as these led to a restructuring of schools 

that segregated students based on their class, country of origin, and status as disabled / 

non-disabled. In many areas, private schools eventually replaced public schools for 

wealthy children. This meant that only relatively impoverished students attended public 

schools; schools for non-English speaking immigrants were separate from both. 

Education for persons with disabilities was prompted by concern for students who were 

diagnosed as mentally retarded, blind, dea^ or emotionally disturbed rather than for 

children exhibiting the difficulties in learning now referred to as "LD" (Hallahan, 

Kauffman, and Lloyd, 1985). Remediation techniques were typically suggested by the 
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individual children's pediatricians rather than through the school (Hallahan, Kauffmaa, 

and Lloyd, 1985). The field of special education, especially in the case of students with 

LD, has reflected this "root" in medicine ever since. 

In the early 1900s, Henry Goddard, a leader in the newly-forming psychometrics 

movement and a proponent of I.Q. tests, proposed that these immigrants were "feeble

minded:" they had hidden cognitive disabilities that rendered them ineducable and 

useless to the workforce. Goddard systematically tested non-English-speaking 

immigrants fi-om southern European areas with I.Q. tests designed for English speakers. 

He found that these immigrants scored poorly (many at the level of 12-year-olds in the 

U.S. or below). This sustained cultural prejudice and provided justification both for the 

continued use of I.Q. tests to determine [1] who was an educable and "fit" member of 

society and [2] who should be excluded fi^om full citizenship and participation in the 

workforce as "unfit." 

1910s. 1920s 

Disabilities acquired by soldiers, sailors, and flyers during World War I stirred 

feelings of obligation toward people with disabilities in the U.S. Advances in medicine 

kept alive many who otherwise would have died. This meant that medical practitioners 

and families had increased responsibility for persons with disabilities who were 

socioculturally valued. 

In response to the growing national sentiment that the war-disabled were "owed" 

national support, the Smith-Sears Veterans Vocational Rehabilitation Act was passed in 

1918. This provided financing for education and job training (Bowe 1978, Internet; A 
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Chronology of the Disability Rights Movement). Two years later, a similar Act was 

passed for civilians; the Fess-Smith Vocational Rehabilitation Act (Internet; A 

Chronology of the Disability Rights Movement). The Veteran's Bureau was established 

in 1921; its primary focus was on medical care and treatment. (3) Social programs 

focused on vocational re-training of adults with physical and sensory disabilities, 

expanding over time to include civilians as well as veterans. 

The cultural importance accorded veterans coincided with a growing awareness of 

the dangers of industrialization and the growing number of disabilities caused by 

industrial accidents. As a result of these trends. Federal funding for rehabilitation 

programs was passed in 1918 and 1920. This public funding was supplemented by charity 

programs such as the American Red Cross. Notable among these were "relief laws" for 

the blind (first for veterans and then for others in society). 

In 1911, states began to pass laws mandating education for students identified as 

"handicapped." This legislation was prompted by public concern for students diagnosed 

as "mentally retarded," blind, deaf, or "emotionally disturbed" rather than for students 

with more hidden, situationally-reiated disabilities (Hailahan, Kauffman, & Lloyd 1985). 

At this time, disability was perceived as a "handicap," an obstacle to be overcome. Those 

most likely to "overcome" their disabilities and become "normal" were most likely to be 

fiinded. (4) Classrooms for students with disabilities were segregated from those of non-

disabled students, ostensibly to provide more individualized instruction and to increase 

students' self-esteem by ensuring that they would only compete academically and 

socially with other students with disabilities (Yell 1998). 
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£iar/v Media Portrayals of Disability and Relevant Theory 

I have shown how religion, war, and industrialization have been fundamental in 

shaping the political economy and public perceptions of disability, notably perceptions 

concerning socioeconomic inclusion and education. However, other cultural forces and 

inventions, particularly those involved in mass media, have had powerful effects as well. 

Because of the important role of the mass media in reflecting and shaping society's views 

of persons with disabilities, I will now discuss some general points about the "media-as-

modeP in society, including descriptions of relevant aspects of media portrayals. 

Motion pictures that were projected by a "Vitascope" onto large screens for 

theater viewing by large groups of people were first shown to the public in 1896 

(Internet: History of Edison Motion Pictures). They immediately drew crowds. By the 

1920s, full-length stories were commonly produced for theaters. The Hunchback of Notre 

Dame, released to theaters in 1923, was the first full-length feature film portraying a 

character with a disability. Drawing on the novel of the same name, it portrays a socially 

isolated, pitiable character who becomes violent and vengeful when the love of his life is 

threatened. In the end, he is destroyed. 

Other films of the 1920s, 1930s, and 1940s that portrayed characters with 

disabilities also drew upon literature and the theater, and the framings of disability they 

employed; [1] Demonic (angry, vengefiil or soulless), [2] Charity Case (pitiable, helpless, 

pathetic), [3] Realistic (pragmatic, part of society), [4] Survivor (an outsider, enduring, 

possibly long-suffering), [5] Criminal (sinister, evil, act to break laws), [6] Unable to live 
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a successful life, [7] Better-ofF-dead, [8] Burdensome, and [9] "Supercrip" (Nelson 1994, 

Kriegel 1987, Bogdan & Biklen 1982). 

In early films, notably those of the 1930s and 1940s, characters with disabilities 

were most often portrayed as monstrous and demonic, reinforcing negative stereotyopes 

and fears of persons with disabilities. These films homogenized disability, portraying it as 

frightening, isolating, and potentially painful. They marked people with disabilities as 

socially anomalous and likely to be rejected. Portraying people as isolated and victimized 

indicated that disabilities were considered to be problems of individuals rather than 

society (Longmore 1987). These representations contributed to negative stereotypes of 

persons with disabilities and fueled the cultural drive toward normalization of persons 

with disabilities. 

Langer & Chanowitz (1988) point out a difference between mindlessness and 

mindflilness that is important when discussing media-as-models. In the case of the 

former, individuals watch unreflectively. They do not cognitively process what they see 

and experience or attempt to connect cues to previous knowledge or other cues. 

Previously-formed categories are evoked in a routinized manner, along with stereotypical 

attributions and beliefs. In the case of mindfulness, viewers consider and reflect upon 

what they are seeing, attempting to make sense of it in light of other knowledge and cues. 

Stereotypes can be questioned, and new attributions and framings for disability can be 

constructed. "When mindful, one actively constructs categories and draws distinctions. 

When mindless, one relies on already constructed [«c] categories. Mindlessness is 

pervasive...Contact with a disabled person [or, presumably, with images of the disabled] 
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typically evokes mindfulness" (Langer & Chanowitz 1988:69). This implies that movies 

with characters who have disabilities may be able to provide new, more humanizing 

framings for the public. 

Certain genres of movies and television shows are watched in a more mindful 

state than others. Therefore the genre itself affects how well the images serve as models. 

For example, comedies, romances, and action shows are more often considered to be 

entertainment than dramas, mysteries, films noir, or "art" films. They may be watched 

more "mindlessly" because of these audience expectations. Watching "entertainment" 

does not necessarily lead to mindlessness in viewing, however. Critic Michael Wood 

points out that 

Entertainment is not, as we often think, a full-scale flight from our 
problems, not a means of forgetting them completely, but rather a 
rearrangement of our problems into shapes which tame them, which 
disperse them to the margins of our attention (in Longmore, 1987:65). 

The timing of a film's release affects how "mindfiilly" it is viewed and how it affects the 

audience's mental set and expectations. For example, during the Depression, movies were 

intended to provide an "escape" from the pressures and social despondency of the time; 

they were marketed as providing such escape and were viewed with this expectation 

(Internet: History of Edison Motion Pictures). 

The portrayals and positionings of the characters affect how mindfully an 

audience perceives people with disabilities. The character must be readily identifiable to 

the audience as a person with a disability in order for the person to respond mindfully at 

all. This identification can happen early in the story or can be used as a "plot twist" later, 

but is crucial in how the audience will frame the characters and disabilities. 
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A state of mindfulness is increasingly likely as stimuli and their structurings 

become more novel (Langer & Chanowitz 1988). When the models on the screen support 

cultural stereotypes, a viewer who is initially made mindful by the novelty of seeing a 

character with disabilities is more likely to lapse into mindlessness. Such cases reinforce 

the stereotypes. Should reinforcement take place often enough, mindlessness increases 

and the structures of the invoked cognitive set rigidify (Langer & Chanowitz, 1988). If 

the learned cultural framing of a given disability (or about "the disabled" more generally) 

is powerful enough, a single exposure can be enough to make the framing inflexible 

(Langer & Chanowitz 1988). In either case, the stereotype is no longer questioned. 

Rather, it normalizes, making it harder for individuals with disabilities in the real world 

to counter such stereotypes and the prejudices and discrimination they engender. 

Conversely, if the image does not conform to stereotypes, mindfulness is enhanced. 

Stereotypes and attitudes are re-evaluated and can be reshaped. In these cases, images of 

persons with disabilities can be powerfiil models for culture and agents of change. 

U.S. culture inherently promotes mindlessness. This is because it is production-

oriented, and is therefore outcome- rather than process-oriented (Langer & Chanowitz 

1988). Television and movies are more often watched for their entertainment value than 

for their cognitive challenge, and tend to be watched in a state of relative mindlessness by 

most of the public. Media producers who want to change perceptions of persons with 

disabilities must therefore be especially concerned with methods for inducing and 

enhancing mindfulness. For example, since information that is believed to be irrelevant is 

processed mindlessly (Langer & Chanowitz 1988), the timing and means of disclosure of 
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a character's disability must be considered carefully. The timing of the disclosure is also 

important. Individuals made mindfiil of a character's disability may make inaccurate 

observations about the character and/or project negative cultural stereotypes onto the 

character if the character has not been sufficiently humanized before the disclosure 

occurs (Langer & Chanowitz 1988). 

1930s 

After the Wall Street stock market crash of 1929 led to steadily worsening 

financial conditions for the U.S., unemployment rose drastically. Able-bodied men with 

families were prioritized for jobs, but there were not enough jobs for these men. As the 

situation worsened, many World War I veterans, in particular those with disabilities, 

found themselves unable to find employment. In 1935, President Franklin Delano 

Roosevelt (FDR) signed the Social Security Act into law, thereby instituting the first U.S. 

Federal permanent assistance program for adults with disabilities. In an attempt to 

employ people and raise hope in the nation more generally, he also instituted a number of 

public works projects. The most important one of these was the Works Progress 

Administration (WPA; 1935-1943). Many of these jobs required physical exertion and 

the ability to see. Improved orthopedic medicine decreased the relative number of 

soldiers with mobility-related injuries. However, there was a tremendous increase in the 

number of pulmonary and sensory injuries due to the nature of chemical weapons 

introduced in World War I. Hence many veterans with disabilities did not qualify for 

WPA jobs. 
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Individuals who were rejected for work with the WPA were among the first 

persons with disabilities to exercise collective agency through civil disobedience as a 

form of resistance (Brown 2000, Shapiro 1993, Internet; Disability Militancy - the 

1930s). Members of the League for the Physically Handicapped (a self-named self-

advocacy group) occupied the offices of the Emergency Relief Bureau and, later, the 

WPA. They also organized picket lines and other demonstrations to protest their inability 

to be hired for these jobs and to advocate for themselves more generally (Brown 2000, 

Shapiro 1993, Internet: A Chronology of the Disability Rights Movement, Internet; 

Disability Militancy - the 1930s). Because of their protests, members of the League were 

often accused of being "reds" (Communists and anti-American, potentially traitors). 

While the League did win some jobs for people with disabilities, many of these jobs were 

later cut. Such moderate gains were typical of the League's work (Brown 2000, Internet; 

Disability Militancy - the 1930s). In large part because of these frustrations, the League 

was disbanded late in the 1930s (Internet; Disability Policy and Politics). 

The 1930s also marked the beginning of the first sustained parents' movement on 

behalf of their children's disabling conditions, a type of activism that would prove to be 

critical for people with LD. In 1933, the first parent advocacy group, the Council for the 

Retarded Child, formed in Cuyohoga County, Ohio (Yell 1988, Internet; The Arc of 

United States Milestones). As a result of this movement and similar movements in other 

states, special education became systematically included in educational systems as a 

separately fiinded and situated form of schooling. These classrooms were fi-equently 

staffed by untrained teachers and had few resources, due to concerns about costs. As the 
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financial difficulties of the U.S. increased across the 1930s (i.e., during the Great 

Depression), hostility toward expenditures for special education grew. This resuhed both 

in funding cuts and in the elimination of many programs. 

1940s 

In the 1940s, the power of the framing of the body as a machine increased, and 

was reflected in popular publications of the time (Martin 1994). Each part of the body 

was seen as isolatable from the rest, emphasizing its replaceability. This framing also 

reflected the central cultural metaphor of the assembly line, which intensified during this 

time due to an emphasis on wartime production. Routine and regular maintenance were 

seen as essential. Traumas, termed "shocks," (e.g., due to accidents or war) were bof the 

machine-body believed to throw off the smooth workings of the body and open it to 

problems that are now considered to be hidden disabilities (Martin 1994, Young 1995). 

The emphasis on "fitness" that emerged during this time applied to women and children 

as well as men and was formally sanctioned by the Federal government. The social 

emphasis on health helped highlight the growing awareness of the effects of both visible 

and hidden disabilities. 

As with previous major wars. World War 11 (1941-1945) spurred further medical 

and political interest in disability. In this war, nervous system injuries were more 

common than in previous wars due to the nature of the weaponry, including the increased 

use of chemical weapons. This led to an increased interest in disabilities affecting the 

nervous system, especially those that impacted the brain. In 1942, Goldstein began to 

study adults with brain injuries and published Aftereffects of Brain Injuries in War, in 
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which he discussed his research on the aftereffects of severe, trauma-induced brain 

injuries received by adult males in war (Lemer, 1973; Johnson and Moretsky, 1980). 

Collective guilt over the situation faced by veterans of World War I spurred the 

establishment of social programs and economic relief efforts for World War II veterans. 

One of these was the Serviceman's Readjustment Act of 1944, which provided stipends 

to help veterans afford college while still supporting their families. Although these 

stipends were small, they sent a social message that - financial barriers aside - a college 

education was possible for all. Federal rehabilitation programs also expanded to provide 

support systems for veterans. The first, the U.S. Army Air Force Convalescent Center 

(nicknamed "Rusk's Folly" after its founder), was founded in 1944. It served as the origin 

point of U.S. rehabilitative medicine for people with disabilities. The following year. 

President Truman declared a National Employ the Handicapped Week to encourage 

businesses to hire veterans with disabilities (Internet; A Chronology of the Disability 

Rights Movement). In 1946, the Paralyzed Veterans of America was formed to facilitate 

and promote provision of medical care for returning veterans. Care centers provided a 

focus for the rapidly-growing specialization of rehabilitation medicine, and the 

President's Committee on Employment of the Handicapped was established in 1947 to 

further promote the hiring of veterans after they completed their rehabilitation (Shapiro 

1993; Internet: A Chronology of the Disability Rights Movement). 

As before, these programs were eventually expanded to include people with 

disabilities whose disabilities were not directly attributable to war. However, even after 

World Wars I and II, those who claimed "functional" impairments (non-"organic," 
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psychological disabilities) were largely discredited (Funk 1987, Young 1995), and 

funding for schooling of children with disabilities was not yet provided at a Federal level. 

Despite the lack of funding at the pre-college level, Timothy Nugent established the first 

program for postsecondary students with disabilities in 1948 at the University of Illinois 

(Internet; A Chronology of the Disability Rights Movement). 

During this time, a new category of disability representation emerged in movies: 

that of individuals who have problems adjusting to their disabilities. These characters 

generally lack insight into themselves and others, and understand their own disabilities 

less well than the people who attempt to help and support them. Longmore (1987) points 

out that actual adjustment problems experienced by soldiers returning from World War II 

may have led to the introduction of this representation. 

Transition: I940s-1950s 

During and after World War II and the Korean War (1950-3), the cultural value 

on "toughness" intensified. Where this had once reflected a general emphasis on self-

sufficiency and goal-directedness, the new form emphasized "...an aggressive, action-

oriented attitude...[and] decisive action..." (Mrozek 1985: 178). Images of "Uncle Sam", 

an iconic mascot of the U.S., became more muscular and powerful-looking, less 

beneficent and paternal. Another "health craze" swept the U.S. People with disabilities 

were no longer considered to be solely moral contaminants. Rather, fear of their potential 

for physically contaminating a healthy society came to the forefront of the national 

consciousness. 
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Industrialization increased during the 1940s and 19S0s to support the two World 

Wars and the Korean Wars and then to maintain the post-war production economies. The 

emphasis on "toughness," combined with an emphasis on industrial efficiency (rather 

than considerations of workplace safety), led to an increased number of industrial 

accidents. The numbers of cases of congenital and disease-related disability also rose 

during this time, as more people survived previously fatal injuries and other health-

related problems due to medical "advances." As a result, the number of medical and 

rehabilitation professionals also rose. The increases in numbers of both medical providers 

and individuals with disabilities led to further medical specialization and intensified the 

processes of medicalization overall within the U.S. As a result, medical framings of 

disability increasingly took precedence over social and moral models. Individuals with 

disabilities were cast as "patients," who were supposed to be dependent and compliant 

within medical encounters (Funk 1987) and to function within a sick role more generally 

(Parsons 1972). 

After World War II, women returned from the workplace to the home in order to 

allow men to re-assume their roles as members of the workforce and chief earners for 

their families. Pre-war familial role ideals intensified; women became primary caretakers 

for children, responsible for ensuring their children's heahh and successful education. 

Media framings emerging in the new technology of television (TV) modeled and 

reinforced this aspect of the mother role when depicting families on shows such as 

"Father Knows Best" and "Leave it to Beaver." This reinforced the view of women as the 
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primary advocates for children within medical and educational settings, a role that 

mothers continue to hold today. 

1950s 

Representations of safety in private arenas depicted in TV and other media were 

balanced by xenophobia and fear of hidden dangers in the public arena of the time. Fears 

of dangerous social "others" in public arenas intensified cultural anxieties regarding 

"others" whose differences were largely unseen. (5) In addition, the launch of Sputniks I 

and 2 by the U.S.S.R. in 1957 made Americans fear that the significance of their 

scientific achievements and their country's status as a world leader were at risk. Society 

therefore increasingly emphasized both normalization and science education. 

Cultural anxieties strengthened the generalized belief that children had to be 

physically and intellectually "fit" and well-prepared in order to face the "dangerous" 

world. Advertisements for colleges and universities explicitly promised that a college 

degree led to a "good-paying job" (Spring 1996:3), indicating that getting a degree would 

ensure the attainment of the "American Dream" for those who were willing to work. 

College degrees came to be seen as a necessity, rather than as a luxury. 

Suburban areas expanded, and resultant "urban flight" left many city (especially 

"inner-city") schools with primarily minority and working-class or low-income students 

and a steadily shrinking financial base. This led to clear inequalities in the provision of 

education, and widening disparities in the levels of academic success children attained in 

various locales. Drop-out rates were highest in rural and inner-city areas, as were levels 

of achievement and standardized test scores. Many of these children were considered to 
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be less intelligent by mainstream society, and so were given fewer opportunities as well 

as resources. (6) 

1950s Continued: The Development of Vaccines 

The development of a wide variety of vaccines that began in the 1950s led to a 

change in cultural views of medicine, health, disease, and disability. Principally, the 

introduction of vaccinations intensified both on-going processes of medicalization and 

the cultural belief in the saving power of medicine The discovery and initial widespread 

delivery of the Salk and Sabin polio vaccines (1952-1963) were coupled with a firm 

belief that science and allopathic medicine had power over nature and natural processes 

of the body. Such beliefs fostered hope for "magic bullets;" drugs targeted to specific 

diseases that would be not only be prophylactic, but would completely cure the disease 

every time they were used. 

Much of the U.S. public mistakenly expected the polio vaccines to be such drugs, 

believing they would not only prevent, but would also "cure" polio (e.g., restore function 

to paralyzed extremities). When the vaccines failed to do so, blame was attached to the 

polio survivors themselves rather than to "...the unrealistic expectation that they would be 

cured" or to allopathic medicine or science more generally (Shapiro 1993: 15). Moral 

approbation against polio survivors led to the development of a new media depiction of 

persons with disabilities; "crippled poster children." These were attractive, well-dressed 

children who were portrayed as valiantly persevering when trying to overcome the effects 

of polio, muscular dystrophy, and other disabling conditions, and who thereby "proved 

themselves worthy" of receiving society's charity (Shapiro 1993; Philips 1990). These 
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individuals were expected to remain cheerful and accommodate other members of society 

while striving to behave and function as much like persons without disabilities as they 

could. Posters depicting children on crutches were designed to evoke sympathy and pity 

in order to persuade viewers to contribute to charities. Individuals who serve as "poster 

children" or who reflect similar models of "handicapped people" are stigmatized as 

abnormal (Elliott 1994). These portrayals have been condemned by disability activists 

and other interested parties as supporting the social construction of people with 

disabilities as defective, deviant, monstrous, isolated, child-like, and in need of charity. 

The image of the "poster child," in time, gave rise to the image of the "supercrip:" an 

individual with disabilities who does more and performs better than most non-disabled 

people can. Rock-climbers with paraplegia are one example (Shapiro 1994, 1993). 

1950s Continued: The Rise of Agency and Advocacy 

The numbers of actual polio survivors and of children with other chronic illnesses 

and disabilities increased during the late 1940s and early 1950s, due to improved medical 

regimens designed to help them survive. By the beginning of the 1950s, a number of 

organizations had been founded to raise funds and advocate for the rights of persons with 

a variety of disabilities and chronic illnesses, primarily children. In an attempt to gain a 

voice in the political economy in support of their children, parents founded a number of 

advocacy groups as well, including the United Cerebral Palsy Association (1948), the 

National Association of Retarded Persons (1950; now the Association for Retarded 

Citizens), and the Muscular Dystrophy Association (1950). The primary goal of most of 

these parents was to secure education for their children, thereby helping their children 
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gain agency and become increasingly integrated into school and society. This marked the 

permanent inauguration of a rights-based, consumerist and student-centered framing of 

education, which exists in opposition to the industrial worker-centered framing. (See 

Appendix A for an overview of cultural framings of schools.) 

These efforts by parents and other activists were supported at the Federal level. 

Brown v. The Board of Education (1954), although a case concerned with social race, 

guaranteed the right to education for classes of people (as opposed to individuals) and 

established the legal point that the Fourteenth Amendment to the U.S. Constitution 

guaranteed the right to an equal education to every citizen (Yell 1998), including those 

with disabilities. Amendments to the Social Security Act in 1956 included provisions that 

paved the way for an independent living movement. (7) Congress acknowledged that 

self-support and self-care of people with severe disabilities should be at least minimally 

frinded. This paved the way for Community Living programs for students with 

disabilities, notably those at the University of Illinois at Champaign-Urbana (1950) and, 

later, at the University of California at Berkeley (1964). 

In 1958, Congress passed the National Defense Education Act, which greatly 

increased funding for education, both to individuals and to institutions. In the same year. 

Congress also passed the Expansion of Teaching in the Education of Mentally Retarded 

Children Act, which provided funds for teacher training (Yell 1998). These actions 

reflected the cultural belief that public policy and funding should support the ethical 

stance that persons with disabilities have the same needs, wants, and desires as their 

"temporarily able-bodied" peers, and should have the same rights to pursue them (Funk 
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1987). (8) Thus the rights of citizens (e.g., to a foil and appropriate education) were 

extended to children's education as well as to veteran's education. Despite this, most 

individuals with severe physical disabilities still lived in dehumanizing total-care 

institutions or work institutions. 

Telethons and similar methods of raising fonds for disability-related research have 

been criticized for four main reasons. First, they portray people with disabilities as 

pitiable, lacking autonomy and agency, and in need of help from more successful (hence, 

by implication, more capable) people. Second, they indicate that assistance should come 

from individual philanthropists rather than from governmental agencies; this implies the 

state has no fiscal responsibility to its citizens with disabilities. Third, individuals are 

exploited in order to further the "cause," sometimes (e.g., in the case of children) without 

the knowledge of how others will perceive the media depictions they pose for. Fourth, the 

emphasis on children with disabilities fosters perceptions of adults with disabilities as 

being child-like. Telethons have been publicly denounced by a variety of advocates and 

agencies for persons with disabilities. (9) 

Meanwhile, most adults with disabilities were largely excluded from public view 

and sympathy; in the case of key cultural figures such as President Roosevelt, the 

person's disability was minimized and/or hidden whenever possible. (10) Thus American 

culture was provided with little information on the lives and activities of most adults with 

disabilities. 

In other media depictions, movies and television shows of the 1950s and 1960s 

primarily portrayed characters with disabilities as having adjustment problems or as 



76 

victims. They typically indicated that persons with disabilities should attempt to act as 

though they did not have any disabling conditions, i.e., "pass for normal" (Garfinkel 

1967; Longmore 1987, Philips 1990, 1985; Zola 1985). These characters were often one-

dimensional and underdeveloped as compared to other characters. They were weak, self-

pitying individuals until a non-disabled character rebuked them, telling them to stop 

"feeling sorry for themselves" and, instead, to adjust to their disabilities and become as 

"normal" as possible. 

Another common portrayal framed people with disabilities as "Charity Cases." 

For example, a television game show, "Queen for a Day," selected women with 

disabilities to tell "...their heart-rending stories of cancer, disabilities..." and other 

hardships in order to be judged the most pitiable contestant by the audience. This woman 

received prizes and the title of "Queen for a Day" (Biklen 1987:83). By constructing 

them as valorized victims, the show removed them from "normal society" and socially 

discredited them, elevating them temporarily before restoring them to obscurity and 

(ultimately) the difficulties of their pre-television lives. 

1960s 

The 1960s was a socially progressive decade that saw a reinvention of 

individualism in forms of individualization and self-help movements. Strong cultural 

emphases on individual rights, personal agency, communal responsibility, social 

prosperity, equality of citizens, social integration, and social justice provided a 

welcoming climate for the Civil Rights and other social change movements. Risk-taking 

was valued and romanticized. Math and positivist science were seen as primary tools for 
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improving the country's position internally and internationally, and funding for math and 

science education increased. Consumerism and consumer rights also fueled the formation 

of the incipient "disability rights" movement by encouraging people to question the value 

of the goods and services they received (e.g., education), and by fostering the belief that 

"the customer [i.e., purchaser] is always right." Toward the end of the decade, the 

integration of persons with developmental disabilities into society became an explicit 

goal of John F. Kennedy's White House, a philosophy embraced by parents and their 

advocacy organizations (Shapiro 1994). (11) 

Parent and other advocacy groups continued to lobby Congress on behalf of 

students; Congress responded by passing PL89-750. This law amended PL 89-10, passed 

in 196S, which had provided funding for states to improve education for students living 

in low-income areas. PL89-750 expanded the purview of the earlier law, allowing money 

to be spent on improving education in wealthier districts for students with other forms of 

"educational deprivation," i.e., students who were not yet being allowed to participate in 

public education. This change established a foundation for future expansions. Congress 

also established a National Advisory Council (later named the National Council on 

Disability) and the Federal Bureau for the Handicapped in 1966.The Bureau focused 

much of its attention on providing funds for special-education teachers and materials 

(Shapiro 1993). In addition, fiind-raising efforts of parent-founded groups, through the 

sale of products (e.g., Easter Seals' envelope-sealing stickers), public telethons, and 

media campaigns, provided the public with both framings of disability and information 

on disabilities. 



The 1960s Continued: Civil Rights 

Unlike other Civil Rights movements that were taking place at the same time, 

legislation to protect the rights of persons with disabilities began before large-scale 

activist movements agitated for change (Funk 1987). This early legislation focused on 

provision of physical access to transportation, buildings, and other public facilities; and 

on school and workplace anti-discrimination laws. However, implementation was not 

universally enforced. 

The Civil Rights activism of Blacks that became widespread in the mid-1960s is 

well-known to students of U.S. history. The activism of people with physical disabilities, 

whose work paved the way for those with hidden disabilities, is much less-well known. 

During fail term, 1962, James Meredith became the first Black postsecondary student to 

integrate the University of Mississippi; and Edward Roberts became the first student with 

a severe physical disability (post-polio quadriplegia) to do the same, entering the 

University of California at Berkeley. In 1962, only four universities in the California state 

system were wheelchair-accessible, having set up programs for veterans of World War n. 

Berkeley was not one of them (Shapiro 1993). 

Like leaders in the Black Civil Rights movement, Roberts had to overcome a 

multitude of obstacles to pursue his degree; No dorms would accommodate his iron lung; 

the buildings were not physically accessible; the Department of Rehabilitation (DoR) 

refused to pay for his schooling (12); and Berkeley, despite Roberts' high community 

college grades, did not want to accept him. Roberts found allies in administrators from 

his community college, who took his case to the local newspapers and forced the DoR to 
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pay for Roberts' education and attendants. He also found assistance through Student 

Health Services: Dr. Henry Bruyn arranged for him to live in the student infirmary. 

Roberts earned his doctorate and established an activist community of "Rolling Quads" 

that worked to gain increasing self-sufficiency, independence in living arrangements, and 

equal treatment in society (Shapiro 1993, Funk 1987). The success of this movement was 

not obvious to the average layperson in the U.S., but provided hope and a model for 

success to activists and persons with disabilities. It also highlighted a person-centered 

framing of education for students with disabilities. 

From 1964-1965, a rubella epidemic swept the U.S., reminding parents of their 

children's vulnerability to disability. Improvements in allopathic treatment of rubella 

saved many lives, but the number of school-age children with partial or complete hearing 

loss doubled as a result. These children and their parents believed strongly in the right of 

citizens to obtain an equal education; they held high expectations for the children's 

success (Shapiro 1993). Many students with disabilities expected to go to college and 

participate in the workforce, and were willing to become self-advocates and activists if 

necessary. This attitude accorded well with the cultural consciousness of the time, as the 

active, group-based pursuit of equal rights and equal standing as citizens continued to be 

pursued by members of marginalized groups. 

During the 1960s, parents of people with disabilities became increasingly active 

advocates on behalf of their children, in part because of the social climate of the times, 

and in part because they no longer believed that they were solely responsible for the care 

and upbringing of their children. By the beginning of the decade, the extended family 
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structure of earlier centuries had largely been replaced by a nuclear &mily structure (i.e., 

parents and children only). This meant fewer people were available in households to 

perform caretaking duties; parents thus looked to the larger society for support. 

1960s Continued: Media Representations 

Media representations did not support the growing activism by and for persons 

with disabilities. In the 19S0s and 1960s, films continued to emphasize negative images 

of disability. Villains, especially "evil geniuses" linked with China or Russia during the 

Cold War (e.g.. Dr. No, Dr. Strangelove), were often disabled in some way, and many 

villains were portrayed as causing their own disablement (e.g.. The House of Wax). This 

mirrored society's view of disability as connected to and potentially caused by evil. 

Television shows also highlighted evil characters with disabilities, including three of the 

most popular shows of the period: "Hawaii 5-0," "Wild, Wild West," and "The Fugitive". 

In the latter two, the characters with disabilities appeared multiple times, serving as the 

heroes' arch-enemy. In one episode of "Wild, Wild West," the villain Dr. Loveless 

directly states his resentment of Jim West's "strong, straight body," reflecting the 

stereotype of persons with disabilities as bitter and resentful of the non-disabled 

(Longmore 1987). 

The "one-armed man" of "The Fugitive," nemesis of the series' hero, has even 

become a cultural icon of evil. Unseen until the final episode, he is only a disability for 

most of the series. His disability is his signature and his identity; no other features are 

described. Today, the "one-armed man" is culturally evoked as a symbol of ultimate evil, 

used as a motif in later popular shows such as David Lynch's series "Twin Peaks" (in 
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which the one-armed maa, once found, is good, which deeply surprises the audience and 

serves as a "plot twist" for the storyline). The character is referenced in various satires, 

parodies, comedies, and horror shows. Indeed, the "one-armed man" is culturally better-

known than the title character or even the name of the show in which he first "appeared." 

1970s 

During the 1970s, the overall political climate in the U.S. became more 

constrictive and conservative. A new form of workplace production emerged, termed 

"flexible specialization." The line between management and worker began to blur: 

Workers began to take on managerial tasks, and managers began to spend more time on 

the workers' "floor." Production sped up, due to the development of faster technology 

and an increased emphasis on demand rather than production. This required more 

intensive systems of record-keeping, as well as more frequent retraining of both workers 

and management (Martin 1994). Many training materials were print-based, necessitating 

increased worker literacy. The new workplace demands, combined with a general 

pedagogical emphasis on teaching through print, meant that the sociocultural importance 

of reading and writing increased. This, in turn, meant that identification of people as 

having hidden disabilities that interfered with learning to read, write, and perform math 

operations began to increase as well. 

Movements for "consumer rights" intensified during the 1970s, including 

activism that tried to improve services provided by public programs and agencies. Parents 

came to see quality education for their children with disabilities not only as a civil right 

for their children specifically, but also as a consumer right for the entire family. A college 
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education was seen as something that citizens had a right to receive, rather than as a 

privilege reserved for a limited number of persons. Thus the tension between the student-

centered and worker-centered framings of the education system increased during this 

decade. (13) 

The Vietnam War (U.S. involvement; 1963-1975) occasioned a variety of 

sociocultural changes in how people with disabilities were perceived and treated in the 

U.S. This war involved a heavy use of toxic chemicals as weapons, some of which had 

""loading effects:" Such chemicals build up in apparently healthy bodies until a critical 

threshold of exposure is passed, at which time severe poisoning appears suddenly. 

Chemical weaponry used in the war caused chronic, mostly hidden forms of physical 

disability (e.g., long-term weakness) that were contested by military doctors as being 

caused by the war. Some chemicals used during the war (e.g.. Agent Orange) were 

teratogenic, i.e., they caused "birth defects" in the offspring of the people who were 

exposed. Post-traumatic stress disorder also emerged as a diagnostic category of 

disability at this time. The term labeled a syndrome that that returning veterans 

experienced as disabling. Signs of this "disorder" included severe nightmares and other 

sleep disturbances, panic attacks, anxiety disorders, violent behaviors, war-related 

"flashbacks" (fiigue states that often include multisensory hallucinations), and other 

adjustment difficulties. (14) Interest in chemical-induced disability, "birth defects," and 

neurological and pulmonary injuries increased as a result of these war-related disabilities 

and chronic illnesses. Controversies over whether or not all of these were valid categories 

of disability also intensified. 
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The Vietnam War was the first U.S. war that was heavily protested in the U.S. 

throughout the entire campaign. Many veterans reported feeling rejected upon their return 

by a country they had fought to "protect" (at least ideologically). In 1973, Congress acted 

on their behalf and expanded the 1944 Serviceman's Readjustment Act by passing the 

1973 Montgomery G.I. Bill. This bill provided extensive government grants for veterans 

to attend postsecondary schools, and led to increases in enrollment and consideration of 

students with disabilities. Since it provided fuller funding than the 1944 bill and was also 

available to veterans who had not seen combat action, it sent the cultural message that 

anyone (regardless of socioeconomic background) could earn a college degree. 

1970s Contimed: Civil Rights Activism for and by Persons with Disabilities 

In the late 1970's, there was an increase in the numbers and activities of activists 

with disabilities in a number of major U.S. cities. Some historians claim that this was the 

first time the disability-related grass-roots movement proved its political power to 

lawmakers and policymakers. Ensuing legislation (notably Title VII of the Rehabilitation 

Act and the Social Security Amendments of 1972) provided increased non-family-based 

support for independent living, another primary goal of the movement (Funk 1987; 

Internet: A Chronology of the Disability Rights Movement). 

The 1964 Civil Rights Act provided the wording for Section 504 of the 

Rehabilitation Act of 1973 (PL 93-112), the first law to provide Civil Rights Protection 

for persons with disabilities. (15) This Act guaranteed the right to vocational training 

(and, ultimately, to other education) to people with disabilities, including those with LD. 

President Nixon had already vetoed two bills intended to ensure this right, based on the 
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potentially high costs of the requirements for compliance (Shapiro 1993). Activists 

(including members of various veterans' organizations) protested his vetoes with 

demonstrations (Internet; A Chronology of the Disability Rights Movement), drawing 

attention to the situation and thereby increasing public support for the bill. 

Despite the high costs of implementing accommodations and other forms of 

compliance, members of Congress passed Section 504 without specific debate or formal 

hearings. Shapiro suggests that "...Members of Congress were either unaware of it or 

considered it "little more than a platitude' for a sympathetic group..." (1993:65, quoting 

Scotch 1984:54). Members of Congress may also have been influenced by some key 

1972 court decisions, as activists turned to the courts to have their agency and the 

student-centered model supported. These cases included Mills v. Board of Education (348 

F. Supp. 866 [1972]) and Pennsylvania Association for Retarded Citizens (PARC) v. 

Pennsylvania (343 F.Supp. 279 [Pa. 1972]), both of which barmed the exclusion of 

children with disabilities from public schools, using language based on the Fourteenth 

Amendment (Yell 1998, Internet: A Chronology of the Disability Rights Movement). 

(16) The Department of Health, Education, and Welfare (HEW) analyzed the 

Rehabilitation Act more thoroughly and estimated that compliance would cost billions of 

dollars. HEW therefore delayed in issuing the final regulations for two years, finally 

presenting them in a 185-page detailed report at the end of the Ford Administration 

(Shapiro 1993). 

Despite this delay. Congress passed amendments to the Elementary and 

Secondary Education Act in 1974. These created programs for children who were 
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both the Bureau of Education for the Handicapped and the National Advisory Council on 

Handicapped Children (Yell 1998). Congress also passed another law in 1975 that 

enforced the civil rights of students with disabilities; the Education for All Handicapped 

Children Act (PL 94-142, later re-named the Individuals with Disabilities Education Act 

[IDEA]). Marian Wright Edelman of the Children's Defense Fund had found, through a 

survey, that children with disabilities - many from wealthy districts - constituted by far 

the largest percentage of children between 7 and 13 years old who were not enrolled in 

school. Schools were simply not allowing these children to enroll or attend (Shapiro 

1993). Edelman spearheaded a campaign, mostly staffed by upper-class and upper-

middle-class parents of children with disabilities, to force schools to enroll all children 

with disabilities and to accommodate their needs on an individualized basis (eventually 

termed an Individualized Education Plan, or lEP; Shapiro 1993). 

Parents and other advocates worked to extend the law to mean that their children 

had the right to being educated in a fully inclusive classroom, rather than being taught in 

segregated classrooms for students with disabilities. The courts supported these attempts 

in some cases, but not all (Shapiro 1993), which encouraged further lawsuits. Parent 

activists established Parent and Training Information Centers to provide information to 

other parents to help them exercise their children's rights under PL 94-142 (Internet; A 

Chronology of the Disability Rights Movement). Such centers, some of which explicitly 

focus on disability law, continue to inform parents how to work with and/or confront 
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school systems that do not provide testing and/or accommodations in the manner that 

parents believe best meets the needs of their children. (17) 

1974 also witnessed the passage of the Developmentally Disabled Assistance and 

Bill of Rights Act. Congress established the Federally-funded Head Start preschool 

program, and mandated that 10% of all students accepted into Head Start must have 

disabilities. In 1975, Congress passed an Amendment to the Higher Education Act of 

1972. The Amendment mandated that postsecondary institutions provide services to 

accepted students with physical disabilities (Internet; A Chronology of the Disability 

Rights Movement). 

During his campaign. President-elect Jimmy Carter promised to implement 

Section 504 during his tenure as President. However, when Carter took office in 1977, 

Section 504 still needed to gain the approval of HEW in order to be implemented. The 

new Director of HEW, Joseph Califano, recognized the potential costs of implementation 

and delayed implementation for two more years in order to write new regulations for 

implementation. Carter and Califano also delayed implementation because they feared a 

backlash in the form of a "...pubic outcry if alcoholics, drug addicts, and homosexuals 

were to claim protection under the law, although an HEW team already had concluded 

they would not be eligible to do so" (Shapiro 1993: 66). (18) Activists, many of whom 

belonged to the American Coalition of Citizens with Disabilities (headed by Frank Bowe) 

held a candlelight vigil outside Califano's house on April 3, 1977, along with 

demonstrations outside HEW and other key sites in Washington D C. Three hundred 
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activists occupied Califano's office for 28 hours in an act of civil disobedience, finally 

giving up when they were unable to obtain food or to communicate by phone. 

A concurrent supportive sit-in in San Francisco lasted 25 days in the city's HEW 

office, despite HEW's attempt to enforce similar privations. The effectiveness of this 

action was no doubt heightened by the fact that some of the protestors had severe 

physical disabilities and required aids such as respirators, attendants, and catheters during 

the protests. Shapiro reports that the protestors' success in the face of such difficulties 

provided them with a sense of empowerment, "...euphoria, and determination" 

(1993:67). An HEW ofiBcial sent to San Francisco fi"om Washington D.C. made the 

mistake of describing HEW's suggested regulations as creating "separate but equal" 

facilities for persons with disabilities (Shapiro 1993:68). This wording invoked 

powerfully emotional memories of the 1960s Civil Rights movement, and drew a parallel 

between the discrimination against persons with disabilities and racism. This mistake 

fueled support for the protestors and their cause nationwide. 

On April 28, 1977, Califano signed the Section 504 regulations, without making 

any of the changes the activists were protesting. The protest then disbanded, with many 

singing "We Shall Overcome" (Shapiro, 1993), a protest song popular in marches and 

rallies during the 1960s Civil Rights movement. This protest was significant in many 

ways: (1) It forced passage of the law in a manner desired by its primary constituents, (2) 

It awakened the country to the civil rights needs of persons with disabilities, (3) It 

provided a sense of empowerment and agency to activists, (4) It provided a model for 

future activists and a warning to legislators, and (5) It provided a setting in which persons 
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with different disabilities came together to work toward the same goal. Before this, 

activist actions were localized in the sense that they dealt with specific single disabilities, 

such as blindness, deafness, and cerebral palsy. Very few actions brought people together 

on the common ground of being persons with disabilities. The movement to support 

Section 504 provided a point of unification because it was designed to guarantee all 

people with disabilities equal access under the law as a Constitutionally-mandated right. 

In the same ceremony, Califano also signed the Education for all Handicapped 

Children Act. These Acts were foundational for education, as together they prohibited 

discrimination against persons with disabilities in all arenas of life by any agency 

receiving Federal moneys and guaranteed the best available education to children with 

disabilities. Should a school or other institution be legally found to discriminate against a 

student with a disability, all Federal funding given to that institution could be revoked. 

Since almost all schools in the U.S. receive at least some funding through the Federal 

government (including indirect moneys through financial aid to students), these Acts 

were enforceable, which was not necessarily true of earlier measures. The bills also 

placed responsibility on schools and other public institutions for paying the potentially 

immense costs of ensuring accessibility and accommodations. 

Once these various laws and regulations had been signed into effect, institutions 

and individuals began to realize how high the economic costs could run. As Shapiro 

(1993) points out, it cost very little to desegregate on the basis of social race, but a great 

deal to desegregate on the basis of disability; e.g., architectural features potentially 

required change, and specialized equipment might be required. Initial estimates ran 
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overly high, as many institutions and municipalities originally considered the cost of 

making ail parts of all buildings accessible simuhaneously (Shapiro 1993). However, 

they soon came to realize that many of the needs of people with disabilities could be 

accommodated inexpensively and/or on an as-needed basis. Other provisions also 

lowered the feared costs to more manageable levels: (1) older buildings were not required 

to be refitted unless renovations were performed, (2) businesses were not required to 

bankrupt themselves in order to make buildings accessible, (3) only "readily achievable" 

alterations are required), and (4) small businesses (i.e., those with less than 15 employees 

total) were not legally required to restructure job requirements, alter layouts of work 

areas, or modify equipment for employees. 

At the same time, the number of independent living centers grew significantly, 

making people with disabilities more visible in communities and helping spread 

information and activism about civil rights for persons with disabilities. Many of these 

Centers wee supported by Federal funds channeled through state agencies. Some 

communities initially resisted the establishing of these centers, due to continued cultural 

ignorance and fear. However, most such resistance failed, and the number of independent 

living centers continued to grow. 

In addition to costs of accessibility, institutions and municipalities also learned 

about the costs of litigation. By 1979, in addition to individual suits against a variety of 

businesses, schools, and institutions, class-action suits had been brought against 

residential care institutions in 17 states (Funk 1987). Since 1979, people with disabilities 

have fi'equently sought redress in the courts, seeking injunctions requiring the defendants 
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to provide accommodations and pay fines and / or damages. While lower courts were 

often sympathetic to the plaintiffs, the Supreme Court has generally been restrictive and 

conservative in its interpretation of these civil rights laws. However, the costs of 

litigation can be high enough that the mere threat of a lawsuit persuades many businesses 

and institutions to comply with accessibility laws and / or to provide accommodations. 

1970s Continued: Media Representations 

While some films of this period continued to present negative portrayals of 

persons with disabilities (e.g.. One Flew over the Cuckoo's Nest), others drew on the 

Realistic fi-aming of people with disabilities that I described earlier, and included more 

balanced portrayals. These characters were physically stigmatized by their disability, but 

"didn't let it stop them." This was especially true for movies whose stories were 

advertised as based on "real life" individuals (e.g.. Mask; Brian's Song; The Other Side 

of the Mountain; Love, Mary). In such cases, the characters with disabilities were 

fi-equently valorized, portrayed as "rising above the odds." These portrayals reflect the 

American cultural value on "overcoming obstacles" through a positive attitude and 

perseverance, as well as the growing activist movement for Civil Rights for persons with 

disabilities. Normalized individuals with disabilities served as role models of ". ..personal 

adjustment, striving, and achieving..." for viewers (Longmore 1987:74). Still, as was the 

case with earlier representations (e.g., the one-armed man), their disabilities defined them 

as a person, since they were the characters' most salient characteristics. 

In its extreme form, this type of movie portrays characters who function as 

"supercrips" (Murphy 1987, Nelson, 1994), an image that is offensive to many persons 
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with disabilities, for much the same reason as the image of the "supermom" was 

oflfensive to many feminists (Leonard 1984). In these movies, the person with disabilities 

(i.e., the "supercrip") "does it all" through the strength of his or her own will and 

determination. An example is "The Terry Fox Story" (cited in Nelson 1994), the "real-

life story" of a young man who leg hopped across Canada in order to raise money for 

cancer after his leg had been amputated because of the disease. Many individuals see 

such stories as demeaning the less dramatic struggles that people with disabilities face 

regularly, and as implying that people with disabilities are somehow "...failures if they 

haven't done something extraordinary" (Nelson 1994:6). The struggles of people with 

hidden disabilities are particularly devalued by these portrayals, as a necessary quality of 

"supercrips" is that their difiRculties are clearly evidenced and seem painful to watch. 

This makes it clear to the audience that the heroic "supercrip" is overcoming obstacles 

that most people without disabilities would consider insurmountable. 

Portrayals from the mid-1970s to the present day portray many characters with 

disabilities as being gifted in some very specific way because of their disability. The 

earliest such representations focused on sensory disabilities (such as blindness) and 

emphasized the equalization of abilities between characters with and without disabilities 

that occurred in specific, non-usual environments (such as a completely dark house; e.g.. 

Wait Until Dark). Later, the non-impaired senses of characters with sensory disabilities 

were portrayed as actively enhanced by their disability. Perhaps the most common 

example is that of blind characters portrayed as having biologically-enhanced hearing 

(e.g.. Blind Fury). It is notable that their "extra" abilities are not framed as being the 
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result of compensatory focus on other senses, however, but as inherent gifts that are 

biological in origin. Further, these characters are sometimes so far outside the norm of 

human ability as to be "unnatural," socially isolated heroes by dint of their enhanced 

senses. They thus serve as tragic heroes who are powerful, but ultimately alone. Other 

characters have compensatory cognitive skills; a cultural icon of the "smart" person who 

uses a wheelchair emerged (e.g., the main character in the television show "Ironsides") 

during this period. 

Other films, including those portraying individuals with hidden disabilities, 

include characters with disabilities whose "gifts" are less heroic and are often socially 

based. These characters are often portrayed as isolated and child-like. They frequently 

exist "on the fringes of society," holding marginal social status while remaining socially 

connected to a limited number of social others, often to a non-disabled character of the 

opposite sex (either a romantic interest or family member) who is also socially 

marginalized. Thus these portrayals are also unpalatable (or offensive) to many persons 

with disabilities, including those with LD and other hidden disabilities. 

1980s 

During the 1980s, a mainstream, "middle-class" cultural emphasis on acquiring 

goods and capital, even at the expense of others, reflected a return to the values of the 

Protestant Ethic and capitalism overall. The election of Ronald Reagan reflected a 

growing conservatism in the U.S. Subsequently, there was a rhetorical re-emphasis on 

individualism, on the right of the individual to privacy, and on government non

interference in people's individual lives. Government acted to protect businesses. 
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especially large corporations. These changes slowed and, in some cases, even reversed 

gains made by the disability-rights movement (Funk 1987), thereby restricting the 

personal agency of many persons with disabilities. 

During this era, the country also saw a re-emphasis on positivistic science, and on 

the supposed power of allopathic medicine over natural states and processes. The number 

of medical specializations burgeoned, and the power of the American Medical 

Association increased. In addition, there was a resurgence of the eugenics movement, 

primarily evidenced in a tendency to refrain from providing treatment to newborns with 

severe disabilities; in proposals for "death with dignity" laws and policies; and in 

attempts to create a standardized, mechanistic formula to be used in deciding who should 

be allocated social and economic resources and who should not (Biklen 1987). (19) Thus 

the question of who was "deserving" of economic and other aid again became culturally 

germane, and the moral personhood of people with disabilities was again called into 

question. 

1980s Continued: Government Actions and Advocacy 

During their campaign. President Reagan and Vice-President Bush promised to 

eliminate or weaken government regulations that constrained or were costly to 

businesses. Once elected in 1981, the Administration tried to weaken or rescind 

disability-related laws and services as part of their efforts to fulfill this promise. In the 

first half of the decade. Social Security funding for hundreds of thousands of recipients 

with disabilities was eliminated, and many persons with mental illness were 

"deinstitutionalized," i.e., forced to leave care centers and to live without formal social 
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assistance, regardless of their relative ability to support themselves economically and 

socially. Various advocacy groups formed in response, but some persons with disabilities 

(most often, those diagnosed with schizophrenia or bipolar disorder) committed suicide 

or became homeless as a result of these cuts. Seymour Kaplan, a New York psychiatrist 

who was one of the chief proponents of deinstitutionalization has since "...called it the 

gravest error he ever made" (Torrey 7/8/97, Internet: The Forgotten Population). (20) 

Also in 1981, Reagan appointed a Task Force for Regulatory Relief, headed by 

George Bush, Sr. The Task Force targeted Section 504 as a very costly set of regulations. 

Disability advocates (notably parents of children with disabilities) began a grass-roots 

campaign, and tens of thousands of letters were sent to the White House to protest the 

proposed cuts (Shapiro 1993, Funk 1987). Evan Kemp, Jr., Director of the Disability 

Rights Center, met with Bush to personally advocate for the law, framing the law as 

providing self-empowerment and fostering independence and self-sufficiency (hallmark 

values espoused by the administration) rather than dependence on government 

bureaucracy. In subsequent public hearings, people with disabilities and parents of people 

with disabilities spoke in support of Section 504. In March 1983, the Administration 

formally announced it would no longer try to change or eliminate the law (Shapiro 1993). 

This successful advocacy campaign further encouraged political activism by people with 

disabilities and their allies. 

In the late 1980s, the first students whose education was entirely covered by 

Section 504 and PL 94-142 began to graduate from high school. These students were 

used to having their needs met through accommodations and Individualized Education 
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Programs (EPs), and were more self-assured in requesting accommodations than were 

earlier cohorts of students. As they moved into college, where there are no lEPs and 

where accommodations changed or became unavailable, activism re-emerged. 

In 1988, a protest at Gaulludet University, a school whose student body is 

comprised almost entirely of students who were Deaf, deaf, and hard-of-hearing, drew 

the attention of the U.S. to the cause for disability rights once again. (21) After the 

University hired a hearing person who could not communicate in American Sign 

Language as its President rather than one of the two non-hearing candidates, the young 

alumni (many of whom were survivors of the mid-1960s rubella epidemic), faculty, and 

students protested, demanding that the University hire a non-hearing candidate. Again, 

they used slogans and claims that reflected those used in the 1964 Civil Rights movement 

to win support for their cause. The protestors both used the media and took their case to 

Congress and the Presidential candidates, persuading them to urge the University to name 

a non-hearing President. After sufficient pressure, the hearing President resigned, and the 

school hired a Deaf man as President. They also hired another as Chairman of the Board, 

agreed that half the members of the Board of Trustees would be non-hearing individuals, 

and promised that no action would be taken against the demonstrators. 

Other activists promoted the Americans with Disabilities Act (ADA; PL 101-

336), a law designed to extend full civil rights, including protection against 

discrimination, to all persons with disabilities at all times. Like Section 504, it was 

patterned on the 1964 Civil Rights Act, but its scope was broader than that of Section 

504. The bill was initiated by the National Council on the Handicapped, a group of 13 
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people approved by Ronald Reagan, whose leaders had had personal experience with 

discrimination against persons with disabilities (Shapiro 1993). 

The first version of the bill did not pass. It was introduced in the closing days of 

the 1988 Congress when legislators were more focused on their re-election campaigns 

than on revieAving new, broad-sweeping legislation and when the President's Cabinet was 

distracted by the Iran-Contra scandal (and, possibly, by the President's worsening 

Alzheimer's Disease). It was also an expensive bill, which would have required all 

businesses, services, and municipal installations to be made fully accessible to all people 

with disabilities, unless doing so would cause "undue" financial hardship (Shapiro 1993). 

Given the pro-business disposition of Reagan and the lOO"* Congress, it is unlikely the 

bill would have passed without significant amendments. 

The 1989 version of the bill, rewritten by Democrats Ted Kennedy and Tom 

Harkin, cost less for businesses. It required that only new construction and renovations be 

fully accessible (which added very little to the costs). Modifications to existing structures 

would only be necessary if they could be made easily and at little expense. The bill did 

not mandate specific dollar amounts or percentages of construction costs. Also, the 

revised bill no longer included a provision allowing civil suits to be brought against 

businesses on the basis of discrimination (Shapiro 1993). These changes were expected to 

make the bill more palatable to businesses and, hence, to Congress and the Presidential 

Administration. 

Lobbyists, led by Patricia Wright of the Disability Rights Education and Defense 

Fund, worked for the passage of the ADA. In an unusual move for a lobbying campaign. 
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the leaders of the movement decided not to inform or involve the press. This tactic also 

differed from those employed in the movement for the 1964 Civil Rights Act, which had 

involved a large number of diverse media events designed to draw the attention and 

support of the nation and to change public attitudes toward social race. In the case of the 

ADA, activists believed journalists had too poor an understanding of the disability rights 

movement to understand information in a timely and useful manner. Their news stories 

were believed to indicate that they perceived disabilities as relevant only to individuals' 

struggles to "overcome a handicap," and not to social movements or to efforts to ensure 

fiill civil rights for persons with disabilities. Instead, the movement took its cause directly 

to members of Congress (Shapiro 1994, Shapiro 1993). 

Again, people with widely differing disabilities came together to support their 

collective civil rights. Activists (notably those with disabilities and members of their 

families) personally visited individual members of Congress to discuss discrimination 

against persons with disabilities and the consequent need for the ADA. They found many 

supporters for the bill, including some with disabilities or with family members who had 

disabilities. In the Congressional hearings for the bill, individuals told stories of being 

excluded from a variety of public places and job possibilities on the basis of prejudice 

rather than relative ability. A highly-publicized "crawl up" the West Front of the U.S. 

Capito! Building by demonstrators with paraplegia (most notably an 8-year-old girl) 

swayed public opinion in favor of the bill. 

The bill passed quickly, with little public examination. A few newspaper 

editorials pointed out the potential financial cost of the bill, but the issue was not taken up 
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by the media at large. The ADA was signed into law by President Bush in a ceremony at 

the White House on July 26, 1990 in front of3000 people. The signing was described as 

his making good on a campaign promise to help persons with disabilities participate in 

"mainstream" U.S. society, mirroring Kemp's argument. Regulations were written 

swiftly, and the law took effect in 1992 (Shapiro 1994). The signing of the bill was not 

well-covered by the press (Shapiro [1990] 1994), and, in fall of 1991, only 18% of 

Americans surveyed by Louis Harris and Associates were aware that the ADA existed. 

Additionally, unlike the Civil Rights Act of 1964, no Affirmative Artion program was 

instituted (Russell 2000); perhaps in part because a backlash against such programs had 

already begun within the business sector. 

1990s 

In the early 1990s, the gap between rich and poor expanded dramatically (Spring 

(1996). In 1996, Congress eliminated Social Security funding for over 150,000 children 

with disabilities, increasing this gap. An emphasis on the direct teaching of social values 

(including racial tolerance and anti-violence programs) and a de-emphasis on instruction 

in "the basics" (reading, writing, and math) limited the time spent on academic material 

in classrooms. At the same time, people with disabilities and parents of students with 

disabilities, feeling empowered by the laws enacted to protect their rights, began 

requesting and demanding increased accommodations in pursuit of full inclusion in the 

larger society. They employed legal recourse when they felt it necessary. This renewed 

activism and increased threat of legal costs led businesses and municipalities to provide 

services and accommodations, and to a variety of lawsuits and bills designed to curtail 
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application of Section 504 of the Rehabilitation Act, the ADA and PL94-142 (Shapiro 

1994). Activists today are constantly vigilant for such attempts, and disseminate 

information and calls for private action through an increasing number of channels, 

including the mass media, websites, and computer listservs. Such calls usually evoke a 

swift and ample response from a broad-based constituency. 

IDEA was re-authorized in 1997. When Congress passed the revised version of 

the bill, it also made a point of noting that the previous version of IDEA was not a failure. 

The earlier version had served to improve education for students with disabilities and to 

guarantee a free appropriate public education to all students. However, logistical and 

attitudinal barriers to the provision of this education meant that the law needed to be 

significantly revised. The new version of the bill strengthened parents' (i.e., consumers') 

rights within the lEP team, mandated that clear and meaningful educational goals must be 

set in lEPs, encouraged mediation in disputes between parents and school systems, 

addressed discipline of students (making its application more non-discriminatory) (22), 

and changed funding formulas to make them more flexible for states (Yell 1998). 

Many business leaders still consider the ADA to be a "disguised subsidy" 

(Epstein, quoted in Russell 2000) rather tlian a civil rights bill. They claim that its 

implementation lessens their competitiveness in the market by decreasing their efficiency 

overall, and they frequently appeal to politicians to ease the economic burden imposed by 

the law. However, politicians at all levels have come to understand the size of the voting 

bloc of persons with disabilities, and frequently support them publicly (rather than simply 

acquiescing to the demands of business leaders). This includes ex-President Clinton, who 
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pointed out that persons with disabilities are consumers, with the right to receive quality 

services that they themselves control. Even newly-elected President George W. Bush, Jr., 

whose policies and actions have been ah'eady been criticized by people with disabilities 

and their allies, espouses a public rhetoric that declares his support for people with 

disabilities. 

The Americans with Disabilities Act (ADA), upon which the requirement to 

provide accommodations rests, is currently under attack from two directions. First, the 

requirement is seen as an "unfunded government mandate." While this is not exactly true, 

government funds provided to schools to cover the costs of accommodations does not 

fully do so, which means that schools must pay a percentage of the costs themselves. 

Individuals who see the ADA as an unfunded mandate usually advocate for increased 

funding from the government. Some, however, advocate for the elimination of the ADA 

if frinding is not increased. It is unlikely that the Federal government will provide 

significant increases in funding. However, parents and students who hold a consumer 

framing of schools are likely to demand increased and improved services from schools. 

(See Appendix A on framings of schools.) If diagnoses are provided to all students who 

are potentially diagnosable with LD, costs could increase exponentially. 

The second attack on the ADA comes from a very different direction legally, but 

from a similar constituency; the originating concern is, again, funding. Several states are 

challenging the Constitutionality of the ADA in an effort to have it (and its funding 

requirements) eliminated altogether. Elimination of the ADA may lead to an intensified 

geography of disparity in diagnosis and accommodation provision, especially if states are 
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individually made responsible for determining policies. Families in the U.S. have become 

increasingly mobile, and quality of education is often a primary parental concern in 

deciding where to live. Since only families of sufficiently high economic standing are 

able to choose where they live, differences in levels of disability-related diagnoses and 

provision of accommodations could very well increase state-level disparities in both 

quality of schooling and economic standing. 

Recent judicial decisions have increasingly limited the scope of "reasonable 

accommodations." A recent case of notable impact is Gonzales v. National Board of 

Medical Examiners (6*** Circuit Court of Appeals No. 99-1931, August 2000). In 

Gonzales, the court specified that individuals seeking accommodations should not be 

compared to their academic peers in determining whether they are impaired. Rather, their 

abilities should be compared to those of the population at large. Specifically, the court 

decided that Michael Gonzales was not entitled to receive extended time for test-taking in 

medical school because he was able to read at a level comparable to that of "average" 

people (as opposed to the reading level of his medical-school peers; Gephart & Filo 

2001). This decision was reinforced by a similar finding in the case of Betts v. Rector & 

Visitors of the University of Virginia (4"* Circuit U.S. Court of Appeals, 42 USC § 1983), 

in which it was decided that Betts ".. .could not show that his impairment restricted his 

ability to learn as compared to the average person in the general population" (Legal 

Roundup 2000). These decisions are considered to be problematic for graduate, law, and 

medical students with LD and for students enrolled in highly competitive undergraduate 

programs. This level of education is considered to be above what the "average" person 
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receives; these students could be denied accommodations on the ground that they are 

already "above average" performers. In other words, people who are perceived as beng 

"hard workers" (and have learned to compensate for their difficulties) or are "high 

functioning" (positive deviants) might be unable to receive accommodations {Gonzales 

and Bartlett 2000). 

In Sutton V. United Air Lines, 15 NDLR^f 127 (U.S. 1999), the Supreme Court 

found that individuals whose disabilities can be "mitigated significantly" (in this case, 

that vision could be adequately corrected through the use of prescription eyeglasses) 

should not necessarily be considered "substantially limited" in performing life tasks 

(Internet; DAIS). This decision means that such individuals do not have protection under 

the ADA or Section 504. 

The decision \n Albertson's Inc. v. Kirkingburg (143 F 3d 1228) reinforced and 

extended Sutton by indicating that people whose disabilities can be mitigated or who do 

not meet job (or, potentially, school) qualifications may be different from others without 

being disabled. Thus the rhetoric of "learning differences" surrounding AD (and LD 

more generally) could pose legally problematic for individuals claiming disability-related 

rights if they refer to themselves this way during court proceedings. 

Swanson v. University of Cincinnati (143 F. 3d 1228), the plaintiff requested 

reasonable accommodations for a case of severe disruption that was disrupting both his 

sleep and his concentration, hence his ability to perform his residency duties adequately. 

The Sixth Circuit Court of Appeals decided that he was not entitled to reasonable 

accommodations because, at the time, he had been taking Prozac (an anti-depressant) and 
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an anti-anxiety medication and thus could have performed adequately, due to the 

medication. The court stated that businesses (and, by extension, institutions) must 

consider mitigating (and aggravating) medications and prosthetics in deciding whether or 

not to grant reasonable accommodations. 

A concern raised by many disability service providers and activists, as well as 

some legal experts I have spoken with, believe that this position could be extended to 

Ritalin. The medication could be considered a "mitigation" that must be considered in 

decision-making regarding reasonable accommodation. MSwanson and the similar cases 

are extended to cover AD and Ritalin, it is possible that many (if not all) students 

diagnosed with AD who are prescribed medications might find themselves unable to 

receive accommodations under the following reasoning; [I] According to sociocultural 

beliefs promulgated by medical practitioners, schools, and activists, medications such as 

methylphenidate control the "signs" of AD. [2] If the student takes the medication and 

performs adequately, there is no need to provide accommodations because there are no 

disability-related problems. [3] If the student takes the medication and does not perform 

adequately, it is possible that the student is "not otherwise qualified" to be in college, 

because the medication should "take care of the problem" for students with AD. [4] If the 

student does not take the medication, the student is resisting prescribed medical treatment 

that research indicates will work, and does not need to be accommodated (since the 

disability would otherwise be significantly mitigated). 

Recent challenges to ADA have also come fi-om states' rights movement leaders. 

For example, in University of Alabama at Birmingham v. Garrett (No. 99-1240; 2/21/01), 
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the Supreme Court determined that state employees cannot sue for money damages 

through Federal courts. After the decision, Bob Kafka, a Board of Directors member of 

an activist group, American Disabled for Attendant Programs Today, expressed a concern 

that the Garrett case could become . .the first domino that can eventually topple the 

ADA" {Garrett headed to Supreme Court 2000). His concern is based on the question of 

whether Federal laws such as the ADA can be imposed on states (e.g., at state 

Universities) or whether the states' rights guaranteed by the 11''* Amendment to the U.S. 

Constitution exempt states from the duty to provide accommodations (Internet; The 

Garrett Case). Many disability activists believe that the Garrett case does indeed provide 

a challenge to ADA and Section 504 of the Rehabilitation Act by opening up the 

possibility that a court could determine that these laws are unconstitutional and abrogate 

the states' rights guaranteed by the 11''* Amendment (Internet; The Garrett Case). 

Another case considered to be highly significant is Toyota Motor Mamrfacturing 

V. Williams (224F. 3d 840). In this case, the Supreme Court decided that being impaired 

for certain tasks (e.g., carpal tunnel syndrome as limiting the ability to perform a specific 

job) does not necessarily mean the person is "substantially limited in major life 

activities," a requirement for ADA- and 504-related protection. People concerned with 

AD and LD have expressed the fear that this could be extended to students with these 

diagnosed disabilities. They have expressed concern over the possibility that tasks 

involved with obtaining an advanced degree or those involved with specific majors or 

"highly competitive" schools might not be considered "major life activities" (e.g., taking 
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a Calculus test as opposed to "learning") and therefore colleges might not be required to 

provide accommodations. 

No one case by itself would necessarily be seen as pivotal; rather, service 

providers and activists are concerned about the emerging pattern of cases. Taken 

together, these cases are believed by many to indicate a growing conservatism within the 

highest courts that has been interpreted as restricting the rights of persons with 

disabilities, including their rights to accommodations. 

Recent Supreme Court decisions are seen as weakening the ADA overall. Most of 

these decisions have been close (5-4 vote) decisions, with Republican-appointed judges 

voting in the majority. This pattern has recently been challenged by Democratic Party 

leaders. A notable critic is Senator Charles Schumer of New York, a politically powerful 

state. He recently told the Supreme Court, 'As someone elected by the citizens of my 

state to legislate, I am profoundly troubled by the extent to which the judiciary has 

abrogated Congress' powers in the past few years... The fundamental role of the 

Congress is to make laws. The executive (branch) implements them. And [the Supreme 

Court is] are nominated and confirmed to interpret and apply those laws" (Gearan 2002). 

In response. Justice Sandra Day O'Connor, criticized the hasty passage of the ADA and 

commented that".. .the court's current term probably will be remembered as the 

'disabilities act term' for the number of cases dealing with the civil rights law (Altschul 

2002). Senator Steny Hoyer of Maryland then suggested that Congress consider revising 

the law in order to preclude judicial "...'retroactive mind-reading'... and re-establish 

some protections the court has taken away" (Altschul 2002). This means that 
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individuals' rights and responsibilities under the law may change (potentially often and 

rapidly) in response to contestation over who can define "disability" and legally-granted 

accommodations. This contestation between the legislative and judicial bodies of the U.S. 

Federal system over how "disability" is defined reflects the ongoing process of 

medicalization as well as the current political economic climate of the U.S. 

1990s Continued: Media Representations 

The media icon of the "smart" person who uses a wheelchair developed further 

during this decade. In many recent portrayals, the character is a computer expert. Most 

often, these characters help superheroes from "behind the scenes," serving as a modem-

style sidekick who is indispensable but confined in space. In many such portrayals, the 

character uses a wheelchair because of injuries sustained while playing a more active role 

in fighting crime or other evils (e.g., Logan in "Dark Angel"). 

Portrayals by disability activists, such as Marlee Matlin (most famous for her 

roles in Children of a Lesser God and on television's "E.R_"), and some other, very 

recent portrayals (including in The Bone Collector and "Malcolm in the Middle") portray 

characters with disabilities who are muhi-dimensional, with flaws, foibles, and 

personalities as well as heroic qualities and disabilities. Characters are also more 

frequently shown facing and confronting discrimination. This enactment of agency by 

characters often includes monologues in which a character directly argues for the rights 

of persons with disabilities. Characters with disabilities are also increasingly part of the 

background cast in both television shows and advertising, as opposed to solely being 
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foregrounded. They thus become integrated into the social world rather than serving as a 

(positively or negatively) stigmatized "other" whose presence stands out. 

This change in representation probably reflects the increasing activism of persons 

with disabilities in pursuit of their rights as citizens and decision-making agents, and the 

increasing emphasis on independence and self-directed living that were part and parcel of 

this activism. Activism through television programming can be a powerful tool. A 1991 

study indicated that television had by then become a powerful mode for changing 

perceptions and attitudes (Nelson 1994). Other studies, often with a theoretical basis in 

principles of social learning theory, support the premise that television is a powerful 

instructor of socio-cultural values and attitudes (Greenfield 1984). Indeed, it has become 

cultural common sense (Geertz 1973) that television is especially powerful for such 

instruction, even when this purpose is not intended. 

The general history of disability includes the politics and economics of war and 

militarization; U.S. cultural values concerning education, individuals, and individuality; 

media representations; Civil Rights; and the personal and collective agency of individuals 

and activists. Within this larger landscape, the specific histories of learning disabilities 

and attention deficits have played out in similar patterns. I will now turn to the specific 

history of these disabilities in the United States. 
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Endnotes to Chapter 2 

(1) In this chapter, I will refer to these collectively as "LD," since distinction between 
these categories of disability will not be discussed in this chapter. 

(2) Eugenics is still an underlying theme in U.S. culture. Immigration laws continue to 
exclude people whose labor is not considered sufficiently valuable, and sterilization laws 
for persons with disabilities still exist in some states, although the language of these 
focuses on "protecting" people who cannot make decisions about their body, rather than 
on excluding genetic stock. 

(3) It has since become a bureau within the Veteran's Administration that deals with 
benefit programs. 

(4) This attitude continues to this day in some Offices of Vocational Rehabilitation, 
although the rhetoric has changed to an economic formulation. Those who are seen as 
having the best chance of becoming self-sufficient through employment in a profession 
(as opposed to a shorter-term job) are "invested in." Ironically, once the "investment pays 
off," and the individuals obtain full-time jobs, they run the risk of losing the medical 
benefits that allowed them to pursue a job in the first place. 

(5) The power of these fears about non-visible dangerous "others" is clear in the case of 
the 1954 McCarthy hearings. These were held to identify "Communists," whose "social 
danger" was hidden until revealed through the culturally-constructed disclosures of the 
hearings. 

(6) This pattern in rural areas and inner cities continues today. 

(7) This movement sought to integrate individuals with severe disabilities into 
communities rather than housing them in institutional settings. 

(8) "Temporarily able-bodied," or TAB, is a term used by many activists of the disability 
community to refer to people who are not disabled. It is intended to underscore the point 
that individuals without disabilities can become disabled through accident or chronic 
illnesses associated with increasing age. 

(9) Major telethons continue to run, although in 1991 "Jerry's Orphans" began an annual 
picket of the Jerry Lewis Labor Day telethon for the Muscular Dystrophy Association. 
The group takes its name from Lewis' paternalistic references to the poster children on 
the televised event as "Jerry's Kids;" members are former poster children for the telethon. 
Lewis further angered disability-rights activists and other concerned individuals in 2001, 
when he stated in the "CBS Morning Show," a popular news and entertainment program, 
that inducing pity should be a preferred method of fund-raising and that if "[y]ou don't 
want to be pitied because you're a cripple in a wheelchair[, s]tay in your house!" This led 
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to activist protests in print and in person at the telethon, along with a record high in 
donations ($56.78 million as opposed to the previous record of $54.6 million). Lewis 
received a 'Turkey" award from the Disability Rights Advocates (DRA) for his 
statement. Lewis and the Muscular Disability Association later denounced his comments. 
He continues to be a spokesperson for the telethon. 

(10) Roosevelt hid his use of a wheelchair (due to loss of leg motor function caused by 
polio) During his tenure in office, in part to portray himself as a symbol of the U.S. as 
vigorous and "tough." Even today, many people in the U.S. do not realize he had a 
disability. A proposed statue of him in a standing pose was heavily protested by disability 
activists. Those in favor of the original design claimed to be representing him as he chose 
to be represented in his lifetime. The statue's final design posed him in a wheelchair. 

(11) The President's sister, Rosemary, was bom with developmental disabilities. Her 
father arranged for her to receive a prefrontal lobotomy when she was an adolescent; 
there is controversy over the reason for this operation. The operation was performed in 
1941 on the sole decision of her father, shortly after she had successfiilly been introduced 
to the Queen of England; there have been some conjectures that her family was socially 
embarrassed by her tripping on her dress during the ceremony. Such operations were 
believed to promote self-control of behavior, and Rosemary's behavior had been judged 
by parents to be "aggressive" and "disobedient," at least for a young woman of her social 
class. She was largely hidden from public view in care institutions after this operation, 
although her status as a member of the family began to be publicly acknowledged 
beginning in 1962 (Veenhuis 2001, Internet; Bathroom Girls, Internet: Timeline of 
Kennedy Tragedies,). 

(12) The DoR funds students' schooling with the goal of making them employable. DoR 
officials involved with the case thought that funding Roberts' education would be a 
misuse of funds. 

(13) Student-centered framings place priority on individuals' education for the sake of 
helping them improve as persons and/or as effective thinkers. This development is 
considered to be instrinsically valuable and sufficient as a reason for educating citizens. 
Programs based on such framings tend to be more flexible and individually-oriented than 
worker-centered framings. These reflect the needs of the marketplace for workers and 
oiSasx productive citizens and emphasize homogeneity, punctuality, and other workplace-
relevant values more than do their counterparts. See Appendix B for an overview of these 
framings. 

(14) See Young (1995) for a detailed account of the emergence of post-traumatic stress 
disorder as a modem category of disability. 
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(15) Previous laws, such as the 1968 Architectural Barriers Act, which was limited to 
Federal govermnent buildings, had focused on guaranteeing physical access only 
(Internet: A Chronology of the Disability Rights Movement). 

(16) Following these successful class-action suits, 46 more were filed, in a total of 28 
states; all successfully used the same legal grounds (Yell 1998). 

(17) These are primarily accessed by upper-middle class and well-educated parents; this 
pattern held true for interviewees. 

(18) Such fears reflect continued social anxiety over potential "moral contamination" 
from these other negatively stigmatized social categories of persons. 

(19) This resurgence was resisted by the Reagan Administration's Surgeon General, C. 
Everett Koop, who publicly opposed the choices of parents to let their severely disabled 
offspring die. This was most publicly played out in the 1973 case of "Baby Jane Doe," 
who was bom with spina biflda. 

(20) Deinstitutionalization had been a smaller-scale movement before these funding cuts 
were made. 

(21) Persons who cannot hear but want to be integrated into hearing society and culture 
are referred to as being "deaf the term for the disability. Those who believe in linguistic 
separatism and participate in a culture that is designed for persons who do not hear and 
whose first language is American Sign Language are referred to as "Deaf" Persons who 
are hard-of-hearing can hear some sounds, and may wear hearing aids to help them 
participate more effectively in hearing society and culture. 

(22) Recent debates in the public sphere concerning discipline in schools have accused 
schools of applying discipline in a discriminatory fashion in incidents involving students 
with "conduct disorders," including AD. 



I l l  

Chapter 3 
Setting the Stage Part II: 

An Overview of the Development of the Concepts of LD and AD 

The invention of 10 does a great disservice to creativity in education 
-Joel Hildebrand 

Having reviewed the general historical context of society's views regarding 

persons with disabilities in the U.S., I now focus on the specific history of LD and AD. I 

describe early cultural understandings of difficulties in learning (including attention-

related difficulties) to illustrate the origins of these contemporary categories of disability. 

I will also discuss the histories of medicalization, research, special education, and media 

representations of LD and AD. I rely on the work of Winzer (1995) to organize this 

chapter into sections that trace the historical development of the category. I also discuss 

the development of assessment measures and specific media portrayals of characters with 

LD. I open this chapter by briefly discussing a relevant educational philosophical 

groundwork for the U.S. system of special education. 

Most students who are diagnosed with LD and AD before college spend some 

time in special education; in segregated classrooms or schools, in resource rooms, in 

tutoring sessions, or with classroom aides. Many basic tenets of the U.S. special 

education system are drawn from the philosophy of the eighteenth-century French 

Enlightenment; [1] Humans should not be prejudged by others; [2] Every person is 

innately good and has natural abilities; [3] These abilities and a student's "goodness" can 

be fostered through education (especially individualized education); [4] Humanity as a 

species is perfectable, primarily through science and education; [5] People are 
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responsible to each other, [6] Society has a duty to help its citizens perfect themselves; 

and [7] Those in authority are not necessarily correct, particularly if they are 

promulgating inequality. Authority can thus be resisted for the good of individuals and 

society. 

Rousseau (1712-1778) and Locke's (1632-1704) ideas were extremely influential 

on the development of educational theories concerning how people should be taught. The 

conviction that humans are bom as tabula rasas (i.e., blank slates with no innate 

knowledge of the world) promoted a view of education in which student capabilities are 

not preordained by deities, devils, curses, or actions in previous lives and are not caused 

by inborn biological characteristics. Rather, these capabilities are acquired through 

experience - primarily sensory experience - and reflections on that experience (Safford 

& Safford 1996, Winzer 1993). This emphasis on sensory experience has translated into 

the use of multisensorial teaching techniques (some of which are described below) and 

training in proprioception during early childhood education. However, as students move 

through their educational careers, this method of education is replaced by an emphasis on 

auditory presentation, supplemented by the use of visual symbols (primarily through 

written language). Rousseau's beliefs that cognition develops in discrete stages and that 

children have a right to be happy when learning were revolutionary during the 18"* 

century (Safford & Safford 199S), but have become accepted tenets of special education. 

Condillac's (1715-1780) ideas have also been highly influential on U.S. 

education. He emphasized the distinctiveness of learners and the need for teachers to be 

responsive to individual students. He decried the use of rote memorization and recitation 



113 

exercises in schools, and sought to replace them with activities that emphasized sensory 

inputs and language development. He also stressed the importance of students' 

motivation as necessary for school success (SafFord & Safiford 1995). The work of these 

three philosophers provided the philosophical underpinnings for modem practices of 

special education for students with LD, AD, and other disabilities. 

In the 18"* century, language, which is acquired through experience, was 

considered to be the precursor to cognition and rationality. Its primary value was 

considered to lie in its function as a communication system. The fact that it is also a set of 

functional elements was not acknowledged at the time. Communication through language 

was prioritized over other aspects of language, such as spelling, syntax, and morphology. 

These are the aspects of communication that people with LD have the most difficulty 

with. When research on educational outcomes failed to support the premise that sensory-

based education programs produced people with strong analytic and abstract thinking 

skills, educators and theoreticians sought another paradigm. 

Educational psychology, which focused primarily on assessment and principles of 

behaviorism, emerged at the end of the 19"* century. These specialists sought to move 

beyond descriptive, case-study methodologies to ask why and how people learn best 

Based on a production-line, worker-oriented model, it looked for overall patterns that 

could be used in group-based (rather than individualized) education. The field eventually 

gained tremendous influence in the area of special education, most notably in the cases of 

LD, gifledness, and mental retardation. Educational psychologists have a privileged 

position among professionals in disciplines related to LD in that they are certified to 
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administer IQ tests, which are required by almost all school districts as part of the 

diagnostic procedure for LD. I will elaborate on this point later in this chapter. 

Phase I: Foundations CI800-1930) 

Research on the difficulties that now are grouped under the term "learning 

disabilities" began with early research on language difficulties that were not associated 

with deafiiess, and on reading and writing difficulties that were not associated with 

blindness. Most research emphasized clinically-based medical studies that focused on 

anatomy and physiology rather than on education. The emphasis of these researchers was 

on locating areas of the brain that were specific for aural language learning and 

understanding, and for oral use of language (Mercer, 1983). Researchers believed that by 

pinpointing areas of the brain that were ''abnormaF' and studying the behaviors of people 

in whom those "abnormalities" occur, they could find specific treatments and cures for 

language-related difficulties. This reflects the tendency of U.S. researchers to medicalize 

individuals' difficulties in order to systematize treatments for labeled conditions. 

During the 19"' century, breakthroughs in bacteriology led to the development of 

anti-bacterial vaccines, the development of pasteurization, the inception of antiseptic 

surgery, and systems of measurement for vital processes such as lung capacity. Advances 

in biochemistry increased the faith of people in U.S. society in the curative powers of 

formalized allopathic medicine (Starr 1982). As I discussed in Chapter 2, these medical 

developments raised societal hopes that children with sensory disabilities and mental 

retardation (the first groups excluded fi-om "regular" education) could be "cured." 
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When "'cures" for these disabilities failed to appear, the initial imperative to 

integrate "special" students into society changed. The new goal became to segregate 

these children from society in order to protect society from the potential threats they 

represented Later, individuals with sensory disabilities were considered worthy of 

education when it became evident that they could learn and could potentially contribute 

their labor to society. 

The education of the "feeble-minded" was more often considered a waste of 

social and economic resources, as individuals given this label were not considered 

capable of contributing productively to society. Furthermore, members of the larger 

society believed that educating these people created a risk of producing more intelligent 

criminals, since retardation and criminality were often linked by researchers who studied 

inmates of both asylums and prisons. E)uring this period in history, there was no system 

of categorization for students with learning difficulties or mental retardation (i.e., 

"slowness"). Students' difficulties were assumed to be biological (initially believed to be 

the result of parental evil; later, of genetics), but the possibility of other etiologies, such 

as trauma or deprivation, was not discounted (Safford & Safford 1995). 

An emphasis on inheritance of genetic traits (which at the time were thought to 

include morality, intelligence, and abilities), the rise of a eugenics movement, and 

increasing immigration rates led many policy makers to propose systems of education 

that restricted access to public education. Policy makers needed a set of labels to indicate 

who was ineligible. During the middle of the 19"* century, Esquirol (1772-1840) 

suggested that the previously-generic term "idiocy" should be used only in reference to 
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people who were at "...the utmost limit of degradation..." (1845 [1838]; 467, in Safford 

& SafTord 1995); i.e., unable to leam language or to control their actions, attentions, or 

senses. Other influential educators of the time, notably Howe and Seguin, agreed with 

Esquirol's proposal. Howe indicated that "idiocy" was a rare condition, and said that the 

larger number of "fools" was trainable. A hierarchically-organized terminology was 

instituted, but these terms became (and remain) insults in the larger culture. (1) As a 

result, the original terms were replaced by more neutral terms intended to preclude 

negative stigmatization of labeled students. However, these have also become 

pejoratives. For example, the word "special" has come to strongly reference "mental 

retardation," due to its consistent use in fund-raising commercials and telethons to 

reference children labeled as "mentally retarded." 

In 1866, Down identified a condition he termed "mongolian idiocy" (sic, in 

SafTord & Safford 1995:166); which he initially believed was caused by tuberculosis, but 

later attributed to "genetic retrogression." (2) This group of people with learning 

difficulties was segregated from the other students, and was deemed uneducable except 

for the learning of simple tasks (Safford & SafiTord 1995). A variety of taxonomic 

schemas followed, all attempting to indicate which potential students could be educated 

through standard or remedial means, which could be trained for tasks, and which could 

not be educated to any socially-valued extent and merited only custodial (or no) care. (3) 

In 1896, a teacher brought a 14-year-old boy with "a puzzling spelling problem" 

to the University of Pennsylvania's "clinic for psychoeducational study and treatment of 

children," which was named the Psychological Clinic later that year (Safford & Safford 
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1995: 242). This is the first recorded case of a learning difficulty that would probably 

now be diagnosed as a LD (probably dyslexia), although the diagnosis and outcome of 

the case were not recorded. This case serves as evidence of both early trends towards 

medicalization and towards the reduction of persons to their labeled conditions. (4) The 

clinic was run by Lightner Witmer, who was developing a system to diagnose and 

remediate learning and behavior difficulties; he called this system "orthogenics." 

Witmer's focus on students who were having problems ran counter to the other major 

research methodology for studying children, which involved longitudinal case studies of 

children who had no pronounced difficulties. Witmer and others were able to help 

children with learning difficulties to eventually integrate into the "regular" school system, 

including some children who had been labeled "ineducable" (Safford & Safiford 1995). 

Although these problems were not called "learning disabilities," Witmer's work made it 

clear that children who did not learn to read, spell, and perform other school-related tasks 

in "regular" classrooms could be taught if appropriate pedagogical methods were used. 

In 1902, Still, a researcher in a psychiatric hospital, described a condition he 

called "A Defect in Moral Control," in reference to the impulsivity and hyperactivity of 

the children he was working with. Despite the label he gave it. Still considered these 

children's "inappropriate" behaviors (including low "inhibitory volition," and being 

"defiant," "aggressive," or "resistant to discipline") to be caused by brain injury at the 

time of birth or to heredity, rather than being behavioral or moral in nature (Diller 1998, 

Kelly & Ramundo 1993). The difference between his label and its intended connotations 

reflects the blurring between moral and medical views of education and "teachability" 
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prevalent at the time. Still did not term these difficulties "disabilities," but today these 

children would probably be diagnosed with a form of AD. This tum-of-the-century 

categorization is the earliest record of these behaviors' being framed as a physically-

based disability. 

Phase I Continued: lO Testing and Other Psvchometrics 

Testing of cognitive ability "...emerged from the confluence of Darwinism, child 

study, and efforts to establish psychology as a science..." (Safford & Safford 1995:175). 

Galton (one of Darwin's cousins) was the first person to try to create such a test. He is 

best known for establishing the use of the (in)famous "bell curve" of intelligence, based 

on the premise that all traits appear in the human population in a specific numerical 

distribution. The curve was constructed using a variety of statistical methods are now 

used in "diagnosis" of LD (Safford & Safford 1995, Winzer 1993). (5) Galton designed a 

series of tests intended to indirectly measure intelligence by measuring presumed 

behavioral correlates. These did not distinguish between aptitude and achievement 

(Winzer 1993), a distinction that would later become crucial in the measurement of LD. 

Pearson continued Galton's work by trying to correlate scores on ability tests with other 

variables (Safford & Safford 1995), such as intelligence. In 1897, Ebbinghaus designed a 

sentence-completion test that predicted school achievement relatively well but did not 

become widely used (Winzer 1993). 

Spearman designed intelligence tests that were intended to distinguish between 

specific intelligences (which could reflect in an aptitude for music, etc.) and general 

intelligence. At the beginning of the 20"* century, his belief in a "general" intelligence 
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was dismissed by critics, who believed that intelligence was composed of muhiple 

"primary abilities" such as spatial perception and perceptual speed (Winzer 1993:265). 

However, the concept of a unitary, overarching intelligence eventually became canon. 

The "Intelligence Quotient" (IQ) test used today in the diagnosis of LD combines scores 

on various subtests into a single, unitary score. 

In 1900, Catell developed the first "mental tests," a series of 50 tests of factors 

such as attention and memory that were intended to measure intelligence level (Safford & 

Safford 1995). His work marked a transition fi-om looking at the capabilities of 

individuals to looking for differences between individuals that could be reliably identified 

through quantitative methods. Catell was strongly influenced by the eugenics movement, 

and one of his explicit goals was to identify "feebleminded" people. However, the 

predictive value of his tests was extremely low for all ages of subjects (including college 

fi-eshmen), and, as a result, the psychometrics movement was discredited (Winzer 1993). 

In 1904, in France, Binet was asked to create a test that could be used as a tool to 

empirically identify students who could not succeed in the standard school curricula and 

required special education or "mental orthopedics" (Gould 1981:154). Binet accepted the 

task on humanitarian grounds. Like Spearman, Binet believed that intelligence was a 

single trait, based on cognitive reasoning and judgment, and influenced by education. The 

resultant Binet-Simon test (1905) produced a single score for "intelligence". It is 

important to note that Binet did not believe that intelligence was fixed and immutable; the 

model of intelligence as static and inborn was a re-working of this model peculiar to the 

U.S. The Binet-Simon test was designed to be administered to individuals rather than to 
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groups, and required trained personnel to administer it. This professionalization of the 

diagnostic procedure promoted the medicalization of intelligence testing. The concept of 

"orthopedics" also reflected medical terminology. 

The Binet-Simon scale introduced the concept of "mental age" as a way to define 

educational potential; this basic concept is still in use today in the diagnosis of both LD 

and mental retardation. When a person's mental age tested as being three or more years 

below chronological age, he or she was labeled "retarded" and excluded from regular 

schooling. The French government accepted and implemented the test, but Binet was 

dissatisfied with its validity and revised it in 1908 (Winzer 1993, Gould 1981). 

Psychometricians, notably those involved with the new field of educational 

psychology (which emerged in the 1910s) were also pleased with the test. Two groups 

created revisions of the Binet-Simon scale; one led by Goddard at his Psychological 

Laboratory at the Vineland Training School in New Jersey, and one led by Terman at the 

more-prestigious Stanford University in California (Winzer 1993). The latter revision 

introduced the first formal "Intelligence Quotient" test, designed to measure intellectual 

aptitude as well as (Safford & SaflFord 1995). Its 1916 revised version (called the 

Stanford-Binet scale) became the standard of the day (Winzer 1993). The development 

and refinement of the tests involved the latest social scientific methodologies, backed by 

the prestige of Stanford University. Thus the concept of a linearly measurable, unified, 

and iimate intelligence that remained constant throughout an individual's life was fully 

accepted. The results of the tests were believed to be accurate and scientifically valid; and 

the IQ test became the linchpin of educational testing. New taxonomies of cognitive 
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ability were created, based on mental age and/or IQ scores. These were designed to 

exclude some potential students from the education system and to "track" students into 

"appropriate" types of education (SafiFord & Safford 1995, Gould 1981). 

Goddard's position on intelligence ratified the social order and reflected a 

secularized Protestant Ethic. He believed IQ was fiilly inherited and could not be affected 

by education. In his view, people held their positions within the socioeconomic hierarchy 

due to their genetically-inherited ability to reason, and not on their access to quality 

instruction and educational materials, on their general health and nutritional level, or on 

other socioeconomic factors. Thus the existing social order was "natural;" furthermore, it 

was morally correct. Goddard considered criminals, alcoholics, prostitutes, and other 

marginalized people to be "morons" or "feebleminded," incapable of adapting to moral 

conventions of society. In his eyes, those who tested highest on the Stanford-Binet scale 

were the rightful rulers of society; their scores indicated their fitness. 

Terman, who was primarily responsible for establishing the IQ test as a social 

institution, revised the scales to narrow the range of acceptable answers. The new answer 

set excluded "creative" answers and intracultural variation. He also emphasized the 

importance of using IQ tests to mark the "unfit" for removal from school (and, 

potentially, the overall society) and to "track" people into educational programs that 

would prepare them for their eventual jobs. Positions that provided high pay and prestige 

were assumed to require IQ scores of over 100 (Gould 1991). Physical labor was said to 

require lower scores. 
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IQ testing using the Stanford-Binet scale (both the original and Terman's 

revisions) was criticized almost immediately as measuring a vague, inseparable mix of 

ability and learned knowledge and as creating a caste system in the schools and country 

(SafTord & Safiford 1995). (6) Later, the tests were seen as racially and economically 

biased, inadequately validated, and costly in terms of professional time spent 

administering and scoring the tests (Jacoby & Glauberman 1995, SafFord & Safford 1995, 

Gould 1981). Scores were also sometimes misleadingly low (Safford & Safford 1995, 

Grubb 1992). 

Development and implementation of Army Tests for World War I further 

strengthened public acceptance of IQ testing. Results of large-scale testing of immigrants 

and Army recruits indicated to Americans that their genetic pool was becoming polluted 

by inferior stock. Frightened, Americans increasingly supported the nation's use of IQ 

tests as a gatekeeping mechanism against immigration. Businesses wanted tests that could 

help them make hiring and training decisions, and provided necessary funding (Winzer 

1993, Gould 1991). The wide variety of markets for group IQ testing established 

psychometrics as an industry within the U.S. As individualized IQ testing became 

increasingly used by school systems psychometricians began to specialize in either group 

or individual IQ testing. 

Members of the medical profession were beginning to become interested in 

reading, writing, and attention difficulties, in part due to studies of neurological injuries 

that soldiers sustained in World War I. In 1917, the first study of disorders of written 

language was published by Hinshelwood, a Scottish eye surgeon interested in the 
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etiology of writing difficulties and in techniques for remediation. He termed these 

difficuhies "word blindness" and pointed out that problems some students faced in 

learning to read were not due to impaired vision, but to an inability to interpret written 

language. He theorized that this problem resulted from damage or deficit in areas 

localized for memory in the left hemisphere of the brain, which he hypothesized was the 

neurological region specific for speech and language. 

Hinshelwood believed that intensive study and practice of reading could help 

individual overcome task-related difficuhies and improve visual memory, believed to be 

anatomically located in the brain (Mercer, 1983). In his monograph Congenital Word 

Blindness, he proposed a three-step process for teaching these individuals to read; 

"[TJeaching a student to store the individual letters of the alphabet in the part of the brain 

that processes visual memory; teaching the student to spell words orally, thus developing 

auditory memory and the ability to retrieve words rapidly; and transferring the auditory 

retrieval to the visual memory centers of the brain" (Winzer 1993:359). This 

multisensory / multimodal system is similar to many that have been subsequently 

designed for students with LD, including the Orton-Gillingham and Frostig methods, 

currently two of the most lauded pedagogies for elementary and middle school students 

with LD (Mather 1994, Mather & JafFe 1992). 

An encephalitis lethargica epidemic (1916-1926) in Europe and North America 

reinforced the idea that brain injury was the cause of learning and attention difficulties 

(Kolata 1999). Children who recovered from this viral infection of the brain cvidcnced 

cognitive impairments and behavioral changes, including ''...hyperactivity, failure to 
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control impulses, and impaired attention." These changes were the focus of intensive 

medical research following the epidemic (Diller 1998:51). By the 1930s, people with this 

triad of symptoms were labeled as having "organic drivenness" or "restlessness 

syndrome" (Diller 1998:52), rather than by a term specifically related to attention. 

In the 1920s, the emerging field of psychoanalysis renewed the cultural emphases 

on individuals and individualized ailments, and away fi'om institutional or programmatic 

reforms. Psychological difficulties were assumed to have a medical basis; this 

supposition enhanced the medicalization of disability by expanding it into a non-physical 

arena. Practitioners began designing tests that were believed to provide indirect evidence 

of unseen individual traits and mental processes. 

At the same time, the number of professions associated with education 

mushroomed, and new clinics were established, reflecting the continued medicalization 

of schooling. Pediatricians often made educational recommendations for children's 

teachers to implement. Professional psychiatrists identified school-related "stress" as a 

major cause of children's shyness, daydreaming, and mental illness (Winzer 1993). (7) 

The new field of "mental hygiene" focused on the schools, especially on people 

exhibiting "deviant or annoying behavior" (Winzer 1993:349). This definition included 

failure to sit in one's chair and failure to pay attention or answer when called on, some of 

which could today be considered symptomatic of LD and AD. 

Group ability testing of students boomed in the 1920s, supported by the continued 

efforts of psychologists and psychometricians who had worked for the Army during 

World War I. Like individual IQ tests, these were believed to provide encapsulated proof 
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that students were genetically different in their capacity to be educated. Policy-makers 

believed that these scores could be efficiently and effectively used to assign students to 

increasingly specific educational niches or "tracks;" unchanging, pre-packaged schooling 

sequences (pre-vocationaL, general, pre-college, etc.) based on presumptions about 

students' ability to learn and their predicted adult employment. 

Results of IQ testing were also used to identify "gifted" children, who would be 

moved ahead of their peers in grade level or removed from the classroom for 

"supplemental" education. Cut-off scores were established. Attaining above a certain 

score provided access to "gifted" programs or sequences; below a certain score indicated 

that the child would not receive "regular" schooling. Thus the system was used to 

categorize students into a score-based hierarchy, in which a higher ranking provided 

more access to education. (8) 

The goals of separating "gifted" and "unfit" students out from the larger school 

population were to increase the value of the former group to society and to reduce the 

costs of education spent on the latter group (whose education was deemed more costly 

and less important). (9) Reformers and historians describe this system as establishing a 

meritocracy and "...societal sorting machine..." (Safford & Safford 1995; 87), designed 

to support the production requirements of industrial society. Students who were identified 

as un-schoolable (e.g., due to retardation, or because they could not learn to read) were 

usually placed into training schools or programs (usually located in remote, rural areas) 

and segregated in residential institutions from the rest of society, often for the rest of their 

lives (Safford & Safford 1995). 
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Phase I Continued: Medical Research 

Researchers in the field of neurology became increasingly interested in the study 

of brain trauma and its effects after World War I, when concussive shells, battlefield 

tactics, and improved battlefield medicine meant that high numbers of soldiers received 

and survived brain injuries. Many of these studies focused on memory and language 

disablements. Broca's work is considered seminal in the field of language-related 

disability, but actually buih on that of Gall, who studied speech-related disabilities in the 

early 1900s and published his treatise on brain function in !925 (Luria 1966). Before 

Gall's research, most speech-related difficulties not associated with deafness were 

believed to be due to specific motor problems (primarily of the lips and tongue) or to 

memory-based difficulties. Gall found that injury to specific areas of the brain led to 

speech impairment in the absence of such problems. 

Broca's research supported these findings and led to the adoption of the 

"bicameral mind" or "split-brain" hypothesis. This theory proposes that the two halves of 

the adult brain are specialized for different functions; the left hemisphere for speech and 

language functions, and the right for spatial and mathematic relations. Broca's research 

localized productive speech in the third fi'ontal convolution of the temporal lobe; damage 

to this area caused speech problems that were variously termed "apraxia," "nonfiuent 

aphasia," or "productive aphasia." Individuals with damage to "Broca's area" produce 

speech only with evident effort; their speech is slow and is limited in quantity and 

variation. Although these individuals can understand language, they cannot readily access 

or organize language well enough to fluently produce it. 
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Wernicke subsequently localized receptive speech in the posterior third of the left 

superior temporal gyrus, usually posterior to the rolandic fissure near the conjunction of 

the temporal and parietal lobes. He differentiated receptive difficulties (sensory aphasia) 

from both apraxia and ''word blindness" (a central language processing disorder believed 

to be reflected in poor interpretations of codes such as letters in words and numbers in 

math). Individuals with "Wernicke's aphasia" (a.k.a., "fluent" aphasia) evidence normal 

prosody, rhythm, and articulation. However, they have severe word finding difficulties 

("anomia"), and often produce speech that is interpreted by listeners as non-meaningful 

or "random;" Produced word choices may be unrelated to the intended word choice, e.g., 

"hat" for "piano." 

These researchers not only established taxonomic distinctions between different 

forms of language difficulties, but also differentiated language-related disorders from 

general-cognition disorders, such as mental retardation. Other researchers' work with 

brain-injured clients, including both those with war injuries and those whose injuries 

were acquired in other ways, further established the point that individuals could have 

specific educational-task-related difficulties not caused by generalized problems such as 

mental retardation or disease. This point laid the groundwork for the future 

conceptualization of LD as being specific, physical difficuhies that occur in people of 

average or above- average intelligence. 

In 1925, Samuel Orton published the results of his lO-year long sequence of 

studies on language acquisition disorders. Orton was a specialist on neurology and 

neuropathology who also studied the relationship between cerebral dominance and 
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developmental language disorders (SafFord & Safford 1995, Lemer, 1976). He 

hypothesized that one hemisphere of the brain was dominant in controlling the 

understanding and production of language, and that children with language difficulties 

either had suffered brain injuries or exhibited incomplete dominance of either cerebral 

hemisphere. This lack of dominance, he believed, could be genetically transmitted 

(Lemer 1976). 

Orton, a psychiatrist, became famous for his studies of dyslexia (now often 

considered a subcategory of LD). His first term for the difficulties in symbol memory, 

memory for words and word patterns, and letter orientation that are considered hallmark 

symptoms of dyslexia was "strephosymbolia," meaning "twisted symbols" (SafFord & 

SafTord 1995, Winzer 1993); he subsequently renamed the syndrome "dyslexia" (Kronick 

1988). Orton was the first prominent medically-based researcher to say that these reading 

difficulties were not based in children's emotional or cognitive faculties per se, but were 

neurological-perceptual in origin (Winzer 1993). This placed the difficulties firmly in the 

child's body, rather than in moral and social individuals (or their parents or schools). His 

theories thus simultaneously removed moral blame from the child, parents, and school 

systems. In part as a result of this exculpation, and in part because he offered techniques 

that worked to help many of these children leam to read, his theories and practices 

influenced the field tremendously. The International Dyslexia Society, a powerhouse in 

research and advocacy today, was originally named the Orton Dyslexia Society to honor 

him. Many people who considered themselves "diagnostic-prescriptive" teachers and 



129 

designers of remediation" techniques have indicated his influence on their work (Safford 

& Safiford 1995). 

In 1929, Tredgold published work on students classified as having "word 

blindness" (Hinshelwood's earlier category for students now labeled "LD"). In his 

description, only reading comprehension was affected. He believed that left-handedness 

and mirror writing were correlated signs of the reading problems, and that the majority of 

children with word blindness had below-normal intelligence. (10) Tredgold found that 

more boys than girls had the condition, a pattern borne out by subsequent research. 

Tredgold described these children as having concomitant difficulties that were emotional 

and /or social in nature; "...lack of interest, general indifference, lack of initiative, 

emotional instability, impulsive behavior, lack of [ability to pay] attention, and incapacity 

for sustained mental application" (Winzer 1993:356). Almost certainly, some of these 

difficulties represented responses to continual failure at school-related tasks and negative 

stigmatization; others reflect characteristics that might now be diagnosed as AD. 

Tredgold also described two related conditions that have correlate labels today. 

"Agraphia," an inability to write, is now usually termed "dysgraphia," indicating 

difficulty in writing rather than a complete inability. "Word deafhess," the inability to 

understand spoken speech, is today categorized as auditory processing disorder, central 

auditory processing disorder, or receptive (or "sensory") aphasia (Winzer 1993). 

At the beginning of the 1930s, then, many features of the current beliefs systems 

concerning LD, AD, and their "diagnosis" were in place within U.S. society. These 

conditions were medicalized from the time of their initial conceptualizations, and 
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researchers were in the process of framing them as localized in specific areas of the brain. 

"^Intelligence" had been socioculturally defined as a monolithic trait that is immutable 

across one's lifespan. Furthermore, it was believed that people could be sorted into 

intelligence categories, based on their performance on English-language, standardized 

tests administered in a single group or individual session. Many of the diagnostic 

subcategories of LD had been developed by this time. I will now describe developments 

in the field of LD before the 1960s' Civil Rights movements and changes in education. 

Phase II: Transition (1930-1960) 

Medical researchers interested in education, especially neurologists, continued to 

seek neurological explanations for certain forms of "...suspected but unconfirmed 

impairment" (Safiford & Safford 1995:271). Behaviors identified as potential impairments 

included "...problems in concentrating on a task, paying attention, reading, writing, or 

other skills essential to school success" (Safford & Safford 1995:271). Cultural concerns 

about the low levels of adult literacy in the U.S. led to an emphasis on literacy in schools. 

Reading instruction and remediation emerged as a specialization in the 1930s. Reflecting 

the continuation of the medicalization of education and education-related disabilities, the 

methods used by remediation specialists were billed as "diagnostic" and "curative." 

Students' problems were not attributed to classroom pedagogies, but were located in the 

students themselves (Safford & Safford 1995). 

The use of standardized testing continued to increase, but so did protests against 

it. The use of IQ tests as an exclusive measure of aptitude was increasingly questioned, as 

were the emphases on heredity and on IQ as a unitary measure. Psychologists began to 
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emphasize learned knowledge and language aptitude as key areas for testing. The validity 

of the tests themselves was increasingly debated within cultural discourses. 

"Brain Injury " and T.D 

Werner and Strauss, both neuropsychiatrists, followed Orton's research by 

studying brain injury in children whose behavior excluded them from public school 

systems (Lemer, 1973; Johnson and Moretsky, 1980). Their studies primarily focused on 

children whose learning difficuhies were not considered suflficiently severe for them to 

receive specialized schooling. They described these children as "disabled," despite their 

clear ability to learn. Strauss described children who evidenced these difficulties as 

"mentally crippled," while Werner used analogies to indicate that the children were 

primitive, rigid (inflexible), and erratic (unpredictable) in their thinking (Winzer 1993). 

Strauss's speciahies were in orthogenics and Gestalt psychology. In 1941, he 

opened an experimental Training School unit for brain-injured children. In conjunction 

with Lehtinen, he described characteristics of a form of organic brain injury that he called 

"mental crippling," and a milder form of the same pattern ("minimally brain-damaged") 

that eventually was termed the "Strauss syndrome" (Safford & Safford 1995, Winzer 

1993). Three of the main characteristics (impulsivity, distractibility, and hyperactivity) 

are now three of the four "hallmark symptoms" of Attention Deficit Disorder with 

Hyperactivity, one of three diagnostic categories in use today. (11) Other characteristics 

of children diagnosed with Strauss syndrome are emotional lability, motor disinhibition, 

difficulties with figure-ground discrimination, and perseveration (Safford & Safford 

1995), which are sometimes also seen in children diagnosed with ADHD. A diagnosis of 
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"brain-injured" was made even when biological criteria were absent. In such cases, 

biological damage was presumed to be hidden (or "endogenous;" Kronick 1988, Lemer 

1976). Strauss and Lehtinen hypothesized that in these cases brain injury occurred in 

utero or during birth. 

The team designed a therapeutic plan that involved short, focused classroom 

tasks; the use of muhisensory teaching materials; minimizing environmental stimuli; and 

establishing predictable daily routines (Safford & SafFord 1995, Johnson & Moretsky 

1980, Lemer 1973). Other practitioners sometimes treated children with Benzedrine 

(racemic amphetamine sulfate), reflecting the increased medicalization of learning-

related disabilities. The first paper advocating use of this stimulant for this purpose was 

published in 1937 (DeGandpre 2000). Stimulants continue to be the medication of choice. 

Strauss's research was foundational for the field of LD in four ways. First, the 

work separated a homogenous group of children fi'om the larger group of children labeled 

"mentally retarded;" he believed this subgroup was "misdiagnosed." Second, Strauss 

created a set of tests for differential diagnosis. Third, he provided a description of 

educational settings and techniques that could be used for remediation. Both his tests and 

techniques are sometimes used today. Finally, this study alerted other researchers to the 

importance of studying this category of students, and emphasized that studies should be 

applied rather than clinical in nature (Lemer, 1976). 

In the 1940s, a paradigm of education that was rooted in the increasingly popular 

theory of "humanism" emerged. Building on the work of the French Enlightenment 

philosophers, Piaget (1896-1980), and Dewey (1859-1952), this paradigm emphasized 
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the importance of recognizing individual differences in students and educating them 

according to their stage of development rather than by following a mechanistic, 

prescribed sequence of tasks (Kronick 1988). This movement was short-lived in regular 

education, because parents and policy-makers did not believe it held teachers accountable 

enough (Kronick 1988). Regular education returned to the workplace model; however, 

the humanist, student-centered model remains a key feature of special education today. 

Indeed, the humanistic argument that education must be adapted to the needs of the 

individual child is one of the primary arguments against mainstreaming children with LD 

into regular classrooms. 

Strauss and Lehtinen published Psychopathology and Education of the Brain-

Injured Child in 1947. It was the first book on the subgroup of children termed "brain-

injured" who are now classified as "LD" or "AD." In this work, they detailed the 

characteristics of this group of learners and recommended pedagogical techniques for 

them (Mercer, 1973; Lemer, 1976). In 1955, Strauss authored a second volume with 

Kephart, comparing research on "brain injured" students who tested as having "normal" 

intelligence to those who tested as "mentally retarded." Kephart emphasized the 

foundational role of perceptual-motor skills in learning, paving the way for future 

remediation techniques. 

In the late 1950's, these techniques included training in perceptual-motor skills 

designed to "repattem" the brain by purportedly teaching new abilities to underused 

neuroanatomical regions through tasks related to balance and motor skills. These tasks 

included twirling, use of trampolines and balance beams, and the identification of tapped 
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patterns. These methods were based upon the "neuroanatomical deficit" filming 

articulated by Strauss and his coworkers (Mercer, 1973) and on the multisensorial and 

proprioceptive educational techniques advocated in the 1700s. Their use in regular 

education was eventually phased out, but continued into the 1970s in special education. 

One interviewee recalled having to perform such tasks when taken out of class for special 

education work, and expressed fixistration about their being a "waste of time" that kept 

him from learning the same level of skills and amount of information as his peers. 

I went to so many special ed things when I was in elementary school, 
though. I went to behavioral ones, where I would learn to raise my hand 
before I talked, and I went to things where I worked on my gross and fine 
motor skills, and I went to speech, and I went to this, and I went to that, 
and I spent the whole day working on issues... .1 traced lines. While other 
people were in cursive class, I was tracing little lines across the board with 
a Crayola marker. They had pages and pages, and I would just sit there 
and they would ask me to trace.. .I'd lay on this kickboard kind of thing 
and I'd pull myself across the room by a rope on my back and catch balls. 
[Do you think any of this helped you?] No. I'm not really sure what that 
was about... .1 think they were making up a lot of it... (DK, Antioch) 

During the 1950's, however, concern began to grow within education and 

research communities about the nomenclature applied to this group of learners. Many 

found the terminology used by Strauss and his colleagues to be confusing, stigmatizing, 

and overly medicaiized; parents and educators fi'equently expressed this concern. It was 

pointed out by a variety of critics that some students' problems appeared to be caused by 

multiple factors (including both genetic and exogenous causes), while some children with 

brain injury evidenced no learning difficulties. Thus the term had low specificity. 

Educators also claimed that "brain injury" as a term did not lead to solutions for the 

person's problems (as diagnostic labels are expected to do), and did not encourage 
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research into methods for "treatment" or pedagogy. For these reasons, in 1957, Stevens 

and Birch recommended the use of the term "Strauss syndrome" to describe this group of 

learners (Lemer, 1976; Johnson and Morasky, 1980). The terminology evolved relatively 

rapidly. In 1947, the term was "brain injured." Since injuries could not always be found 

in the child's history, the term was changed to "perceptual handicap," then to "minimal 

brain dysfunction," and, finally (1957), to "Strauss syndrome." In 1963, only 16 years 

after Strauss and Lehtinen first published their seminal volume, the term "LD" was 

accepted as a permanent term. 

Children's education-related difficulties received increasingly more research 

attention than did attention-related difficuhies. Changes in the educational emphasis of 

the nation (to a focus on math and science) as part of the "Space Race" program 

(following the launch of Sputnik [1957], which threatened the U.S.'s self-perception as 

scientifically superior) highlighted children's reading and math difficulties. The cultural 

view of children changed as well, becoming more accepting of "rambunctiousness" in 

children, especially boys. "Mild" hyperactivity was seen as a normal phase of male 

development (ending with puberty) rather than as a medical problem, ahhough the earlier 

perspective was re-established over the course of the 1950s. A combination of 

medication, and (separate) parent and child psychotherapy were considered to be the 

ideal treatment for children deemed to be "excessively" hyperactive (Diller 1998). 

In 1952, Samuel Kirk was appointed to establish a University of Illinois Special 

Education training program on "exceptional children." Kirk began by initiating a five-

year study on preschool education and its efficacy in preparing children for educational 
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success. A second institute dedicated to studying students with learning difficuhies and/or 

developmental delays was established two years later, by 1981, 43 centers (in 30 states) 

had been established. During the same period, the number of special education programs 

also increased, rising from approximately 40 in 1958 to over 400 by 1976. In part, this 

was due to an increase in Federal funding to state universities, colleges, and education 

departments for the training of special education teachers, most notably during the 

Kennedy administration (Winzer 1993). 

During the late 1950's and early 1960's, students who were not learning well in 

the standardized classroom setting were increasingly moved into special education 

classroom settings which had formerly been available only to students diagnosed as 

blind, deafi crippled, or mentally retarded. A group of children labeled "slow learners," 

who seemed to have specific patterns of difficulty rather than overall cognitive problems 

were being noticed as different from students labeled as having mental retardation. 

Education-related research of the I960's focused on children with normal intelligence, 

and educators became responsible for providing remediation to children with learning 

problems (Mercer, 1973). The subfield of LD education started to differentiate from the 

larger field of special education (Anderson and Halcomb, 1976), reflecting the emphasis 

placed on the requirement of "normal" intelligence for diagnosis, as well as parental 

desire to distance LD from metal retardation. This encouraged teachers of special 

education to specialize in types of disability, rather than becoming generally 

knowledgeable about pedagogies for students with disabilities. Certification programs 

later institutionalized this trend. 
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Cruickshank (1961), who had previously specialized in studying cerebral palsy, 

assembled a multidisciplinary team of researchers and practitioners to carry out research 

on learning difficulties. Two groups of subjects were compared in their response to the 

methods recommended by Strauss and Lehtenin; a group of students believed to be brain-

injured and a control group. The performance of both groups improved. The pedagogical 

methods used in the study were implemented by school systems even before the study 

was completed because parents requested immediate improvements in their children's 

educational performances. (12) 

Similar projects followed, each making record-keeping, systems of reinforcement, 

and charting more systematic. The next was founded in Virginia, and was followed by the 

establishment of an "engineered classroom" in California (Safford & Safford 1995:271). 

The California project implemented a hierarchy of centers, each serving children of 

different "levels." The first level was the level of "attention," which had to be mastered 

before students could progress to other centers. A similar project in Ohio also proved 

successful; as a result, standards were created for "Neurologically Handicapped" students 

within the state. Admission into the program required a full neurological examination, 

initially including an EEG. Ohio officials later dropped the EEG requirement and 

changed the label of the students' difficulties, first to "learning and/or behavior 

disorders" (1973), and then to "specific learning disability" a/if/"severe behavior 

handicap" (1985; Safford & Safford 1995:272). 
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Phase III: Integration (1960-todav) 

In April, 1963, 159 advocates, primarily parents, concerned about the quality of 

education that their children (who would now be labeled as "LD") were receiving, began 

to organize into action-oriented groups to force schools to provide their children with 

services. This led to the informal creation of the Association for Children with Learning 

Disabilities (now the Learning Disabilities Association of America) in 1962 and its 

formalization in 1964. A desire to nationalize the movement prompted members to 

organize a conference in 1963 (Safford & Safford 1995, Lemer, 1976). At this 

conference, the first definition of the syndrome as "LD" was presented by Kirk: 

A learning disability refers to a retardation, disorder, or delayed 
development in one or more of the processes of speech, language, reading, 
writing, arithmetic, or other school subjects resulting fi-om a psychological 
handicap caused by a possible cerebral [or, more currently, 
physiochemical] dysfunction and/or emotional or behavioral disturbances. 
It is not the result of mental retardation, sensory deprivation, or cultural or 
institutional factors (Kirk and Batemen, 1962:73). (13) 

Although "LD" was (and still is) a "blanket" or "umbrella" term, the exclusionary criteria 

were seen as an improvement over previous definitions, which had been based on 

presumed etiology or descriptions of limitations (Safford & Safford 1995). The definition 

was also perceived to be less medicalized and stigmatizing than previously-used terms 

(e.g., "minimal brain dysfunction," "brain crippled;" Winzer 1993). The specific 

ambiguity of the term precluded the need for advocates to argue over diagnostic criteria, 

which were still unclear. Thus the definition was applauded by conference attendees, and 

the term was well accepted by parents (Safford & Safford 1995, Lemer, 1976). 
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However, the lack of specific criteria led to variation in diagnostic procedures and 

difficulty in estimating the prevalence of LD. (14) Furthermore, since the label "LD" is 

so vague, individuals are more likely to be asked to explain their diagnosis than if they 

had a more specific disability label, such as "dyslexia." Students are not usually asked to 

explain their disability if they present it as being "dyslexia," which is why some students 

with LD (including some interviewees) tell people they are "dyslexic" when they believe 

they are not (or have not been given this particular diagnostic label).} 

In the I960's, legislators increasingly participated in the education system, 

primarily in response to parent lobbying. During this time, students, including those 

diagnosed with LD or other handicaps, were guaranteed the right to an individualized 

education within the public school system. Under Kennedy, the Division of Handicapped 

Children and Youth was established as part of the Department of Health, Education, and 

Welfare in 1963; Kirk was appointed as its Director in 1964. 

The term "LD" was selected as the term to be used in legislation and legal 

documents from a list of 38 possible choices identified by Clements in 1966 and was 

applied to students in the 1969 Elementary and Secondary Education Act amendments, 

which included the Children with Specific Learning Disabilities Act. This act guaranteed 

an education to children so diagnosed and firmly established the label (Lemer, 1976; 

Mercer, 1973). The term "minimal brain dysfixnction" was retained for students now 

labeled as "ADD" or "ADHD;" and these forms of disability continued to be considered 

medically ratlier than educationally-based. (15) This change in labeling practices marked 

the beginning of the clinical distinction between these two categories of disability (i.e.. 
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AD and LD), which has intensified so much that some organizations (such as the 

Learning Disabilities Association) deny that AD are a form of LD. 

Phase III Continued: Educational Practices and Philosophies 

In the 1960s and early-to-middle 1970s, a variety of pedagogical theories 

emerged. Chief among these was behaviorism, which privileged visible measures of 

accomplishment and success over individualization of education. While most 

implementation was confined to regular education classes, the use of "token economies" 

to reward students for compliance with rules and success on tasks became commonplace 

in special education. (16) Behaviorism continues to influence studies of program 

effectiveness and outcome; these studies tend to focus on ''objective" measures such as 

improvement in spelling rather than on less-tangible resuhs, such as the ability to solve 

problems in novel situations. The latter is more often described as a strength of people 

diagnosed with LD, while the former is more often framed as a weakness. 

A pedagogy that was short-lived in regular education but had long-term effects in 

special education was the "open classroom" (Kohl 1969), based primarily on the 

Summerhill school model (Neill 1960). This model reflected a return to an emphasis on 

individuals, this time in the form of choice and self-direction of one's education. Students 

selected their own classes (in the U.S., from a limited set of choices that were often 

"tracked"), and classrooms were created that had moveable walls (in order to make 

classroom size more flexible). Difficulties with logistics made such programs unworkable 

in regular education. However, "gifted and talented" programs, "special education" 
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classrooms, and programs designed specifically for students with LX) have subsequently 

tried to incorporate student choice of activities into curricula. (17) 

Parents of students in "regular^ education were increasingly able to affect school 

pedagogies by appealing to legislators, local Boards, and school administrators. The 

definition of LD as a "specific" disability (rather than a generalized impairment affecting 

situations other than schooling) was also largely due to parent advocacy (Safford & 

Safiford 1995). Sleeter describes the parents who first advocated for the "LD" label as 

predominantly white and middle-class, and claims that the label "...was created to 

explain the failure of children fi'om advantaged social groups, and to do so in such a way 

that it suggested their eventual ability to attmn relatively higher status occupations than 

other low achievers" (1990: 33). Many could not afford (or did not want) expensive 

private-school alternatives to a fi'ee public education, but still wanted their children to 

receive personalized, effective education. The Individualized Education Plan (lEP) and 

Least Restrictive Environment that were established by legislation in the 1970s promised 

to do provide such education. 

In 1975, PL 94-142 (the Individuals with Disabilities Education Act: IDEA) was 

signed into law. This Act mandated inclusive education "...to the maximum extent 

possible," which is often referred to as education within the "Least Restrictive 

Environment." It serves as a mandate for normalization within each child's curriculum 

(Safford & Safford 1995). PL 94-142 not only guaranteed the right to a fi'ee and 

"appropriate" education for students labeled as having LD, but also established the legal 

criterion for conferring "LD" status and its concomitant rights within the educational 
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system. This new criterion was that there be a "significant discrepancy" between ability 

and achievement within the tested student. This is interpreted as requiring a statistical 

difiference in aptitude and achievement test scores, typically of 1.5-3 standard deviations. 

The specific definition of "significant" was left to states and/or school districts to 

establish. The rights accorded to students diagnosed as having a significant discrepancy 

are access to physical and/or occupational advising and therapy, an lEP Team (consisting 

of parents, teachers, special education teachers, guidance counselors, school 

psychologists, and sometimes the student). This team is supposed to meet annually to set 

goals, determine ways to help the child meet them, and plan accommodations for 

classroom and homework tasks (such as resource room use, speech therapy, and other 

types of therapy or "coaching"). The EP process has multiple problems, however, 

including [1] typically low participation by parents, [2] inexact goal setting in many 

cases, [3] failure to begin long-term planning at an appropriate time, and [4] frequent 

failure to specify accommodations and other practices for meeting established goals (Bos, 

Mather, personal communication). 

It is important to note that IDEA does not apply to postsecondary education, 

which falls solely under the auspices of Section 504 and the Americans with Disabilities 

Act (ADA). Because of this, requirements on and procedures of postsecondary 

institutions differ markedly from those of pre-college schools. This situation causes a 

great deal of confusion for parents and students, who are accustomed to functioning and 

advocating based on IDEA.This confusion, in turn, leads to anger and conflict in cases 
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where parents and students are not adequately informed of this difference. Major 

differences include: 

* An lEP is no longer required; nor are annual team reviews of individual 
students' cases and progress. (Indeed, such meetings can be considered a 
breach of confidentiality and are expressly forbidden unless the student 
specifically arranges one [Jarrow 2001], I have never known of this 
happening.) (18) 

* Classroom instructors are not necessarily (or usually) given information 
about individual students' learning styles and needs. 

* Regular individualized instruction is not usually provided free. 

* The onus for learning is on the student rather than the instructor. 

* Students are responsible for self-advocating; parents do not have legal 
authority to register their children for services, advocate for them, or 
initiate due process proceedings. Students must sign a form giving their 
permission for their parents to receive information about their grades, 
progress, etc. or such disclosure is legally forbidden. 

Phase III Continued: Commercialization in the 1970s and Forward 

Commercialization of LD services began in the 1970s as the population became a 

distinct market. Schools designed to serve students from preschool through 

postsecondary education were founded, techniques and educational materials (many of 

which had little validation as appropriate remediation techniques) were marketed, and 

supplemental services such as tutoring and proofreading were offered both commercially 

and through schools (Mercer, 1973). Paper-writing services were offered through 

multiple venues, including through "black market" (i.e., illicit) sources. (19) 

Materials and services are mostly designed for students labeled LD who are in 

primary grades, when fundamental skills such as reading and arithmetic are being taught. 

The number of services and techniques commercially available for students labeled LD in 
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secondary and post-secondary schools is growing, and some post-secondary schools have 

been established with a sole focus is on LD. Most of these prioritize instruction in study 

sidlls over content area instruction. (20) 

College and university students have more specialized needs and the growth of 

services designed for them has been slower. Recent iimovations in technology have led to 

an emphasis on the marketing and use of technological products, services, and aids in 

education (e.g., electronic spellcheckers, on-line tutoring centers, and computers). 

However, such equipment is often costly and may be unavailable to college students. In 

an increasing number of cases, costs of such self-purchased products and services are 

considered to be part of a student's educational expenses (using the same logic that 

considers textbooks to fall in this category) and may be covered by financial aid. 

However, this may simply forestall costs to the student if the expense is covered by a 

student loan. (21) 

Phase III Continued: The Formalization of AD as a Diapiostic Category 

By the 1970s, inattention and distractability were being linked with hyperactivity 

in the eyes of medical and educational institutions. In fact, research presented by Douglas 

in 1972 prioritized these signs of AD over hyperactivity as being more socially and 

culturally problematic. Thus it became important to rename the constellation of 

difficulties to reflect this changed perspective. In 1980, the Diagnostic and Statistical 

Manual 3"^ version (DSM-III) included Attention Deficit Disorder, formerly called 

Hyperkinetic Reaction of Childhood in the DSM-II (1968). (22) The revision of DSM-III 

in 1987 separated three manifestations of the disorder: "Attention Deficit Disorder with 
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Hyperactivity (ADHD)," "Attention Deficit Disorder Avithout Hyperactivity (ADD)," and 

"Residual Type (ADD)." This last was the label given to any configuration of attention 

deficit in adults, since it was considered a developmental disability of children only 

before 1987. In 1994, the DSM-IV renamed the disorder as "Attention 

Deficit/Hyperactivity Disorder." 

During the 1960s, Ritalin (methylphenidate) replaced Benzedrine as the stimulant 

of choice for "treatment" of ADD and ADHD, in part due to its manufacturer's direct 

marketing to clinicians. It has remained the primary medication for attention deficits, 

despite FDA and NAS warnings that the drug had high potential for abuse (DeGrandpre 

2000), and clear evidence that Ritalin is a recreational "street drug." (23) 

Ritalin is a Schedule U substance (the same legal category as codeine and 

morphine). The Federal Government strictly limits the amount of Ritalin that can be 

produced. Following a 1993 television report on AD on the news show "20/20," demand 

for Ritalin increased so dramatically that pharmacies' supplies were exhausted. 

Production quotas have been raised (e.g., a 700% increase between 1990-1997; Diller 

1998), and the number of prescriptions per year continues to increase. An attempt in 1996 

to change the classification of Ritalin from a Schedule II to a Schedule HI drug (where it 

would join medications such as Tylenol with codeine) failed (Diller 1998). New 

medications believed to be effective in treating AD were introduced, including 

Wellbutrin (buprion, fiilly approved by the FDA and introduced to the market in 

1988;originally developed as an anti-depressant), Adderall (a mix of 4 amphetamine 

salts, 1996; originally developed as a weight-loss medication [Obetrol 1971] then sold as 
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an anti-smoking aid [1995]), and Cylert (pemoline, 1975). Ritalin, however, continues to 

hold the largest market share, and has recently been marketed in time-release forms that 

are very popular (e.g., Metadate CD [methyphenidate, 2001] and Concerta 

[methyhenidate, 2000]). Many physicians prefer to prescribe these medications because 

of [1] continued limits on production and prescription of Ritalin and its time-release 

formulations, [2] the release into the market of generic forms of Ritalin, [3] marketing 

campaigns by pharmaceutical companies, and [4] consumer demand. 

Because Ritalin is classified as a Schedule n substance, the National Collegiate 

Athletic Association (NCAA), viewed Ritalin as a "performance-enhancing drug," and 

forbade its member athletes from using it. This rule was strictly adhered to at major 

competitions (i.e., any that might require urine testing for drugs). Indeed, the entire team 

could be disqualified, even at the playoff level (Gills 1997, Ridpath 1997, Schweitzer 

1997). In 1993, the NCAA changed its stance to allow diagnosed students to participate if 

they had a note from a doctor verifying that use of the drug was for medical reasons, 

rather than to enhance performance or as a form of recreation. The International 

Olympics Committee, however, still bans Ritalin (Diller 1998). 

In 1987, the first two advocacy groups for people with ADD were established. 

The largest, CHADD, was originally formed by parents; its acronym then stood for 

"Children with Attention Deficit Disorders." By 1993, it had changed its name to 

"Children and Adults with Attention Deficit Disorders," as U.S. medical, psychological, 

and educational institutions had by then agreed that attention deficits were not limited to 

children. Indeed, many parents asked to be tested themselves afrer hearing their 
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children's diagnoses. Often, they were diagnosed with ADD and subsequently prescribed 

medication. CHADD is a powerful lobbying group, funded in part by CIBA-Geigy (the 

original producer of Ritalin); it supports the use of medications for "treatment" of AD. 

The second group, the Attention Deficit Disorder Association (ADDA), is considerably 

smaller and focuses on education and lobbying efforts only. 

Media Representatinnx nf T.D and AD 

There are few media representations of persons with education-related disabilities 

Those depicting LD typically portray dyslexia, the first-named and most commonly 

heard-of specific LD in the U.S. Indeed, the term "dyslexia" is often used as a proxy for 

the umbrella term "LD." Many of the television representations are targeted at mothers 

(for example, televised on a station that bills itself as "Lifetime, Television [or, 

alternatively. Movies] for Women"), and help form cultural representations for mothers, 

the primary advocates for students with LD before college. Targeting information 

specifically to mothers in this way promotes their position as lay diagnosticians and 

makes them feel more competent in this role. 

Specific patterns emerge from an analysis of these representations. Made-for-

television and movies that focus on dyslexia indicate that it is a culturally legitimate 

category of disability, especially in children. In Anya's Bell and The Secret, for example, 

boys are shown as experiencing difficulties in school, notably in reading and writing. 

Knowledgeable gatekeepers (a neighbor and a teacher, respectively) identify the 

difficulties and recommend testing for the boys. Diagnosis and the use of remediation 

techniques help the children begin to improve their performance. The two movies do not 
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indicate that the boys have any other difficulties because of their dyslexia, an inaccurate 

representation of the difficulties generally evidenced and described by diagnosed 

individuals. However, Danny in The Secret is depicted as a multidimensional character, 

with fiiends and a life beyond his disability. 

The same is true of Theo Huxtable, who played the son of the central family in 

"The Cosby Show," a multiple-award winning television series that ran from 1984-1992. 

Theo was modeled on comedian (and program star) Bill Cosby's real-life son, Ennis. 

Like Ennis, Theo was diagnosed in college with dyslexia. After years of seeing Theo 

struggle in school, viewers were given a formal explanation for his difficulties (Braxton 

& Hubler 1997, Miller 1996). As a member of one of the U.S. audience's favorite 

television families, Theo was in a prime position to help viewers understand the 

difficulties of dyslexia. Disclosure of Theo's LD came at the end of the series, a time 

when the viewing audience had positively identified with him and his family, felt a 

vicarious pride for his accomplishments, and could see him as a "person with dyslexia" 

rather than as a "disabled person." The disclosure of the label thus had high potential for 

creating mindfulness in viewers. They were able to gain a new understanding of dyslexia 

through a reframing of the symbolic aspects of Theo's situation. Hearing the diagnosis 

applied to Theo made it possible for viewers to see his school difficulties as "symptoms" 

rather than as "failures." 

Portrayals of adults with dyslexia show their difficulties in broader contexts. 

While Love, Mary primarily addresses college-related difficulties, the male aduhs in 

Bermy and Joon and The Secret have difficulties in other contexts as well; e.g., filling out 
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job applications, writing letters, reading menus and speeches, and following directions. 

However, these movies imply that these adults should camouflage their difEiculties (e.g., 

by ordering the "special" on the menu or getting help from another adult who knows the 

secret) rather than publicly seeking diagnosis or help. This implies that the difficulties are 

not culturally legitimated in adults, possibly because of cultural views regarding illiteracy 

(or low literacy skills). 

Social satires are more likely than any other movie or television genre to have 

recurring characters that are illiterate. In these depictions, an equation between illiteracy 

and stupidity is implied or directly stated. In some episodes of "South Park," for example, 

the animated character Officer Barbrady is frequently called "stupid" and "a moron" in 

direct reference to his reading difficulties (e.g., "Chickenlover"). In other episodes, he is 

referred to by these epithets more generally (e.g., "Weight Gain 4000," "Volcano," 

"Spontaneous Combustion"). Krusty the Klown (from "The Simpsons") is a clown; a 

person not to be taken seriously, dismissible, not intelligent because his role does not (on 

the surface) require cognitive processing, but rather involves its antithesis. His illiteracy 

is referenced in more than one episode and, at times, serves important plot fiinctions. 

The other common cultural portrayal of people who do not read (and are "old 

enough" to have acquired the skill through school) is of adolescents in "inner-city," 

impoverished schools where violence is high. It is typically implied that the 

circumstances of these students' lives have prevented them from learning to read. 

Frequently, the representation also includes a savior / "super-teacher" who is usually 

white, is hired from outside the school system, and typically has military or police force 
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experience (e.g.. Dangerous Minds, The Substitute). These teachers are presented as 

being the only individuals who can "reach" these adolescents and turn them into more 

serious students. 

Media portrayals of other persons' labeled or perceived LD reveal negative 

cultural stereotypes and cultural skepticism about the validity of LD as a legitimate 

disability They portray the disability as overdiagnosed, overmedicated, and questionable 

as a legitimate category of disability. Only children are portrayed, indicating to the public 

that this is not a category of adult disability. The children (e.g., in Pecker, "The 

Simpsons," "King of the Hill," and "South Park") are diagnosed within less than 5 

minutes on the basis of a single question, a school nurse's reading a pamphlet, or a school 

social worker's arrival at the family home with a bottie of Ritalin in her purse. Often, the 

children are diagnosed for exhibiting age-appropriate behaviors or reacting to the caffeine 

in coffee (considered an age-inappropriate beverage). This indicates a cultural perception 

that parents are overly reliant on medical opinions rather than on "common sense." 

Once diagnosed, the children self-medicate, following any regimen that they want 

to and, often, enjoying the experience of taking the "drug." In two of these portrayals, 

other family members attempt to enjoy the medication. These inaccurate depictions 

reflect a social contradiction. There has been a "war on drugs" in the U.S. since President 

Reagan's tenure in office, yet schools are routinely medicating large numbers of children 

with a Schedule n medication / drug. Popular newspapers and magazines have pointed 

this out, describing both demographics and the long lines of children in elementary 

schools as they waited for the school nurse to dole out their prescribed medication. 
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The only media portrayal I have of generalized LD was on the animated program 

"King of the Hill." It, too, provides viewers with a model of cultural skepticism rather 

than imparting information on the problems associated with LD. One episode serves as an 

indictment of the privileges granted to athletes who play certain sports (e.g., football, 

basketball). Although LD is not central to the plot, its use as a plot device does call the 

validity of LD as a category of disability into question. After failing the school's star 

football player and refiising to change the grade at the Booster Club's request, Peggy Hill 

is invited to the student's home to discuss his performance with his mother. She is shown 

his room, which includes toys and learning materials better suited to children in the first-

and second-grades than to a high school student. His mother informs Peggy that her son 

has a learning disability, but works very hard and "falls asleep every night" studying. The 

young man then enters and protests the infantalizing changes made to his room. In the 

end, he confesses that he has simply not worked "hard enough" to learn and does not, in 

fact, have LD. This portrayal reflects several common claims; that students with LD do 

not have a legitimate disability and are lazy; that LD are a "scam" or a "crutch" for 

students who are not "smart enough" to succeed; and that athletes should be accorded 

special privileges in school. 

In summary, few media portrayals of LD and AD are accurate; rather, they reflect 

and reinforce social concerns and stereotypes. Television programming targeted to 

mothers is moderately accurate in the case of dyslexia but portray diagnosed individuals 

as having no other problems directly related to the diagnosed dyslexia and, often, as 

having a concomitant gift that "balances" their disability. No other disabilities included 
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under the umbrella term "LD" are accorded cultural validity, and cultural concerns 

regarding the medication of children for AD are clearly reflected in all portrayals of AD. 

I have described the "mainstream" cultural contexts in which UD and AD are 

enacted and relevant public media representations. I will next describe my ethnographic 

project before presenting key aspects of the data and analysis. 
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Endnotes to Chapter 3 

(1) See, for example, Gould (1981) for a discussion of these terms. 

(2) This condition, currently referred to as "Down's syndrome," is now known to be 
caused by a tripling ("trisomy") of chromosome 13. Many people with this condition are 
capable of advanced learning (including obtaining postsecondary degrees), if their births 
are carefully attended (e.g., including the provision of extra oxygen) and if individualized 
educational techniques are used. 

(3) Seguin, who believed that most retardation was due to insufficient stimulation or 
delayed development, and who established a school emphasizing individualized 
instruction, believed that "complete recovery" could be attained by 8-18% of students 
labeled with "mongolian idiocy"/"Down's syndrome" (Safford & SafFord 1995: 171; note 
the medicalized language). It is possible that some of these students did not have the 
disability now termed "mental retardation," but instead would be identified today as 
"LD" or "AD." 

(4) McDermott's (1993) description of the "acquisition of a child by a learning disability" 
illustrates how the person can also be "lost" in favor of an emphasis on diagnostic 
procedures and remediation. 

(5) See Jacoby & Glauberman (1995) and Grubb (1992) for recent historical reviews and 
critiques of the "bell curve" model of intelligence, especially as applied to social races. 

(6) Interviewees who were asked to define "intelligent" associated it entirely with 
learning, remembering, and interpreting information. "Smart," on the other hand, was 
almost always defined in two ways: [1] "Book smart," a case where individuals know 
information, but cannot apply it in real-world contexts, and [2] "Street smart," a case 
where individuals understand and can operate in real-world contexts, but may have little 
or no education and may be unable to learn in school settings. The latter was universally 
respected; the former was typically disdained. 

(7) "Daydreaming" is now becoming medicalized. It is often alternatively labeled 
"internal distractibility" and is informally considered a symptom of "undifferentiated 
attention deficit disorder." 

(8) This use of IQ tests continues today; "gifted and talented" programs are designed to 
help students who test as having advanced skills in comparison to their peers 
academically progress ahead of these peers. These programs include students with and 
without diagnosed LD. The social systems and procedures for testing are remarkably 
similar for "giftedness" and LD. For example, in many cases, the same diagnostic tests 
are used. This is confusing to many students and interviewees who do not understand 
how they can simultaneously be "brilliant" and "stupid." 
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(9) The tests also continued to be used outside of schools and institutions. Individuals and 
groups that were identified as socially undesirable were tested in order to justify and 
intensify social control measures taken against them, e.g., to deny employment to 
immigrants and people of non-"white" social races (Winzer 1993). 

(10) "Mirror writing" and reversals are still believed to be universal signs of dyslexia and 
some other LD. For examples, see (Internet Site) Mirror Writing. 

(11) The fourth "hallmark symptom" of ADHD is inattention (DSM -IV 1994). 

(12) While Safiford & Safiford believe that Strauss and Lehtinen's results underscore the 
question of specificity (and hence legitimacy) of diagnosis (i.e., "Are true' learning 
disabilities only those that have an organic cause?" 1995:271), it is also possible thai they 
indicate that the then-current system of education (which used pedagogical methods very 
similar to those used today) was not the best available, and tliat many of the teaching 
techniques provided as "accommodations" should be used more generally in teaching the 
general population of students. 

(13) Kirk's definition is still widely used today. See, for example, Loughlin & Lewis 
(1994), a textbook used in graduate courses in assessment and special education. 

(14) Also, since researchers do not find this definition to be specific enough, they often 
redefine it in their published works. Since these definitions vary, results of studies that 
appear to be presenting results on the same diagnostic category may actually not be 
comparable. 

(15) Ironically, however, "[a]ll branches of the armed forces reject potential enlistees 
[whose medical profile indicates they] use or have used Ritalin..." because such use 
marks the person as having a presumed academic skills deficit (Kane, 1997:4; see also 
Gills, 1997). 

(16) In a "token economy," students earn points and/or tokens for adhering to rules and 
otherwise complying with the education program that has been designed for them. When 
they have earned enough points or tokens, they are eligible for rewards that may be 
experiential or physical. Very few programs subtract points or tokens, as this is seen as 
sending a negative message and emphasizing failure more than is appropriate. Some 
programs, however, do subtract points for extremely disruptive behavior, using a 
punishment model. Most students I have spoken with consider such economies to be 
demeaning after the student is approximately 13 years old, although some still enjoyed 
earning highly valued experiential rewards (e.g., lunch with a favorite teacher) on a more 
informal basis after that age. 
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(17) "Special" education programs were not abandoned during this experimental phase of 
education. 

(18) The University of Arizona's for-fee program for students with LD (SALT: Strategic 
Alternative Learning Techniques) has an ILP (Individualized Learning Plan) that 
Learning Specialists (service providers, formerly called "counselors") create with 
students using a template. This lists a student's courses, and the perceived service needs, 
tutoring recommendations / requirements / usage, recommended strategies, and ongoing 
status for each class. The student and Learning Specialist sign the completed form. 
Although the name of the ILP procedure and form are patterned after "Individualized 
Education Program" / "lEP," the procedure is not. It is possible, however, that the name 
similarity connotes high similarity of procedure to parents and / or students. 

(19) While purchasing college papers and using them to fulfill class requirements is not 
illegal under U.S. law, it is against the honor codes and cheating/plagiarism policies of 
colleges and universities. Students can be permanently expelled if "caught." I have yet to 
see this imposed as a sanction, although I have seen several investigations and have 
known students who admitted buying papers. 

(20) Landmark College is the most well-known and highly-regarded of these. All 
students I have encountered or worked with who attended Landmark spoke very highly of 
the school and its program; several have delighted in showing me the manuals and 
materials they collected while there (one of which was 7' thick). However, none could 
state specific skills they were applying to their work in colleges after leaving Landmark, 
and all were struggling with classwork. Thus far, none of these students have completed 
their B.A. While my sample is limited and skewed, this low success rate is concerning, 
especially given the high costs of the school and the time expended by students.} 

(21) Some more well-funded colleges and universities are providing computers to 
students. Neither UA nor Antioch currently do. 

(22) The DSM is the ofiicial diagnosis and suggested treatment manual of the American 
Psychological Association, which licenses psychiatrists and psychologists. AD was not 
included in any form in the original DSM. 

(23) The Food and Drug Administration regulates all medications and determines their 
classification, depending in part on their potential for abuse. The NAS is the National 
Academy of Sciences, which provides funding for research, including research on 
medications. When used recreationally, Ritalin is ingested orally as pills or crushed and 
inhaled nasally, sometimes combined with other street drugs to enhance the "high." 
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Chapter 4 
Seeidng the Scripts: 

Field Sites and Methods 

Tools, of course, can be the subtlest of trcq>s. 
— Daniel (Gaiman 2000) 

The primary methods used for this ethnographic project were participant-

observation and life history interviews. Most studies of LD, including those that describe 

their methods as "ethnographic," rely on case study approaches, surveys, one-time 

interviews, or interventions. None have used approaches conducive to studying the 

performance of LD and the personal agency of labeled individuals across contexts and 

over time. My varying roles as a participant observer allowed me to observe how people 

enact agency in response to the political economy and cultural processes of 

medicalization and social labeling. Additionally, the methods of most studies of LD are 

not designed to give the researcher access to thoughts, performances, and decisions that 

are highly context-specific. Without an in-depth approach to LD, researchers may see 

only people's adherence to culturally-prescribed framings for understanding their 

diagnoses and their effects, rather than observing actual. Also, researchers would obtain 

very limited information from individuals who define their identities in multiple and 

complex ways, or whose identities are not considered legitimate by the larger society. 

To understand identity, agency, and performance related to LD in multiple 

contexts through time requires that ethnographic methods be used, ideally in a framework 

that is multi-site and that incorporates data from multiple social locations. This project 

was carried out at two field sites: a "Research 1" land-grant state university in an urban 
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setting (University of Arizona) and a private liberal arts college in a rural setting (Antioch 

College). Both of these institutions are highly attractive to students with LD, but for 

different reasons that I discuss later in this chapter. 

Participant Observation 

My participant-observation was directly related to the roles I occupied in each 

institution. I have held a variety of positions related to students diagnosed with LD both 

before and during this project. These positions included direct service provider, test 

proctor and administrator for a university's alternative testing center and the Educational 

Testing Service; tutor supervisor, training program designer and implemented junior 

instructor, professor, administrator, committee member; conference presenter, and 

student advocate. I occupied these social locations in a variety of educational and 

business settings. Because of these experiences, I have gained an intimate understanding 

of LD and the contexts in which they are relevant. I have also taken graduate classes in 

LD assessment, and thus understand this extremely important facet of LD. The length of 

time over which I have worked on LD (approximately 10 years) has also permitted me to 

observe students' progress through the entire 4-6 years of their college experience. 

These experiences gave me an appreciation of students' daily lives and earned me 

enough trust that students freely discuss their difficulties and successes with me. I also 

saw how accommodations for alternative academic testing are provided and was able to 

ask targeted questions about this type of service provision.This provided me some insight 

into professors' concerns surrounding "cheating" by students with LD, and into how 

service providers respond to such concerns. I also learned about logistical problems that 
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students with LD face when using such services, giving me a preliminary understanding 

of why students may refuse accommodations. In my administrative roles, I observed how 

tutors, other service providers, and administrators perceive students with LD, as well as 

how they define appropriate service provision. Designing training programs facilitated 

my understanding of gaps that service providers see in their knowledge and skill bases 

related to LD. 

By participating on two committees at the University of Arizona (UA), I observed 

institutional priorities for instructors and programs and collected viewpoints of high-level 

administrators concerning educational goals and practices. At Antioch, I learned about 

decision-making processes by taking part in admissions and academic progress reviews. 

Teaching, including classes I staffed as a graduate assistant, permitted me to take note of 

ways in which instructors respond to students with LD, both in the presence of these 

students and in private. I was also able to observe students' difficulties, coping strategies 

and tactics, and communication skills from a position of relative power. My advocacy 

work and work in the private sector enabled me to work with parents and peers of 

students with LD, affording me the opportunity to understand their concerns. My position 

within the private business sector also gave me an alternative vantage point from which 

to view students' various experiences within UA. This highlighted the complexity of its 

bureaucracy, compared to the relatively low level of bureaucracy at Antioch. My work as 

Section 504 Compliance Officer at Antioch (responsible for ensuring institutional 

compliance with the relevant section of the 1973 Rehabilitation Act) provided me with 

the opportunity to attend training sessions on legal aspects of LD and to focus intensively 
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on legal issues surrounding these disabilities. Finally, my work with the Admissions 

Department, high-school-to-college transition program, and Retention Committee at 

Antioch have given me a deeper understanding of student and professor expectations for 

students and for the special needs of entering first-year students with LD. This wide 

variety of roles makes me uniquely qualified to implement a research project requiring 

multiple researcher positionings. 

Having located myself within the research sites, I will now describe the sites 

themselves. However, in order for all readers to understand how the sites are perceived 

by the social actors within them, I will first preface these descriptions with an overview 

of the ways in which schools are culturally framed within the U.S. 

Research Sites 

Overview: Cultural Framings of School in the U.S. 

To understand LD and how they are performed and interpreted requires an 

understanding of the "staging arenas:" schools. To understand these, it is important to 

understand how schools themselves are culturally located. 

A key cultural framing for school in the U.S. is rooted in the economy. 

Enculturation for the workforce begins in kindergarten, wherein children are taught that 

the day will progress in a certain order, that there is a social hierarchy in which they are 

subordinate, that "work" is expected of them, and that they will be independently 

evaluated on aspects of that "work." They learn that team projects are periodically 

required, and to be compliant more often than creative. They are taught to restrain 

themselves, to participate in activities involuntarily, and to internalize systems of 
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discipline and surveillance (Gracey, 1999). Students "earn" credits as they will later earn 

money. Skills are often taught through drill and repetition, a method often interpreted as 

"monotonous" by students. This model of education is designed to prepare students to 

persevere in completing monotonous tasks in the workplace, most notably in factories 

and clerical positions. 

Students have told me that this form of pedagogy can have the overall effect of 

alienating them from the processes and products of their learning, a state they most 

frequently refer to as "being bored." This helps prepare students for careers in which 

workers are alienated from the products of their labor, a common aspect of many 

manufacturing, service, and office jobs in the United States. One student pointed out that. 

Schedules have always seemed to pull me away from the things I find 
compelling, and throw me into other situations in which I barely have 
enough time to get absorbed. School has broken up my time into short 
assigned blocks in which I have no choice of what to do or when to do it. 
This has resuhed in my feeling powerless, forced to be exposed to things 
at only a shallow level, and then move on to something else.. .Teachers 
[and, later, employers] hold a great deal of power., .and I despise my lack 
of control (Sandra, Antioch). 

In most cases, students learn to conform to a system in which they have little tagible 

power or agency, an experience that potentially contructs them as compliant employees. 

Most schools employ a pedagogy based on inculcation of knowledge; students are 

expected to absorb information as it is presented, rather than discovering it on their own. 

Paulo Freire compares this style of pedagogy to banking; "...[E]ducation...becomes an act 

of depositing, in which the students are the depositories and the teacher is the depositor" 

(1989;58). Such a pedagogy further reinforces students' expectations that they do not 
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need to think reflectively or reflexively, but, rather, need to memorize and, as many of 

them phrase it, "regurgitate" the information, undigested and unassimilated. 

This mainstream educational model assumes that information is transferred from 

the individual mind of the teacher to the individual minds of the students, primarily 

through aural and visual sensory modalities. The "...acquisition of propositional 

knowledge..." (Hanks 1999 [1991]: 14) and abstracted information is prioritized over 

students' gaining contextualized, co-participatory knowledge through multiple 

simultaneous modalities. Students in major colleges, such as UA, often expect professors 

to "teach to the tests," i.e., to give only information that students will be specifically 

asked to repeat later. This model of education reinforces the authority of professors as 

authorized owners of "correct" knowledge. 

At the postsecondary level, when education is no longer free, students and their 

parents frequently view themselves as purchasers of a product or service, typically as 

"education," "job preparation," or both. Because of this framing, values related to the 

consumer role also come into play. For example, students and their parents, especially 

those paying high tuitions, frequently emphasize "getting your money's worth." This 

combines with an expectation that customers (i.e., students and their parents) are 

guaranteed satisfaction in their purchase (i.e., the quality of individual classes or the 

education program overall; or a specific, expected or desired grade). If they are not 

satisfied, many feel they have a right to compensation, such as a higher grade than the 

one originally given. Some even explicitly appeal to the axiom "the customer is always 

right" when making such claims. 
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Some cultural framings directly relate schools to "total institutions" (Goffinan 

1990 [1959]). Goffinan defines a total institution as "...a place of residence and work 

where a large number of like-situated individuals, cut off" from the larger society for an 

appreciable period of time, together lead an enclosed, formally administered round of 

life" (1990 [1959]: xiii) in which "...the handling of many human needs by the 

bureaucratic organization of whole blocks of people" takes place (1990 [1959]: 7). This 

describes schools well, especially postsecondary schools with residential student 

populations. Specific set of actors prepare and deliver food, provide security and/or 

policing, perform housekeeping and janitorial tasks, teach classes, provide routes for 

academic appeals, provide disability-related support services, etc. These groups of people 

do not necessarily interact with each other; some do not even interact directly with 

students unless an unusual situation arises. 

The army and prison as used as analogs for school are seen in media portrayals. In 

the television cartoon shows "The Simpsons " and "Pelswick" (wherein the children 

attend "Alcatraz High"), for example, the prison metaphor is directly invoked. The army 

and prison metaphors are invoked in "Detention" by the slamming of heavy, lockable 

doors at the end of the standardized opening of the show. A recent commercial (2000) for 

the board game "Scrabble," which has been a staple family game in U.S. household since 

1948 (Internet: The History of Scrabble), directly equates parole (release from prison) 

and recess ("...when the same thing [release] happens here at school!"). The prison 

metaphor as an instantiation of the larger total institution model was frequently invoked 

by interviewees and other students. They casually referred to their high school years as 
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"doing time," a phrasing generally used to describe time spent in prison. Schools fall into 

Goffinan's fourth category of total institutions: "...institutions purportedly established [in 

order to] pursue some worklike task and justifying themselves only on these instrumental 

grounds" (1990 [1959]: 5). 

A different cultural framing of school is that of failed system. An example of this 

is seen in the television program "Invader Zim," in which the title character (an alien bent 

on world domination) poses as an elementary school student to hide his identity. The 

school itself is set in an urban area and is labeled "SKOOL" in the opening credits. 

Various episodes index the inability of the school system to flind the most basic 

materials. "Door-to-Door" (an episode concerning the school fundraising method in 

which children sell candy door-to-door in the hope of affording materials and winning 

prized) portrays the Skool as being unable to afford desks; students instead sit before 

boxes, garbage cans, and other refuse. Another episode depicts the Skool as unable to 

afford textbooks - instead, students read and are tested on hunting manuals. 

Not all social actors within colleges and universities see students as clients, 

customers, prison irmiates, or the inheritors of a failed economic system. Many frame the 

college as an academic institution: a place where individuals come together in order to 

exchange knowledge and perform research, and in which professors work to educate 

students. The model of the academy is sometimes described as "education for education's 

sake." Students who do not see this model as relevant to their subsequent life (typically 

because they see it as poorly integrated into the world of work) use the term derisively. 
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Those who consider themselves to be gaining (or "buying") an education rather than a 

diploma use the term respectfully, but the phrase is common to both groups. 

Another cultural frame is the portrayal of college as "party central," an image 

popularized by media representations, especially comedies and social satires such as "The 

Simpsons," Animal House, and Back to School. In this interpretation, the students with 

whom the audience is intended to sympathize rarely attend classes. Rather, they drink to 

excess, pursue sex, attend sports events, and carry out "pranks" (behaviors that break 

rules and are sometimes dangerous). In some media representations, the positive 

reinforcement of such behaviors and prioritizations serves as the plot of individual 

episodes (e.g., "Dexter's Laboratory"). 

Another framing of school is as a site of personal transformation. In this framing, 

college is a site for an extended rite of passage from adolescent to adult during which 

students learn values as well as information. Many schools in the U.S. have recently 

begun to take advantage of such framings by offering service learning opportunities as a 

way to undergo personal transformations. (1) Antioch's marketing specifically appeals to 

potential students who are interested in transformation through co-op, international, and 

service learning opportunities. Constructions of Antioch as the "Boot Camp for the 

Revolution," as an institution that rejects sports such as football but has "Radical 

Cheerleaders" who cheer for social causes as well as the women's rugby team, and a 

small radio station named "Anti-Watt" all reflect its emphasis on social consciousness 

and personal transformation. 



165 

The framing of school as community reflects a recurrent U.S. interest in the 

creation of small, localized social units that interact in safe, friendly ways with high 

levels of face-to-face interaction. Small communities were formed during the expansion 

of the initial landholdings of the U.S. national government, and the desire to regain such 

communities was reflected in the "urban flight" to the suburbs in the 1950s. The 

community model of college promises to enhance communication, flexibility, and mutual 

compromise and accommodation. The potential difficulty of the model is that, in 

emphasizing community relations, it relatively de-emphasizes academics. This leads 

some professors to believe their work as a member of "the academy" is being devalued 

and that their institutional power is being compromised, especially if students' consumer-

based demands are being met. This situation can lead some professors to defend their 

positions regarding grades, classroom management, class structure, etc. more strongly 

than they would otherwise. It such cases, the model can hinder communication between 

professor and students. The rhetoric of Antioch explicitly frames the school as a 

community. Students who felt disaffected in their previous schools are drawn to this 

counter-hegemonic model. 

Students at Antioch typically reject the economics-based framing of school, while 

UA students are likely to promote this framing in its entirety. Indeed, a noticeable 

percentage of students attend UA specifically because their parents require it of them, in 

the hope that their daughter or son will be able to obtain a higher-paying job or run the 

family business. These students are likely to resist the educational process and to engage 

heavily in social activities. Students at UA are more likely to see the school as an 
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extended social event in which "partying" is an accepted and desired behavior. Although 

students at both schools engage in such "partying," students at Antioch are more ready to 

point out negative consequences of such behavior. 

Antioch students are also significantly more likely to reject framings of school as 

a totalizing institution than their peers at UA, and are more likely to positively frame the 

school as academy, community, and site of personal transformation. This is ironic, since, 

because of its size and location, Antioch is more of a totalizing institution than UA. For 

example, the Cafeteria is open only for specified hours and few alternatives for eating 

exist. Few local businesses cater to students; thus many students do not visit the local 

town. Most students see themselves as being largely confined to campus, and a rhetoric 

of a "need" to go off-campus because the campus is a restrictive environment is common 

among students. Having provided a general explanation of cultural framings of schools 

(and of colleges in particular), I will now describe the specific research sites. 

University of Arizona 

UA is a land-grant. Research 1 state university, located in Tucson (population 

495,778 as of April 2001; City of Tucson Planning Dept.). It is considered to be one of 

the U.S.'s top research institutions and a cutting-edge teaching university, yet 

periodically also makes popular publications' lists of "Top Ten Party Schools for 

Undergraduates." Students are attracted to it because of its academic reputation; its low 

cost for Arizona residents; its wide variety of courses and programs; its location in a 

sunny, and "laid-back" region of the country. Its for-fee LD services program (the 
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Strategic Alternatives Learning Techniques, or SALT program) is considered to be one of 

the best in the U.S. and draws a high number of out-of-state students with diagnosed LD. 

UA is large, and it is therefore relatively easy for students to remain anonymous if 

they want to do so. In Fall 2000, UA had a total undergraduate enrollment of 21,670 full-

time and 4743 part-time students. Of these, 52.8% are female and 47.2% are male. As is 

the case in Tucson generally, the majority of students describe themselves as being of 

"white" social race (68.8%); the largest "minority" category is made up of students who 

identify as "Hispanic" (14.36%). Of the remainder, 5.49% identify as "Asian-American;" 

4.37%, as "International;" 2.90%, as "African American;" 2.21% as "Native American;" 

and 1.86% as "Other" (Internet; DAPS Diversity). Tuition and fees for the nine-month 

school year cost $2490 for students who meet the requirements for in-state resident 

status, and $10,356 for out-of-state students; approximately. The relatively high cost for 

out-of-state students leads many to emphasize a consumerist framing of the school; many 

students and parents, especially those in the SALT program, place priority on "getting 

their money's worth." Room and Board costs all students an average of $6124. 

UA has an elaborate bureaucracy. Upper-level administration includes a 

President, Vice Presidents, Deans and Directors. Middle management includes Assistant-

and Associate-level Deans and Directors. The school is organized into 20 smaller units; 

14 called "colleges" and 6 called "schools." These, in turn, include the various majors 

(specific fields of study). Departments are administrated by Department Heads (chosen 

from the department's professors), and support staff is available at all levels. Departments 

are often divided into sub-disciplines; these are often represented by multiple professors. 
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Colleges assign first-year students to general advisors who are specifically trained to 

meet the needs of these students. 

Teaching Assistants and Research Assistants (graduate students or recent 

graduates) are often employed to help professors fulfill role requirements. Adjuncts 

(instructors hired on a term-to-term basis to teach one or more specified courses) are also 

hired regularly to increase the course offerings. These three categories of professionals 

are paid less and have lower power, status, and influence than full-time faculty. 

Relations between professors and students are hierarchical in nature, which 

mitigates against students' being willing to discuss their LD. Most professors expect to be 

called "Professor" or "Dr. [surname]" by undergraduates, although relations with 

graduate-level students are typically less formal. Thus the hierarchy and relations of 

power are linguistically marked at UA. Students and professors do not socialize on a 

regular basis, though a few professors hold class meetings (or special events) in their 

home. This is relatively rare, however, and is usually reserved for members of advanced 

undergraduate classes or for graduate students. Graduate students often serve as graders 

and as research assistants to professors and, in some departments, teach entry-level 

courses in their disciplines. 

Students have little participation in the administration of the school. They do not 

participate in hiring or in directly administrating programs or procedures, and participate 

in a separate "student government" rather than working to govern the school itself They 

thus feel alienated fi-om day-to-day regulation within the school and have little 

responsibility for the community. While students fill out professor evaluation forms for 
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every class they take, these are mostly designed with Likert-type scales, designed to be 

compiled by computer. A Likert-type scale is commonly used in U.S. surveys and forms. 

It asks the individual to rate a given quality or statement on a subjective scale of 1-S, with 

S being highest or most positive, and I being lowest or most negative. Most students are 

familiar with using such scales by the time they enter college, although instructions are 

given on the form and are read aloud each time students fill out the forms. 

Although students can write subjective comments, many choose not to. In many 

classes, it is uncommon enough that students make a point of telling people when they 

have provided personal conmientary. The space available on the form for this is 

comparatively small, which some students have told me is discouraging; They feel that 

the size of the space provided indicates that lengthy comments are not desired. 

UA has approximately 130 graduate and undergraduate majors. Classes range 

from seminar style discussion formats of 5-15 students to large lectures with over 500 

students. Grades are traditionally structured: 

A = 90-100% 
B = 80-89% (now considered the grade of an "average" student; some 

majors require a minimum of a B average for entrance) 
C = 70-79% (formerly considered the grade of an "average" student) 
D = 60-69% 
F (failing grade) = 59 or less. 

Most tests, especially during a student's first and second years, are "objective" (multiple 

choice, true/false, matching, fill in the blank), though many have "short answer" and 

essay questions as well. Students typically are assigned one paper per class as a final 

project, although upper-division classes (300 and 400 level) may require more. Students 

typically take five 3-credit courses, and may take additional 1- or 2-credit courses. 
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Of first-year students who enter UA with a high school GPA of 3.0 or higher, 

62% have graduated or are still enrolled after five years. Attrition rates are high; 24% of 

students have left by the end of their first nine-month academic year. After five years, 

49% of students have graduated, and only 10% are still enrolled. At the end of the sixth 

year, 54% of students have graduated; only 4% are still enrolled (Internet; DAPS 

Persistence Rates). 

UA provides fi'ee tutoring services for students through its Freshman Year 

Students Study Center, English as a Second Language program. University Learning 

Center (which also has an on-line tutoring program). Athletic Department, and Writing 

Skills Improvement Program, as well as through individual academic departments and the 

residence life program. Many students with LD who are not enrolled in SALT use these 

services. Students enrolled in SALT sometimes augment their SALT resources with these 

services, although this is less conmion. A Private Tutor Index is also available, as are 

private-sector tutoring, test preparation, typing, and paperwriting services. It is more 

common for students enrolled in SALT to use private services than for them to use UA 

services. This may reflect upper- and upper-middle class beliefs that fi'ee services are 

inferior in quality to fee-based services (even when this is not the case). 

Fraternity and sorority houses at UA often have "test banks," file cabinets fiill of 

tests (and sometimes term papers) fi-om classes that members have taken. Typically, these 

include some illicitly-obtained tests and some papers that were written by professional 

paper-writers. Students who do not have similar access to this information often express 

resentment that this group of students have this resource available. (2) Students who live 
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in fraternity and sorority houses often study together as well. Many SALT students 

belong to fraternities and sororities and thus have access to these resources. 

UA is large, spanning 352 acres. Not including those living in fraternity and 

sorority houses, 4330-4430 students live on campus, most of whom are in their first year 

of attendance. Most students subsequently move off campus to live in local apartments. 

Many dorms have amenities such as barbeque pits, sunken living rooms, televisions, 

exercise rooms, ping-pong and pool tables, sundecks, computer labs, and conference 

rooms. At least five dorms are fiilly accessible to people with disabilities, and all rooms 

are wired for computer ports and Ethernet connections. 

Many businesses cater to students, both on campus and in the surrounding area. A 

variety of stores, including many commonly found in major shopping malls (e.g., the 

"Gap") are located just outside the front gates of the school. Students have wide choice in 

shopping, dining, and entertainment. This mitigates against UA's being a totalizing 

institution. Many students work fiill-time during the summer when they are not required 

to attend classes. Some students (notably upper-class and upper-middle-class students 

with LD) do take summer courses, so they can take fewer classes during the Fall and 

Spring semesters and still graduate in a timely fashion. 

UA is prominent in the National Collegiate Athletic Association (NCAA). 

Athletics are very important at UA. Riots have been known to take place when major 

teams lose important games. For example, police regularly plan how to handle the riots 

following the "March Madness" or "Sweet Sixteen" basketball games in the area just 
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beyond campus. Riots occur whether the UA's team wins or loses, and are simply termed 

"celebrations" or "disappointments" respectively in the local press. 

The SALT ProScan 

SALT (Strategic Alternative Learning Techniques) was informally founded 

within UA's University Learning Center department in the 1980-1 academic year by 

Eleanor Hamer to provide help for a small number of students who were struggling with 

their assignments. SALT is a specialized service providing tutoring, a writing lab (with 

group tutoring), supplemental advising, and other services to undergraduates diagnosed 

with LD. It is currently housed in its own building. SALT facilitates access to Federally-

mandated services from the CeDRR program. This is the school's free general disability 

services program. The Director of SALT determines the accommodations that will be 

granted to all students with LD who present documentation and request accommodations. 

Most accommodations are related to test-taking. Ordering texts on tapes for 

students is another common accommodation. In addition,course substitutions for math 

and foreign language requirements are allowed for students with LD whose diagnostic 

testing indicates that they need such accommodations. For example, students can take a 

logic course as a substitute for the math requirement, and can take a linguistics theory 

class plus three courses in a specific "culture area" to substitute for the foreign language 

requirement. 

Although the service was initially informal and free of charge, the university 

began charging a fee for SALT services when it bureaucratized the service as a separate 

department. Currently, students who have earned less than 56 academic credits pay $1800 
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and receive unlimited services during each of the fall and spring terms. Those who have 

earned 56 credits or more pay $600 for each of the fall and spring terms plus $12 per hour 

for tutoring during those terms. All enrolled students pay $12 per hour for tutoring during 

the summer sessions (Internet: SALT). Thus there is a class bias concerning who accesses 

the program. 

Students are required to apply for the program before their senior year in high 

school, although transfer students are accepted if space is available, and the program does 

create a waiting list at the beginning of every fall semester and some spring semesters. 

Thus there is a bias in favor of people who are well-organized (or have assistance from 

someone who is well-organized). SALT accepts students on a competitive, selective 

basis, so there a bias for students who have already illustrated that they can succeed in 

school. The program is consistently recognized as one of the best three of its type in the 

U.S., and many people rank it first. It currently employs 10 fiill-time Learning Specialists 

(Internet: SALT). In recent years, the program has increasingly focused on providing 

services to first- and second- year students, and students who are taking general education 

classes. This is in part due to difficulties in hiring tutors for higher level courses, and in 

part to a philosophical shift toward "weaning students off' supports during their 

undergraduate career in order to make them more independent by the time they graduate. 

Graduation rates fi-om the SALT program are higher than those of the various academic 

programs at UA. This is in part due to the competitive, selective nature of the program's 

admissions process, as well as to the heavy, systematic support that enrollees receive. 
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Students with documented LD who participate in the SALT or CeDRR programs 

and receive special acconunodations for testing services are given paperwork at the 

beginning of the term for each class and, subsequently, for each test. Bringing this 

paperwork to professors for a signature marks them as LD; no fiirther conversations are 

necessary for university purposes. Students are told how to approach professors with the 

form. The institution thus provides them with a legitimized social script. Some students 

and professors do discuss the student's needs further, but this is not a standard practice. 

The large size of the classes and high number of students receiving accommodations lead 

many professors to simply adhere to minimum expectations and sign the form without 

further effort. Most professors admit their ignorance of LD, and trust the SALT program 

to make appropriate decisions. Most believe that all students with LD are enrolled in the 

SALT program, although this is not the case. 

Antioch College 

Antioch College is a small "alternative" liberal arts college, located in rural Ohio 

with a total enrollment of 613 full-time equivalent students. High school guidance 

counselors hold two stereotypes of Antioch: one of Antioch as a "school that takes 

anybody" (i.e., accepts students even when their pre-application grades are extremely 

low), and one of Antioch as a school with a rigorous academic program. (3) Students are 

attracted to Antioch because of its "alternative" features; its co-op program; its 

interdisciplinary structure; and its publicized emphases on social and environmental 

justice, community involvement, egalitarianism, personalization of education. Students 

compose distinctive personal appearances, giving the campus a unique flavor. Body 



175 

piercings, tattoos, "alternative" clothing (including lingerie worn as outerwear), dramatic 

hairstyles (including shaved heads), and bright hair colorings (including fuschia, cerulean 

blue, and others) are far more common at Antioch than at UA. 

Antioch emphasizes "the three C's:" classroom (academics), co-op (a unique form 

of required employment), and community. Unlike most postsecondary schools (including 

UA), students are required to attend school all year. (4) All students are undergraduates, 

although there are graduate programs afRIiated with Antioch located around the country. 

A Dean and Associate Dean of Faculty act as administrators for Antioch's faculty, 

with the help of a very limited number of Administrative and Technical Assistants. Only 

rarely are Teaching and Research Assistants hired; these are typically advanced 

undergraduates or students from other nation-states. Adjuncts are relied upon heavily in 

order for the college to meet the obligations of its catalog. As at UA, these professionals 

command less pay, power, status, and influence. 

Most commonly, students spend their first two trimesters on campus, then 

alternate between co-operative education ("co-op") and academic terms. Students are 

required to successfully complete five co-op terms and one cross-cultural experience 

(which may or may not be completed on co-op) in order to graduate. Antioch is small; 

people interact on a personal level on a daily basis; and there is a shared purpose, culture, 

and ideology. Membership is largely voluntary, and everyone is on a first-name basis. 

Students are comfortable asking questions and challenging their professors. In fact, many 

students stress the importance of professors' learning from them as well. Reciprocal 

learning is regarded by many students as an essential part of the educational enterprise. 
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One interviewee pointed out that relations between community members 

sometimes seem "forced" or "artifical:" feigned in order to maintain minimal relations 

rather than sincere. Because of the alternating co-op and study terms, cohorts form that 

separate the campus community into alternating sub-communities. Additionally, co-op 

experiences change people. Students who return from co-op sometimes find that they no 

longer "fit" with the friends they made before leaving. This can lead to a sense of 

isolation, of "drifting through" the community. In such cases, students sometimes 

withdraw from their former social group and /or try to find a new one; in other cases, they 

force themselves to try to relate with their old peer group despite the changes that are 

seen as separating them. The face-to face nature of the community also forces 

interactions, according to the interviewee who raised this issue; Students often feel 

pressured into exchanges with others and that they must maintain an appearance of good 

relations with people they dislike. This is borne out by comments of other students. 

Antioch has eight interdisciplinary major; students can also create "Self-Designed 

Majors" if they choose, although these are logistically more limiting than the 

standardized majors. Classes are primarily taught in a seminar style; a few classes 

(primarily in math and science) are taught in small-class lecture format. Students are 

expected to complete assigned readings before class and be prepared for discussion. 

Information in the readings is not necessarily reviewed during class. There is no 

minimum number of students required for a class to be held, although many professors 

opt to make a class into an independent study if three or fewer students enroll. Most 

classes are comprised of 5-15 students; rarely, classes of 35-50 are held. 
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Most students take 15-17 credits per trimester. Students are not given grades in 

their classes. Narrative evaluations are given, and students receive "credit" (equivalent to 

a grade of "C" or better) or "no credit" (fail) for their courses. 

Few classes at Antioch require tests, and most of these use take-home tests, on 

which students may or may not be expected to collaborate. There are no test banks at 

Antioch. Cheating is rare for three main reasons; (I) high cultural and personal valuations 

of honesty, (2) feelings of personal responsibility toward individual professors, (3) the 

perception that it is extremely likely that a cheater would "get caught" because professors 

know how individual students think and express themselves, and (4) an overall ethic of 

"responsibility for one's own education." 

Students and professors often form complex interpersonal relationships. 

Professors often hold final class meetings in their homes, and socialize with students at 

formal conmiunity events. Community participation also brings social actors together 

into relationships that are informal and collegial. All professors serve as advisors to 

students; first-year students are assigned to advisors based on preferences they list on 

their application for entry, or are assigned randomly. Professor-student matches during 

the first year may thus be problematic, through no fault of either party. 

Professors are often "one-person departments," a workload that is seen as 

excessive by professors and students alike. This structure regularly requires professors to 

teach classes that require knowledge or skills beyond their original specializations within 

their fields; this increases the professional insecurity that some professors feel. Because 

the workload is so high, students tend to be protective of their favorite instructors. They 
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hesitate to ask for "favors" (which professors may see as actually being part of their job 

and as being reasonable requests), and may withhold information that they believe would 

cause their professors "stress." This situation means that professors may be less informed 

than would otherwise be the case, although professors who are invested in their students 

tend to have more information than their peers at UA. 

It also means that students are more responsible for their own education than the 

structure of the school would require, a level most community members find excessive. . 

For example, during the Summer, 2000 term, two second-year students served as interim 

co-Directors of the Campus and Residence Life Department (which includes Housing). 

Peer counselors and the peer Residential Life staff are responsible for handling 

emergencies that take place outside of business hours (although the Deans of Students 

carry pagers). 

The format of the classes and Academic Support Center also place greater 

responsibility on students for their education. As at UA, students must initiate 

conversations about their LD. Bureaucratically, there are no alternative methods for 

disclosure, as at UA. Although students can ask the Director and Assistant Director for 

help in discussing their disabilities with professors (and all who have disclosed their 

disabilities know they have this option), they rarely do so. Some students have brought 

lists of the accommodations to which they are entitled to professors in order to use them 

as a reference in discussing how they leam. Typically, however, only their advisors (or 

no professors at all) see these lists. (S) Students, in fact, reject some accommodations to 

which they are legally entitled, saying that the accommodations "are impossible" or 
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"make everything harder." This is most common in cases where extra time on 

assignments is the acconmiodation. 

There are structural reasons for this refusal. The co-op program requirement for 

alternation between on-campus and co-op terms limits what students can achieve after the 

last official day of classes. Once classes end, students either leave for a holiday visit (at 

the end of fall term) before moving on to their co-op jobs, or immediately leave to begin 

their co-op jobs. Both serve as a form of interruption; students who have not completed 

class requirements find it difficult to re-engage with the material after they return to 

campus, and often do not finish or do not perform as well on the assignments. First-term 

students typically return to campus the following term. However, first-year students who 

have had to take incompletes are often overwhelmed by the need to complete these 

courses, take their full load of courses, and prepare for their first co-op simultaneously. 

During the last 6-10 weeks of an academic term, students start preparing for their 

co-op. Unlike most schools with co-operative education programs, Antioch does not 

place students in the same position or place regularly, does not require all students to 

work at the same place of employment, and does not set up the living situation for 

individual students (unless the job provides quarters). There are two ways in which 

students find jobs: First, they can select a job from the "Job List," a list that currently 

includes almost 200 potential employers in regular communication with the co-op 

department's faculty (usually called "co-op advisors" by the students). These are called 

"list jobs;" students must hold at least one of these in order to graduate. These include 

such places as the Farm Worker Justice Project, the National Institute of Health, Lilly 
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Research Laboratories, and Oxfam America. They do not necessarily pay students or 

provide housing. Second, students can create an "Own-Plan" co-op, in which they find a 

job themselves (i.e., one that is not on the list) and have this job approved by a member 

of the co-op faculty. These are especially popular with first-year students (who often 

return home to work for their first summer) and advanced students. On-campus co-ops 

are also available; students who want to work in a specific area or with a specific 

supervisor on a full-time basis, or who want to take an on-campus class while on co-op 

are most likely to choose this option. Typically, some on-campus co-ops go unfilled. 

The Academic Support Center 

The Academic Support Center (ASC) is a fairly new department on Antioch's 

campus and provides academic and co-op support services to all students (6) The ASC 

provides tutoring, specialized software, advocacy, and disability-related services. It 

employs a full-time Director, one full-time co-op student (when possible), and up to 

thirteen part-time student positions (including paid and volunteer). An Assistant Director 

position was added to the staff in January, 2002. 

Requirements 

As there is no math requirement at Antioch per se, students who are labeled LD 

do not receive math waivers (unlike at UA). They are not waived from the Math Skills 

Assessment test (which is considered to require "survival skills" level math by most 

faculty and students), although accommodations can be granted. Almost no students 

request these; they potentially include a quiet space for the test and / or the use of a 

calculator. Students say they do not need extended time as an accommodation (as they 
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would request at UA), as three hours are provided to take the one-hour long test, and 

students have the option of moving to the ASC to complete it if they cannot finish within 

this time. (Students typically "give up" before the three hours have passed if they have 

extreme difficulty with the test.) Students who do not pass this test are required to either 

take the Math 100 Basic Skills class, or to work with tutors and re-take the test at a future 

time. They must pass this test or the class in order to graduate. 

Similarly, students must pass the Writing Skills Assessment test or take the LLC 

100 Writing Skills Workshop (which I teach) and pass it before they can graduate. They 

currently cannot re-take this test, although students have recently begun asking to be 

allowed to do so. There are two other specific requirements for graduation (in addition to 

fulfilling the general education and major-specific requirements); Students must complete 

a cross-cultural experience (through co-op, the Antioch Education Abroad program, the 

Environmental Field Program, or in another fashion), and they must pass an oral foreign 

language proficiency test. There is no waiver for either of these, although students can 

"test out" as proficient and by-pass the requirement to take classes in this way. 

The foreign language requirement is problematic for students with certain, 

specific LD at Antioch. The Languages, Literature, and Culture Department (in which the 

foreign language classes are housed) has historically required all students (including 

those with specific learning disabilities in the area of language learning) to pass the 

language proficiency test. Those who do not pass are required to take two terms of any 

language ofifered at the school and then pass a proficiency test. 
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If a student cannot learn the language in class, he or she might be given a "social 

pass" for making sufficient effort. This frustrates students, who feel the class is wasting 

their time (and credit) since they have not learned anything and have "spent" the credits 

(which means that they can take fewer classes than their peers overall). If a student is 

unable to pass the class - as is conmion with students who have auditory processing 

difficulties, severe dyslexia, or a combination of disability-level difficulties that prevent 

their learning languages within the time provided - the college allows a waiver of the 

proficiency test if the student takes the class twice and fails it both times. This is 

expensive and frustrating for students, and is illegal under American with Disabilities Act 

case law, as it systematically imposes an additional requirement (retaking the class) based 

on a disability (language-leaming-related LD). American Sign Language (ASL) is 

currently offered as an alternative language, a common substitute nation-wide. (7) 

The Third "C:" Community 

In addition to co-op and academic requirements, students are strongly expected to 

participate in the "third C;" Community. There are many ways they can do so. Unlike 

most postsecondary institutions, students and recent graduates can decide to become key 

administrators in the Community Government (CG). A system of fees applied to 

employees and students funds activities and purchases made by a group of four 

individuals who serve a 1-year term together; a Community Manager, a Budget Director, 

an Events Director, and an Office Manager. These individuals have a wide purview of 

responsibilities: e.g., they run regular events; play integral roles in new-student 

Orientation; facilitate trips to supermarkets and extra-campus libraries; and run 
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Community Meetings. (8) They are responsible for subcommittees that hire the Diversity 

Coordinator, the coffee shop manager, and the newspaper editors. In addition, the 

Community Manager attends all Conununity-related meetings, including Community 

Council and Administrative Council. 

Contributing to community can also be accomplished by participating in "work 

groups," in which an area of campus is targeted for clean-up (e.g., after a community art 

project) or improvement, or by participating in volunteer opportunities (Transportation is 

provided for most ofF-campus programs.) Students can also participate in community by 

participating in Search Conunittees for professors and administrators and in governing 

bodies. Other ways of participating in community life include working for the school 

newspaper or literary magazine, taking prospective students on campus tours,and 

participating in service-learning opportunities. (9) 

Antioch has no formal fraternities, sororities, or "little sister" organizations; many 

students find the abstract idea of such organizations to be abhorrent. Antioch has no 

intercollegiate sports teams, and has not had a formal, long-term competitive athletic 

team since its football team was disbanded in 1929. Intermittently, Antioch has had an 

intermural women's rugby team that played matches against local colleges (although 

students allow men to participate in practices). This began anew in Spring 2002, along 

with a co-ed soccer team. 

Few students own cars, and social life is thus mostly limited to the campus. (10) 

The Conmiunity Government Events Manager hosts a party every weekend, as well as 

recurring events such as the Cabaret Horace Theater, Community Day, and Div Dance, 



184 

all of which are held every term. Undergraduate Interest Groups - including the Queer 

Center, Women's Center, Unidad, By Any Means Necessary, and the Environmental 

Group - also host events, some of which (like the "GenderFuck" Ball) are recurring. 

Board gaming nights are regularly held in the "Dork Basket" (one of the residence halls 

that regularly holds alcohol-free events and whose members are highly respected on 

campus); and individuals and dormitory halls sometimes host parties and other events. 

(11) The Wellness Center also hosts a variety of "substance-free" events (events at which 

alcohol and illegal drugs are prohibited), and a student hired by the Antioch Motion 

Picture Arts Committee regularly shows free movies. 

LP at Antioch 

Some structural differences that are relevant to LD strongly affect student-

professor interactions. Students at Antioch are not given a formulaic disability script by 

the school, and they are largely responsible for their own advocacy, in part because they 

prefer having this responsibility themselves. Students cannot be anonymous; professors 

have been know to "track down" students who are not fulfilling their academic 

responsibilities. 

There are also some similarities to UA. Chief among these is that both schools are 

seen by students with LD as highly attractive, and as schools wherein they can succeed. 

As a result, both schools are respected academic institutions with a high percentage of 

students with LD, and peers are often comfortable discussing their diagnosed or 

suspected LD with each other. In both schools, professors have little knowledge of LD 

beyond that which they obtain from students. Both schools reflect forms of 
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institutionalization; Antioch has more characteristics of the "total institution," while UA 

is more bureaucratized and routinized. These contrasts make these two schools especially 

valuable locations for gaining an understanding of the lived experience of LD in U.S. 

postsecondary institutions. 

An interesting point of comparison is the relatively conservative position that both 

schools have regarding disability, in contrast with their more highly-publicized stances. 

For example, despite its high level of funding, SALT does not work directly with 

professors in order to examine alternative pedagogies or provide workshops to better 

inform them about LD, despite professors' avowed interest in receiving such information. 

Conservatisism is even more entrenched at Antioch; indeed, some students with 

disabilities have characterized the school as "disability-phobic" or "ableist." For instance, 

some professors have publicly avowed that there is "no such thing" as dyslexia or Deaf 

culture, and have recommended unneeded remedial work for students without consulting 

with experts within or outside the college. (12) Some Antioch professors instruct students 

not to work with the " ASC" (at times, a proxy term for the Director), even in cases where 

students have diagnosed disabilities. Since students do not always inform professors that 

they have a legal right to additional advising (and the Director us not always legally able 

to inform the professor of relevant circumstances), students who are legally entitled to 

accommodations may not receive them. 
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Other Methods 

Life History Interviews 

Having described the sites of my participant observation and my positions within 

them, I now turn to the other methods used in my study, beginning with the life history 

interview (LHI), the second principal method for obtaining data. The protocol, included 

in Appendix D, was developed and field tested at UA and adjusted slightly for the 

Antioch interviews. The protocol includes questions designed to gather demographic 

information and a word-definition section, as well as a series of open-ended questions. 

Interviews took 2 1/2-7 hours to complete; only three took less than four hours. I 

currently use an abbreviated version of the Life History Interview as an intake interview 

and when helping students define their learning styles. I do not tape-record these 

interviews or use their data directly, but they do inform the study. 

Life History Interviews provide a large number of narratives, set in a lifecourse 

fi^amework. This type of interview was selected because the collected texts reflect mental 

processes and the creative use of cultural and individual expectations and schemas (Chafe 

1990:79). Researchers in the field of disability have found life history interviews to be 

useful in understanding patterns of interactions between persons with disabilities and 

non-disabled persons (Phillips 1990, Gerber and Reiff 1991, Reiff etal. 1995), and in 

understanding ".. patterns in the sequencing of life history events and transitions in 

identity and experience related to disability, and in the temporal placement of disability 

events in the course of other life course dynamic processes" such as education and 

occupation (Kasnitz and Shuttleworth 2001:28-9). Narrative collection is considered by 
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Brenneis (1988) to be an especially fruitful way of gathering data on conflict. This 

methodology is thus well-suited for gathering data on agency, educational process 

utilization, negotiation, and conflict management by students with LD. 

Narratives create a window onto an individual's construction of self (Schiffnn 

1996, Sandelowski 1991, Reissman 1990). Persons telling illness narratives about the 

onset of chronic illness (Bury 1982) and disability (Phillips 1980) often present stories 

that are inchoate, high in self-interruption, and considered confusing or hard to follow by 

audiences. These characteristics may reflect mental confusion or cognitive processing 

difficulties, as narratives provide "...overt manifestations of the mind in action" (Chafe 

1990:79). These features were evidenced by several interviewed students, though they 

were strikingly more common in narratives of students who had been diagnosed with 

attention deficits and/or anxiety "disorders". 

Interviewee Recruitment 

Most studies involving interviews with adults with LD (e.g., Gerber and Reiff 

1991, Reiff et ai 1995) have recruited people who are considered to be "positive 

deviants:" people who have met with unexpected, usually high success, where other 

people in their relevant social category (e.g., "people with LD") typically fail. This biased 

selection has resulted in a consistent portrayal of people with LD as either succeeding 

brilliantly or failing utterly, leaving out a vast number of adults with LD entirely. For this 

reason, I decided to include a broader representation of interviewees, and to select 

students with a wider range of experiences. Because of the high probability that students 
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can be identified at Antioch, I will not give specific descriptions or pieces of information 

and I will employ pseudonyms. 

The sample from UA was largely based on convenience, although these were all 

students who had expressed interested in my project. Four female undergraduates, a year 

apart in their academic progress, were selected; three undergraduate and one graduate 

student males were interviewed. Four had attended private schools for at least some of 

their pre-college schooling. All were white, as are most students at SALT. All but one 

student were from the upper middle or upper socioeconomic classes; the remaining 

student described herself as "working class." This also reflects the demographics of 

SALT. There was an equal balance of students with LD and with AD (specifically); three 

students had multiple diagnoses. I collected portfolios from each and was given their 

formal documentation to review. I had worked with over half of these students at SALT 

and BrightStar (a private-sector business I co-owned), and so had worked with them from 

these two [)Ositions. I had known four of them for over two years at the time of the 

interviews, and worked with two of them for their entire college career. 

Of the rest, two were diagnosed within a year of my starting to work with them 

(and within six months of the interview). One of these was a female student from a 

working-class background, who was diagnosed through formal gatekeeping processes; 

the other was an upper-class male who tried a friend's Ritalin and subsequently sought 

diagnosis. Two students were formally interviewed twice to document changes in 

perspective over time and contexts. 
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I chose students to tape for the LHI on the basis of diversity and to include 

students from under-represented categories, including those who had recently been 

diagnosed, and those with multiple disabilities and / or chronic ilnesses. Ten students 

from Antioch (eight diagnosed with LD and two non-diagnosed students) were 

interviewed. (13) The sample includes one student for whom English is not a first 

language, and who was largely educated outside the U.S. Sex and gender are much more 

complicated at Aniioch than at UA; interviewees identified themselves in various ways, 

including "male," "female," "androgynous," "transgendered," and "queer." Four were 

students of color, the rest were white. Students were evenly recruited from all 

socioeconomic brackets; four students from Antioch attended private schools; two were 

homeschooled for some of their pre-college schooling. One student had been diagnosed 

within six months prior to the interview. 

Additional Methods of Data Collection 

In addition to participant observation and LHI, I draw on an extensive set of 

student case studies from each location, including some who were diagnosed with LD. 

These are longitudinally tracked and include diagnosis-related information, case history 

notes, writing samples, and other samples of academic work. These students will remain 

completely anonymous within this dissertation, although their cases inform the project. 

I also held periodic group discussions with Antioch students concerning LD, 

campus and academic life, alternative education formats, the services provided through 

the ASC, and jokes involving LD. Some of these were formally conducted; most were 

impromptu. I performed a media analysis of films in order to better understand the 
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cultural context of LD, and discussed these with students who had been diagnosed with 

LD. Many of these films are specifically targeted toward mothers, and provide a baseline 

model for LD that affects their narratives and perspectives. These films have been 

discussed in the previous two chapters, and will be periodically referenced later in this 

dissertation. 

Although I have not yet discussed these media representations with mothers, I 

have had contact with parents of many students diagnosed with LD. While many of these 

contacts were instrumental and did not extend over a long period of time, there were 

some parents with whom I had semi-regular contact over a number of years. In addition, 

many parents believed it would be usefixl for me to hear an abbreviated life history of 

their son or daughter, and so gave me one in person or over the phone. This most 

commonly happened during the student's first year of school or at a point of academic 

crisis, but still provided an alternative perspective on the students and their lives. 

At UA, I formally interviewed a total of 7 professors and administrators for a total 

of approximately 10 hours. I also informally interviewed 2 professional paperwriters and 

4 tutors. At Antioch, I interviewed 4 professors and administrators for a total of almost 10 

hours; I also have informally interviewed others. The basic protocol for the formal 

interviews is included as Appendix C. These were selected both according to specific 

criteria (e.g., an equal number of professors at Antioch had been employed by the college 

for one to two years and for more than ten years) and by convenience (e.g., which deans 

were available for interview at UA). I also participated in informal faculty gatherings and 

discussions. I have presented at Faculty Retreats and orientations, consulted with 
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professors regarding students and general pedagogy, and sat in on some student-professor 

negotiations. These experiences, along with my own classroom experiences, have given 

me a great deal of insight into how professors understand, work with, and cope with 

students labeled LD. 

Despite the relative isolation of my "one-person office" at Antioch, I have 

continued to have contact with other professionals, primarily through listservs, 

conferences, and workshops. I have also taken on-line professional courses on specialized 

topics related to LD and the ADA. These forms have provided a context through which I 

have been able to evaluate trends and changes in service provision; legal issues; and the 

concerns, information bases, and questions of service providers on an international level. 

I also have an extensive collection of photographs and slides taken during the past 

six years. These document research settings, methods of self-instruction, tutor-student 

interaction, campus classroom environments, and the creation of study aids. These have 

helped me in contextualizing and cross-checking field notes, in assembling data bases of 

"alternative techniques" for learning and personal organization, and in understanding 

how the physical environment helps shape interpersonal interactions. 

These multiple methods have given me a rich set of perspectives on LD and have 

enabled me to consider topics and contexts that are as yet poorly integrated in the 

literature concerning LD. Students have been excited to talk about these topics and about 

their lives, and have typically thanked me for interviewing them and giving them a 

chance to examine their lives through a consolidated story. Having reviewed the study 
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methods, I will now review my findings, beginning by presenting information on medical 

fi-amings of dyslexia, LD, and AD. 

Students diagnosed with LD (and their parents) often do not fully understand 

these medical fi-amings when they are explained by clinicians or in books. However, 

college students are often expected to understand and explain these medical framings by 

important social actors, including professors. In response to such expectations, they often 

formulate personal framings of their disability that appear to be "garbled" versions of the 

medical framings. These medical framings are critical for understanding interactions 

involving students labeled LD and their personal framings of their diagnosis. 
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Endnotes to Chapter 4 

(1) "Service learning" is a form of experiential learning that is obtained through 
volunteering for "service organizations;" institutions designed to provide social or other 
support to people "in need." Students at Antioch occasionally comment that "service 
learning" and "community service" are often formulated as charity; most feel 
uncomfortable with this. 

(2) The two professional paperwriters who I have interviewed claimed that fraternity 
members are often repeat customers; I have not been able to gather any data to 
substantiate or disprove this claim. However, many students have volunteered to me their 
opinion that they believe students in fraternities and sororities (especially the former) 
conmionly "cheat" and generally have lower ethical standard than their peers who do not 
belong to "houses." Folkloric stories and unique anecdotes are used to support this 
argument. This is an interesting area, worthy of follow-up research. 

(3) The former view is erroneous; it reflects the high rate of acceptance at a time when 
Antioch was financially insolvent. 

(4) In most schools students "get summers off:" They are not required to attend school 
during the sunmier months, although most have the option of attending summer classes. 

(5) It is illegal under case law for the Director or Assistant Director to simply give lists of 
accommodations to professors without students' specific permission, as this is considered 
a breach of confidentiality; students who I have suggested this to have universally 
decided against it. 

(6) Clients include students with disabilities, international students, "first-generation" 
students (students who are the first in their family to attend college), and students for 
whom English is not a first language. First-year students and senior also make extensive 
use of the Center. Approximately 50% of students in all demographic categories except 
one (males; this accords with larger cultural patterns, in which males are more reluctant 
than females to ask for help) have used its services since I arrived as the first full Director 
in January, 1998 (McKenzie 2001). 

(7) ASL has become a common acconmiodation for language-learning disabilities 
throughout the U.S. because it does not require phonetic discrimination and spelling is 
significantly less of a factor in learning the language. 

(8) During Conununity Meetings, expenditure proposals are publicly made; 
announcements are made concerning events, meetings, and other community-level 
activities; and a "Community Pulse" segment allows people to take the floor and voice 
their opinions, concerns, and congratulations about events and emotions on campus. 
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(9) Service learning is increasing in popularity nation-wide. UA has just begun 
implementing the concept; Antioch's classes have historically incorporated this 
pedagogical technique although more classes are including it in the curriculum now than 
when I first arrived. In many cases, as at UA, extra responsibilities are added to the 
workload of classes (as opposed to the workload's being adjusted overall). Many students 
thus see service learning requirements as an added sources of stress rather than as an 
opportunity. 

(10) Antioch is therefore a more totalizing community, according to Goffinan's 
definition. However, because they are able to participate in college governance to such a 
great extent, students do not experience the school as "totalizing" in the way Goffinan 
describes. Less-top-down, isolated institutions such as Antioch may call Goffinan's 
theory into question. 

(11) At Antioch, terms that are often pejorative in the rest of the culture, such as "dork," 
"geek," "queer," and "fag" can hold positive meaning. Other terms also lose their 
negative attributions, even if they do not become as actively positive; an example is 
"Goth." 

(12) Professors at UA also made such public conunents when I first began this study. 
However, all of the professors who made such comments in my presence have retired and 
none of the people who serve as my sources of information report such comments' being 
made in public since I have left. Of course, it is possible that the public pressure to 
support the SALT program has simply driven such discourse "underground" into private 
arenas. It is important to note that such skepticism is not specific to professors at these 
two institutions; according to participants in listservs I am a member o^ such an attitude 
is not uncommon. Professors are, after all, members of the larger U.S. society; their 
concerns about the validity of "LD" as a category of disability reflect similar concerns of 
others in the U.S., as discussed in Chapters 2 and 3. 

(13) The two non-diagnosed students were included to give supplemental and contrastive 
information about students diagnosed with LD. One of the non-diagnosed students had 
been tested for LD and AD; the results of both tests were negative. The other was a very 
close friend of one of the interviewees and provided the interviewee with peer assistance 
and support. 
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Chapter S 
Setting the Stage Part ni: 

The Medicalization and Cultural Framings of LD 

Maybe I'm crazy and I'm losing my senses 
Maybe I'm possessed by a spirit or such 
Maybe I'm desperate and I've got no defenses 
Can you get me a prescription for that one perfect touch? 

Is this a blessing? Or is it a curse? 
Does it get any better? Can it get any worse? 
Will it go on forever? Or is it over tonight? 
Does it come with the darkness? Does it bring out the light? 

- Jim Steinman (1993) 

In the earlier chapters, I provided historical overviews of disability, including 

those now termed "LD." In the process, I described aspects of the political economy that 

affect these disabilities, including the stakes that medical and educational institutions 

have in maintaining these constellations of difficulty as disabilities rather than as aspects 

of "normal" human variation. I also described public framings and metaphors of school 

specific to members of U.S. culture, in order to contextualize performances and their 

reception by various social actors. In this chapter, I describe the framings of dyslexia, 

AD, and generalized LD that diagnosed individuals and others access. In the next chapter, 

I discuss individuals diagnosed with LD develop personal models of LD and repertoires 

of strategic coping behaviors. 

Framings and Meanings of Disability 

Illnesses and disabilities have personal, social, and cultural meanings that people 

access in mediating experience and seeking help for their problems (Kleinman, 1986). 

Individuals diagnosed with a chronic disability such as LD interpret their diagnoses in 

ways that allow them to understand their disabilities on a personal level. People labeled 
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"LD" act on these understandings when seeking education- or employment-related 

acconmiodations and when presenting themselves to others as "a person with LD." These 

personal understandings are based upon the individuals' framings of their disability, 

which are, in turn, grounded in cultural-level interpretations of illness or disability. 

Framings are sets of expectations and associations that help give meaning to 

discourse and information (Tannen 1984); they help individuals form expectations. 

Framings are similar to explanatory models, which are sets of beliefs that people use to 

explain illness, disability, or other adverse life circumstances (Kleinman 1978). They 

may include beliefs about "...etiology; onset of symptoms; pathophysiology; course of 

sickness...and treatment" (1978: 87-88). Such models provide people with guidelines for 

understanding the meanings of their disabilities and for generating coping strategies. 

They provide a basis for emotional reactions to the diagnosed disability, including 

perceptions of self. The explanatory models a person holds affect that person's 

performance levels in tasks, as well as the outcomes of clinical interventions (Borkan, 

Quirk, & Sullivan 1991). However, people's understandings and presentations of LD are 

not always as coherent, bounded, and internally integrated as the term "explanatory 

model" implies. Framings operate in similar ways, but are more flexible. They are 

knowledge structures that are interactively and discursively formed and can be adapted to 

fit the relevant contexts (Tannen 1984). 

People who interact with diagnosed individuals also seek to understand the 

disability. In the U.S., explanations and framings are expected to include descriptions of 

etiology and of effects of the diagnosed disability. They are also expected to indicate 
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whether or not the disability has a discrete beginning and / or ending; and, if so, to mark 

these delineations in time and place. In the U.S., where conforming to norms is culturally 

valued and there is a strong belief in an ordered, explainable universe, exceptionality 

(e.g., disability) is regarded as problematic; hence, especially in need of explanation. 

In the rest of this chapter, I present two broad categories of public framings of 

dyslexia, AD, and generalized LD (medical and sociogenic). I separate these 

subcategories for discussion because they are represented differently within medical 

framings. Of the three diagnoses, the greatest number of studies has looked at "dyslexia," 

while very little research has considered "generalized LD." 

The first public framing constructs these disabilities as sociogenic. This framing 

reflects cultural skepticism of these disabilities, most notably of AD and generalized LD. 

The second of these public framings is formulated by medical institutions, primarily 

through the publishing of "research results," and disseminated through professional and 

mass media. This type of framing draws upon four predominant cultural understandings 

(or "root metaphors") of the mind and body. After presenting both frameworks, I briefly 

describe variations that draw on aspects of both of these primary framings. I also provide 

critiques of the framings, including those that treat "science" and "scientific studies" as 

culturally-constructed modes of knowledge creation. 

Sociogenic Framings 

Some critics of the diagnostic categories of AD and LD claim that these 

"disorders" do not, in fact, objectively exist (Stein 2001, De Grandpre 2000, Finlan 

1994). They contend that the behavioral patterns labeled as AD and LD are 
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understandable responses to problematic social conditions and / or a pathologization of 

part of the spectrum of normal human behavior (Stein 2001, DeGrandpre 2000, Hartmann 

1996). Bateson's concept of the "dormitive principle" is applicable here: The behaviors 

are classified as a medical condition; the condition then takes on the force of a diagnostic 

label and is presumed to explain the behaviors (Kronick 1988). The labels "dyslexia," 

"LD," and "AD" are often seen as preferable to other, more negatively stigmatized labels, 

such as "mentally retarded," "emotionally disturbed," or "stupid." Of the LD labels, 

"dyslexia" and "LD" are less stigmatized than "AD." They are generally interpreted as 

referencing only difficulties in learning, as opposed to potentially also referencing 

inappropriate public behavior. 

Some skeptics specifically locate the problem as originating educational 

institutions, criticizing them as [1] overly authoritarian, [2] overly auditory in their 

pedagogy (in a country that is increasingly reliant on visual modes of communication 

such as reading, writing, and the use of computers and video), and [3] more concerned 

with preparing students for standardized tests than with educating students. In this view, 

LD are an artifact of U.S. educational practices, not problems inherent in individuals. 

Some critics of the education system point to the rise in violence and drug abuse 

in schools as creating a decline in the quality of education; this is framed as leading to a 

rise in the diagnosis of LD. The class time devoted to conflict resolution training, 

multiculturalism, and tolerance of stigmatized social groups rather than to academic 

subjects; a de-emphasis in curricula on academic "basics" such as English grammar; and 

poor equipping of schools are also framed as diluting the quality of academic programs. 
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Poor programs and narrowly-defined styles of teaching are said to exclude those with 

dififerent learning styles and create children who cannot learn. (1) Labeling some students 

as "LD" is said to exonerate schools from blame when these students don't learn. (2) 

This view assumes that LD are simply extremes of "learning styles." In some 

cases, the medical and diagnostic testing frames validate this view. (3) "Slow processing 

speed," for example, specifically indicates that the student is significantly slower than 

peers in processing information, rather than being unable to process information at all. 

However, a student may still leam best through sensory inputs that are framed as 

"blocked" by the diagnosed LD. For example, dyslexia is commonly considered to result 

from impediments to the visual channel. However, diagnosed students sometimes report 

that they leam best through visual presentations of information, even though they say 

they process written code (as opposed to diagrams and other visual representations of 

information) differently than students without LD. In such cases, the students' learning 

styles are still "visual" in nature. Many professors and service providers, however, label 

them as being "non-visual" and attempt to teach these students through "alternative," 

educationally less-appropriate sensory channels. (If the student has difficulty with 

auditory processing and / or with gross and fine motor learning, for instance, such 

techniques are inappropriate.) Although alternative visual representations would be more 

effective, instructors and service providers may simply not consider using them if they 

believe the student's "learning style" is non-visual. This is very frustrating to students. 

Others who question the scientific validity of LD specifically claim that LD are 

the medicalization of a social problem, and that diagnosed students are "lazy" and do not 
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embrace basic cultural values such as independence and "working hard" (Finlan 1994). 

They claim that parents prefer having their children diagnosed with these disabilities to 

being blamed for their children's difficulties in school and their other perceived 

shortcomings (e.g.. Carrier 1983). (4) These critics claim that parents whose children are 

not meeting their expectations are seeking a scientific excuse for their children's "failure" 

that appears biologically-based; hence, beyond the children's or parents' control (Wingert 

& Kantrowitz 1997). In this form of skepticism, individuals are to some extent blamed 

for the labels attached to themselves or their children. This is not the case in arguments 

that contend these disabilities are caused by problematic social structures. 

AD has also been specifically attacked as a category of disability. It has been 

called a fashionable "diagnosis du jour" (Jaksa 1999) and the "Yuppie disease of the 

80's" (Kelly & Ramundo 1993). It is stigmatized and viewed with skepticism by much of 

U.S. society (Wallis, 1994). Some researchers claim that there are two forms of AD: [1] a 

genetically-determined disorder that occurs in small numbers of people, and [2] ". .. an 

exaggeration or an excess of traits that normally vary from person to person" (Wender 

1987:28). Others believe that AD represents a medicalization of social problems (Lyon 

1996, Conrad & Schneider 1992), especially problems arising from lessened parent and 

teacher control over children's classroom behavior and from the increasingly rapid pace 

and disjunctive nature of U.S. society to which individuals must attend (DeGrandpre 

2000, Kelly & Ramundo 1993, Conrad & Schneider 1992). 

Numerous people have taken the position that AD is a diagnosis used for social 

control; epidemiological patterns lend support to this belief (Kronick 1988). 
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Medicalization of disruptive behavior, inattentiveness, and low motivation redefines such 

behaviors as sickness, thereby changing the meaning of the behavior so that drug-based 

therapy rather than punishment (or changing classroom practices) is deemed the 

appropriate treatment. It confuses the social categories of "disabled" and "malingerer," 

and thus increases skepticism of the diagnostic category. 

Providing therapy to the "sick" is consistent with many American values, such as 

humanitarianism, pragmatism, faith in science and medicine, and an emphasis on health. 

Provision of therapy is also one of the major service industries in the U.S. (Kronick 

1988). It is a growing sector of the economy, as the population is aging, overall, and more 

people are surviving disabling accidents and other disabilities. Treatment of AD with 

medication provides a pharmaceutical "quick fix" (Nichter & Vuckovic 1994; 1298) and 

serves as a form of social control, designed to regulate individual behavior. Clients may 

resist the definition of themselves as "sick," "disabled," and in need of external control; 

nonadherence to prescribed medication regimens often reflects such resistance. 

Conversely, clients and their parents may seek medication regimens. In 2000, 

physicians wrote almost 20 million monthly prescriptions for amphetamines used to 

"treat" AD (e.g., methylphenidate; Zemike & Petersen 2001). Sales of Adderall rose 

1017% from 1997-2000; a new time-release formulation is also popular. Concerta, a 

time-release form of methylphenidate, was "launched" in August 2000. By the end of the 

year, $67 million worth had been sold, $43.5 million in the fourth quarter alone (Internet: 

Motley Fool). A Concerta slow-release arm patch is expected to be released in 2003. 

Because of its convenience and the ease with which it can be hidden, sales of this product 
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are likely to be high. Overall, sales of medications prescribed for AD rose 13% between 

1999 and 2000 (Internet; Valley Youth House). 

U.S. legislative bodies at the state level, persuaded by advocates who believe that 

these medications are being '^overprescribed" are passing legislation that they hope will 

decrease the number of prescriptions written. Minnesota has already banned schools and 

child protection agencies from instructing parents to obtain prescriptions for their 

children. Connecticut has passed a law forbidding school personnel to speak with parents 

about medication regimens. However, the reclassification of AD in the American 

Psychological Association's upcoming fourth "definitive" revision of its Diagnostic and 

Statistical Manual (DSM-IV-TR) frames AD as "codable" for insurance purposes 

(Internet; ABC News ADHD Study). This legitimizes the disability category in a way 

that means insurance companies will cover related costs for AD. This makes it more 

likely that people will seek this diagnosis and doctors will be readier to diagnose it, as the 

personal financial cost is largely eliminated. 

Manufacturers of these medications have recently begun advertising them directly 

to consumers, through popular magazines such as Ladies' Home Journal and the TV 

Guide, and on cable television stations, such as the Discovery Channel and Arts and 

Entertairunent. The most widely-distributed print ad uses phrases such as "One dose 

covers his ADHD for the whole school day" and "Designed to work when he needs it 

most." It displays a picture of a mother holding her son, standing on a stylized clock 

(Celltech, September 2001). Advertisements for these medications are intermixed with 

advertisements for "benign" household products such as Jell-0 products and Life cereal. 



203 

Celltech, the British-based firm that produces Metadate CD, has a "superhero" 

spokesman, with "CD" emblazoned on his chest. This imagery evokes connotations with 

comic books, a literary form that most of U.S. society wrongly considers to be 

specifically produced for children. The association thus conveys the message that the 

medication is designed for children (or child-like people). It also suggests that the AD 

can be "defeated" (i.e., possibly "cured") by the medication. 

Diller (1998) reports that parents were asking pediatricians to prescribe these 

medications for their children before such advertising began. The advertisements are 

likely to further increase the number of these requests. College students also actively seek 

Ritalin and related drugs to "help them concentrate," sometimes by asking a physician for 

a prescription and other times obtaining it through non-legal means. Thus efforts of 

legislators to slow the rate of increase in prescriptions for these drugs by restricting 

school-parent interactions may ultimately prove ineffective. 

Parents are sometimes blamed for behaviors that are diagnosed as AD; the most 

common criticism is that they are not "correctly disciplining" their children or not 

"establishing limits." In the U.S., there is a tendency to blame parents for the actions of 

their children. This extends into the legal arena; parents are held legally responsible for 

the actions of their minor children. Some parents have also been criticized as being poor 

social role models due to their own difficuhies in managing anger and other emotions. (5) 

Kronick (1988; v-vi) points out the economic value of proliferating categories 

(and vague or sociogenic etiologies) for researchers and service providers; 
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The newly discovered exceptionality would be the impetus for 
investigations of subclusters of the condition and countless projects 
researching assessment and investigation. Millions of dollars would be 
spent on professional training, much of it questionable. Professionals and 
parents would move from one therapeutic approach to another lest 
lingering with any one approach might reveal the limitations in its ability 
to 'fix the child up.' There would be sufficient activity generated to buy 
the time to allow the labeled students to complete their schooling, which 
then would absolve most of the professionals with whom they had been in 
contact of further responsibility. It would not be the concern of educators 
that enabling students to meet academic demands did not necessarily equip 
them to handle the exigencies of adult life. 

Hartmann (1996) states that defining these learning difficuhies as disease or sickness is 

highly profitable for physicians, drug companies, and a variety of service providers. 

Portraying "abnormality" as a weakness that will necessarily lead to failure allows the 

creation of entire help-providing and self-help industries. This fiirther entrenches the 

perception of the various LD as impairments that render people incompetent. 

One sociogenic hypothesis of AD proposes that the stress of U.S. society keeps 

people in a nigh-continuous state of hyperarousal by evoking a constant "fight or flight" 

response to non-specific (or multiply-caused) anxieties. Hartmann says that some people 

respond to this situation by engaging in a submodality of the flight response that he calls 

the "opossum response" (1996:86): They seek out states of hyperstimulation in order to 

distract themselves from the stresses they face. This response reduces uncertainty in the 

environment (and hence reduces stress) because they can act immediately (whether the 

action is appropriate to the situation or not). If this response reduces stress sufficiently, it 

can become an addiction or compulsion. Numerous articles (e.g.. Wise 2000, Hung 1999, 

Adler 1999) have claimed that stress is not only increasing for adults, but for children as 

well, resulting in increased levels of anxiety, depression, and fatigue that cause "ADD-



205 

like" symptoms; DeGrandpre 2000). Hartmami does not discuss "fight" responses to 

stress in his sociogenic hypothesis, but the recent rise in "rages" (e.g., road rage, airplane 

rage) probably also reflects an increase in social stress (Underwood and Wingert 1999). 

DeGrandpre (2000) believes that the increasing rates of diagnosis and prescription 

are due to a generalized "speeding up" of U.S. culture, an increased pace and tempo that 

cause anxiety, stress, and addiction to sensation. U.S. culture is saturated with stimuli and 

competing demands for immediate attention. Children, DeGrandpre claims, are especially 

susceptible to the increased pace of U.S. life, as they are learning how to interact with the 

world. Television, video games, music videos, and other forms of visual media entertain 

children through intense stimulation. Children leam to multitask and to prefer 

multitasking as a mode of activity at a very young age. DeGrandpre argues that they 

therefore do not leam how to entertain themselves or to focus on slower-paced single-

focus activities such as school tasks. In addition, the increased specialization of economic 

functions and interdependence has increased the amount of time people spend waiting. 

This increases overall frustration and stress, which are framed as "causing" performances 

of "ADD-like" behavior. 

The overall resuh of the "speeding up" is a transformation of consciousness; 

"Rapid-fire culture gives rise to a rapid-fire consciousness, an unsettling temporal 

disturbance of self that then motivates an escape from slowness..." (DeGrandpre 

2000:22). Proponents of this fi'aming claim that children do not leam patience or ways to 

focus their attention. Rather, they adapt to the cultural context and ".. acquire a 

heightened need for speed," newness, rapid decision-making, muhi-tasking, and 
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increased stimulation that leads them to exhibit behaviors that are diagnosable as AD 

(2000:24; italics in original omitted). DeGrandpre hypothesizes that the ingestion of 

Ritalin and other prescribed stimulants provides necessary physiological stimulation, 

allowing the person to perform in less-stimulating contexts (such as the classroom, the 

workplace, queues, etc.). Medicating people diagnosed with AD precludes the need to 

make long-standing institutional environments compatible with the rest of the culture. 

This reflects cultural portrayals of schools as totalizing institutions, as well as students' 

criticism that what is taught in schools is irrelevant in the larger society. 

The increased use of chat rooms (which are heavily used by adolescents with 

access to the Internet) and other forms of communication that are not face-to-face is 

believed by some people to be lessening children's ability to read nonverbal 

communication cues. The increased use of cellular phones in public - while often 

ignoring the other people the phone user is physically with - is believed by some to lead 

to interpersonal disconnectedness. Difficulty with interpersonal communication is 

commonly cited as a social correlate of AD. Hallmark difficulties include an inability to 

"read" nonverbal cues, inattention to social others in interpersonal situations, and the 

display of inappropriate affect (often linked to inattention to the immediate context). 

Critics of the speed and technologization of U.S. culture and of AD as a category of 

disability claim such uses of personal technology contribute to diagnostic rates of AD. 

Having generally reviewed the sociogenic framings of LD and AD, I will now 

describe medical-system-based framings for these disabilities and for dyslexia (a category 

of LD that is typically viewed as a valid category of school-based disability in the U.S.). 
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Although these two framings are typically portrayed as mutually exclusive, this binaristic 

construction of the two framings is not universal. It is, of course, possible that some LD 

are biologically-based difficulties that become most evident in certain cultural settings, 

such as classrooms and workplaces within the U.S. In other cultural settings, such 

difficulties may not be salient, and are simply thought of as reflecting normal human 

variation. However, in professional framings of LD, AD, and dyslexia, this binary 

distinction is crucial to validation of the medical framing; If social and institutional 

structures and expectations give rise to these categories of disability, medical institutions 

have less claim to them. Conversely, if these categories of disability are located in 

biological bodies, they continue to fall under the purview of medical institutions today, as 

they have historically. In the next section of this chapter, I describe the various 

medically-based framings and critique their internal logics. 

Medical/Biological Framings: An overview 

In the U.S., the body is primarily and fundamentally seen as biological, an organic 

entity with necessarily linked (usually integrated) but separable parts. A medical model 

of anatomy and physiology is fundamental. Language and rhetorics of causation and 

curing are used; body fiinctionings that differ significantly from "normal" (especially in 

ways that are considered to be negative) are considered to be "diseased" or "disabled" 

rather than simply "different." In accord with the tendency in U.S. culture to look for 

monocausal explanations, a specific genetic cause or disease-causing agent is frequently 

sought to explain these differences. 
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U.S. allopathic medicine appeals to four metaphors of the body in attempting to 

describe the origins of AD and LD; body-as-machine (mechanistic and electrical), body-

as-organic-entity (i.e., purely biological, as described above), body-as-system-of-

communication, and body-as-balanced-system-of-fluids. These metaphors are also used 

in specific medical and personal framings of the brain (the presumed loci of difficulty in 

LD and AD) and how it functions. In most instances, these framings reflect the Cartesian 

schism between body and self that is a foundational belief in the U.S. (Martin 1992), in 

that the brain is a seen as a tool used by the person or the person's mind for the purpose 

of thinking and performing other mental operations. The framings and metaphors of 

allopathic medicine in the U.S. are flexible, and people may frame the same condition or 

situation using different metaphors at different times. 

The framing of body-as-machine utilizes the following metaphors: [1] the body as 

electrically connected or "wired;" this includes the metaphor of "mind-as-computer," [2] 

the body as a machine made up of levers, gears and other such mechanistic pieces, and 

[3] a combination of both. The organic framing considers the following types of damage 

and/or inherent flaws in attempting to explain LD and other hidden, cognition-related 

disabilities; [1] contusions (damage from blows) and their consequents, [2] genetic 

predispositions, as reflected in indirect data such as inheritance rates, [3] disease-induced 

lesions to the brain, [4] delays in maturation, and [5] otherwise unexplained (or 

presumed) brain lesions. It is the most inclusive and integrated of the four framings, as 

well as being the one that is specifically taught to physicians during their training. 
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A framing of the body-as-communication-system typically describes parts of the 

body (typically cells or organs) as "talking with" one another. These framings are usually 

teleological in nature, implying that the cells or organs intend such communication; a 

disruption of this communication causes the disability. When the body is framed as a 

system of fluids in balance, the problems that are being explained are sometimes 

presented as being caused by imbalance in fluid levels per se (e.g., within the inner ear) 

or, at other times, as caused by an inadequate supply of something being transported by 

the fluid (e.g., glucose transported in blood). 

A holistic framing of mind-body-spirit interaction is strongly held by some 

members of U.S. society; this framing considers all three systems to be in tight and 

constant communication with each other. This framing is sometimes held concurrently 

with medical framings that are called upon to help explain disease and disability; people 

who do not believe that medical framings are appropriate for explaining LD typically 

present sociogenic explanations rather than spiritual ones. 

Language use in allopathic medicine contributes to shaping the ways in which 

people understand "science" and its claims and in .. shaping the unequal experience of 

sickness and death for millions" (Haraway 1997:204). The use of metaphors is one way 

in which this happens. Language that reflects an understanding of the body as mechanical 

or electrical can create false expectations of a "broken" body's being "fixable" through 

medical interventions. Language describing bodies as made of distinct and separable 

parts can encourage individuals to form body schemas that are fragmented and 

disorganized (Martin 1996, 1992). Having provided a synopsis of overarching 
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frameworks of the body and "what can go wrong with it," I will now describe medical 

framings of these disabilities within public discourses. I will begin by discussing dyslexia 

specifically, followed by AD and generalized LD. 

Medical Framings of Dyslexia 

Siens and Symptoms 

People in the U.S. typically believe that dyslexia is a "real" condition; Few 

question its validity as a diagnostic category of disability, although some question 

whether or not people with dyslexia are "smart enough" to attend and successfully 

complete college. Medical and educational specialists define dyslexia as a language- and 

communication-related disability that primarily involves difficulties with code 

recognition, processing, and production; and with schematic understandings. It is largely 

considered to be unrelated to intelligence once it has been formally diagnosed. 

(Individuals diagnosed with dyslexia later in life often report being treated as or told they 

were "stupid" before the diagnostic label was applied.) Dyslexia's "hallmark symptom," 

according to Samuel Orton, who first medically described dyslexia, is difficulty with 

single-word recognition (1937). Researchers have consistently found that people with 

dyslexia also have difficulty in processing speech at the phonetic level (e.g., Schulte-

Kome, et a/.2001). (6) Prevalence is typically estimated at 5-10% of the general 

population (Stein, Richardson & Fowler 2000). A recent prospective study indicates a sex 

bias, with males being more likely to be diagnosed with dyslexia than females (Flannery, 

Liederman, Daly & Schultz 2000). (7) 
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Mainstream medical fiamings in the U.S. typically presume three types of 

dyslexia; [1] abnormalities in visual processing of linear code, [2] abnormalities in 

auditory processing of phonological information, and [3] a combination of both ("mixed" 

type). Cross-language and cross-cultural studies based on allopathic medical precepts 

support these framings; no specific genetic or other physical marker or specific biological 

cause has yet been pinpointed. 

Dyslexia has also been subcategorized in a way that focuses on identifiable signs 

rather than on cause; [1] surface dyslexia (evidenced by difficulty in reading English 

words with irregular spellings), and [2] phonological (evidenced by difficulty in reading 

nonwords that are designed to require application of English phonological and spelling 

rules). Researchers and lay people consider severity to be higher when more tasks, more 

fundamental tasks, or more culturally valued tasks are perceived to be impacted (e.g., 

Cestnick & Jerger 2000, Walsh 2000). 

A variety of studies describe dyslexia as occurring with physical vision-related 

difficulties. For example, as compared to peers without dyslexia, studies have found that 

children diagnosed with dyslexia have more difficulty focusing both eyes on a single 

stimulus and less stability in maintaining binocular control. They are also more likely to 

be distracted by stimuli in their peripheral vision (Stein 1991). Diagnostic evaluations 

often focus on phonetic and visual processing of code, notably language-related codes. 

An I.Q. test is typically given as well (and may be the only test administered) to ensure 

that the individual has "normal" or "above-normal" intelligence, in order to accord with 

legal definitions of LD. (8) There is diagnostic overlap with Central Auditory Processing 
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Disorder (CAPD), which also presents as problems with phonemic recognition and 

whole-word recognition difficulties; CAPD, however, is typically constructed as being 

located in the auditory apparatus (Schorr 2000). 

Dyslexia is frequently associated with a condition called "dysgraphia." Its 

diagnostic signs include difficulty in the production of writing, primarily evidenced by 

"poor permianship" and, frequently, overwriting and misspelling. (See Appendix C for 

examples.) Individuals with dyslexia are also commonly believed to reverse letter order 

(common jokes involve confusion of the words "god" and "dog"), and to confuse the 

letters d, b, g, and p with each other. "Mirror writing" (i.e., the production of a types of 

reversed writing that is only readable when held to a mirror) is also commonly believed 

to characterize the writing of people with dyslexia. (See Internet: Mirror Writing for 

examples.) These are not universal markers of dyslexia, however. 

In addition, many people diagnosed with dyslexia have difficulty with 

mathematics (especially arithmetic and algebra) and with learning additional languages, 

especially as adults and adolescents. "Dyscalculia," or math-related learning-disability is 

also estimated to affect 3-6% of the world population. Approximately 40% of students 

with dyslexia are estimated to also have dyscalculia (Butterworth 2001). Some experts 

estimate that dyscalculia can preclude approximately 50% of job possibilities and believe 

that dyscalculia affects more life activities than dyslexia (Newman 1998). 

As mentioned in Chapter 3, the "split-brain" hypothesis assigns skills associated 

with "spatial reasoning" to the right hemisphere of the brain. Researchers postulate two 

forms of math-related difficulties that can be diagnosed as "dyscalculia;" primary and 
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spatial. The former is believed to be caused by abnormalities in the angular gyrus and 

produces difficulties generalizing information about numbers beyond specific, concrete 

examples. For example, individuals may not understand that items being counted can be 

resequenced and recounted to yield the same total number of items (Jergensen 2000-1, 

Newman 1998). People diagnosed with primary dyscalculia also typically have reading 

difficulties that are often severe enough to be diagnosed as dyslexia. 

The second form of math-related difficulty, spatial dyscalculia, is believed to be 

caused by dysfunction(s) in the right parietal lobe. Individuals diagnosed with spatial 

dyscalculia exhibit difficulty in math abstractions and geometry, as well as in reading, 

following maps and directions, and learning music (Jergensen 2000-1, Newman 1998). 

Other researchers, however, have located the problem in the left inferior parietal lobule 

and the left inferior temporal gyrus (Hirono 1998), or specifically in the left angular 

gyrus (Internet; Dyscalculia). This directly opposes the segregation of language and math 

functions proposed by the split-brain hypothesis. 

Dyscalculia is not recognized as a category of LD by most people in the U.S., 

ahhough it is a topic of interest in other countries, such as England. The comparative lack 

of consideration of dyscalculia as a category of disability may in part be due to general 

cultural framings that "math is hard" and that problems in math are understandable (even 

expected), especially for girls. Because this disability is not generally in the cultural 

discourse, dyscalculia will not be addressed further in this dissertation. 

Most people in the U.S. consider the difficulties associated with dyslexia to be 

limited to school-related problems, although low self-esteem resulting from reading 
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difficulties is commonly believed to be a correlated problem. However, individuals 

diagnosed with dyslexia consistently report experiencing other, non-academic difficulties. 

The most conmion of these are difficuhies with gross motor coordination (medically 

termed "dyspraxia"), hand-eye coordination, and balance. Many interviewees and others 

with dyslexia report having had trouble learning to ride bicycles, a common childhood 

pastime and method of conveyance. Some adults state that they still do not consider 

themselves to be able ride a bicycle or to perform other "standard" childhood play 

activities such as throwing a ball or turning a jump rope. They consider themselves to be 

"klutzes" or people who "can't walk and chew gum at the same time." Athletes with 

dyslexia report having faced limited choices if they wanted to participate in 

interscholastic competition; e.g., playing center in football rather than other positions, or 

competing in endurance swimming rather than specialty strokes. 

Some individuals report having difficulty with reliably estimating time, 

differentiating left from right, following sequential directions, finding geographic 

locations, maintaining information in short-term memory, and/or interpreting non-verbal 

cues. Their eyes may appear to focus on different spots within the visual field, and males 

often have a visible "dent" across the bridge of the nose. It is important to note that none 

of these signs are universal. An very important aspect of dyslexia is the high level of 

interpersonal variation in experienced symptoms and exhibited signs. For example, not 

all adults with dyslexia have difficulty in reading. Two interviewees are considered by 

their peers to be above-average readers, and identified themselves as "readers;" 

People told me I was dyslexic, but I don't even know if that's true. Who 
knows. Because I'm not really sure what dyslexia is. I know that I reverse 
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letters sometimes, but I don't have reading problems, which seems to be 
the crux of dyslexia, so who knows what I have? Probably I just have a -
I just think a little differently and can't spell, but... [DK, Antioch] 

Other individuals diagnosed with dyslexia are highly-coordinated, with above-

average balance and hand-eye coordination. I have known people diagnosed with 

dyslexia who skateboard, ride horses competitively, snowboard, ski, and fly 

planes, all tasks they performed "for fiin," all requiring physical ability. I also 

know one student diagnosed with dyslexia who speaks three languages; this 

individual was raised as bilingual and acquired the third language as an adult 

through extreme effort and perseverance. 

Locaim  ̂Dyslexia in the Body 

Many researchers point out that medical studies have not yet located a specific 

neurological or other biological basis for dyslexia, indicating that this is because dyslexia 

is a variable diagnostic entity whose severity and specific manifestations vary cross-

culturally and across languages (e.g., Grigorenko 2001, Paulesu, et al. 2001). They state 

that the combination of tasks required for language processing (oral, aural, and visual) 

complicates the task of finding a specific location in the biological body that consistently 

is associated with diagnosed dyslexia (Grigorenko 2001). Despite the low specificity, 

however, researchers continue to look for localizable bodily causes for dyslexia, often 

using indirect tests and expensive technologies to do so. This reflects an emphasis on 

monocausal origins and on the construction of difference as a problem, emphases that 

reflect Protestant influences in U.S. culture more generally. 
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The best-accepted hypotheses postulate a genetic origin, often believed to lead to 

specific physiological and/or anatomical malfunctions that in turn cause the symptoms 

and signs of dyslexia. Less well-accepted hypotheses about the cause of dyslexia 

implicate the inner ear, the ability to visually focus on and follow stimuli simultaneously 

with both eyes (considered by most professionals to be a problem separate from LD), or 

difficulty in processing rapidly-changing stimuli (specifically), notably those involved in 

phonology and letter sequencing (Gilroy & Miles 1996). I will now review these various 

framings in detail. 

Genetic Evidence Produced to Indicate Biolosical Heritabilitv of Dyslexia 

Researchers who perform twin studies and heritability studies indicate that there 

is probably a genetic basis for dyslexia, especially as a specific type of spelling disability 

(e.g., Alarcon e/or/.2000, Raskind, etal.lOOO, Smith, Kimberling, & Pennington 1991, 

Stevenson 1991). These claims are often presented as universal, especially in the mass 

media. However, monozygotic twins do not both have dyslexia in all cases studied, and 

brain injury sometimes causes the same pattern of difficulties as is seen in most people 

with dyslexia. 

Most often, the long arm of autosomal chromosome 15 is believed to include the 

relevant genetic locus (e.g., Morris et al. 2000, Nopola et ai 2000), although this 

chromosome is not always found to have statistically significant linkages (Smith, 

Kimberling, & Pennington 1991). Autosomal chromosomes 2 and 6 have also been 

implicated, although fewer studies of these chromosomes have been performed, and the 

resuhs are more contradictory than those of studies of chromosome 15 (e.g., Fagerheim et 
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al. 1999, Gayan et al. 1999, Field & Kaplan 1998). The long history of research on 

dyslexia has facilitated studies that examine family patterns based on actual diagnoses of 

living persons through standard testing procedures. Thus retrospective studies, which rely 

on memory and the interpretation of past events, are not necessary for studies on 

dyslexia, as is the case for other forms of LD, including AD. 

Despite the continued search for a single genetic locus, most researchers believe 

that dyslexia has a multi-gene cause. They presume this because the tasks believed to be 

affected by dyslexia are so complex and because researchers have not been able to find 

specific allelic patterns that are consistently associated with dyslexia when different 

family lines are compared. All interviewees diagnosed with dyslexia, as opposed to AD 

or generalized LD, had family members who evidenced highly similar patterns of reading 

and other difficulties, some of whom had also been formally diagnosed with dyslexia. 

Neuroanatomical and Neurophysiological Hypotheses 

The primate visual system has two sub-systems: [1] the magno system, which 

perceives fast-moving, low contrast information and plays a role in the person's ability to 

focus on serially presented information (such as the letters in a word), and [2] the parvo 

system, which perceives slow-moving, high contrast information. Gihoy & Miles (1996) 

postulate a comparable division in the auditory system. They describe the work of 

Galaburda, who performed eight post-mortems on people known to have had dyslexia. 

He found abnormalities in the magno system of all of them, notably ectopias (intrusions 

of cells between layers that are normally separate). He considered these to provide 

evidence for "unusual" brain functioning. Galaburda also found that the plana temporale 
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were the same size in both hemispheres, which is unusual in adult human brains. 

Typically (i.e., in 75-80% of the brains of people who presumably were not dyslexic), the 

right planum is smaller than the left. Researchers therefore have presumed that this 

unusual (though not necessarily statistically significant) pattern indicated abnormal 

functioning specific to the brains of persons with dyslexia (e.g., Gilroy & Miles [1996]). 

Language abnormality was presumed to result from these differences in anatomy because 

the unusual features were found in the temporal lobe, the left of which is believed to be 

central to language production and processing. 

This research has been criticized both for the small number of individuals tested 

(i.e., it is possible these 8 people's neuroanatomies are unusual for people with dyslexia), 

and because autopsies were involved rather than studies with living subjects. More recent 

work (e.g., Ridder et al. 1997, Borsting et al. 1996) found that people with visually-based 

dyslexia and severe phonetically-based dyslexia (only) also have magno pathways that 

are "defective" in comparison with persons without dyslexia in that they are less sensitive 

to incoming, rapidly-changing stimuli. 

Other studies (e.g., Heiervang et al. 2000; Hynd, Marshall, & Semrud-Clikeman 

1991) have found that children diagnosed with dyslexia had less planum asymmetry than 

did children without dyslexia who were used as matched controls. Both groups also had 

shorter insular regions in both hemispheres of the brain (the left insular region is involved 

with language; Hynd, Marshall, & Semrud-Clikeman 1991). Many of these studies have 

methodological problems; for example, the number of subjects is often low and reading 

tasks are not necessarily incorporated into the studies. Thus, despite the consistency of 
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these studies in finding magno cell "defects " and symmetry of plana, some researchers 

(e.g., Skottun 2000) believe that there is no conclusive evidence that these variant 

anatomies truly correlate with the various types of dyslexia. In addition, recent studies 

comparing chimpanzee and human neuroanatomy indicate that the planum temporale 

may not be as central to language as has been assumed by previous researchers, calling 

the entire line of inquiry into question. 

Results of positron emission tomography (PET) performed during reading tasks 

(in both silent and verbalized reading) have been interpreted as meaning that people 

diagnosed with dyslexia have lower than expected neurological activity in the left middle 

temporal gyrus, inferior and superior temporal gyri and middle occipital gyrus. This 

pattern has been observed in cross-cultural studies, as well as in U.S.-based research 

(Paulescu, etai 2001). PET scans provide images of live, functioning brains. A 

radioactive isotope is injected into the bloodstream, typically through the arm; as it 

decays (i.e., emits positrons), it emits gamma radiation. The gamma rays are then 

detected by a series of ring-mounted detectors; a three- dimensional image is interpolated 

from these images. PET scans are designed to detect glucose metabolism, blood flow, and 

oxygen use within the body. (In the case of dyslexia, the brain is examined.) Decreased 

neurological functioning is presumed to be caused by deficiencies in blood flow and 

metabolites carried by blood. PET scans are extremely expensive; thus the number of 

subjects tested is extremely low (i.e., as few as two research subjects). Often, matched 

controls are not used. Results to date are inconclusive and may simply reflect normal 

human variation in brain activity during reading rather than a disabling condition. 
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Functional Magnetic Resonance imaging (AtRI) scans find differences between 

brain activity levels in children with and Avithout dyslexia during phonological tests 

(especially rhyming tasks) and visual code processing tasks. Differences have been found 

in the left temporo-parietal cortex (children with dyslexia evidenced no activity, while 

children without dyslexia had activity in this area during reading task performance), and 

the occipito-parietal region of the extrastriate cortex (children with dyslexia showed little 

activity in this region, while children without dyslexia evidenced activity during reading; 

Temple et al. 2001). The former region is where Wernicke's and Broca's areas are 

located. (See Chapter 3 for an explanation of these.) The occipito-parietal region is 

considered to be the area in the brain where visual language processing takes place. 

This data also involves the imaging of living, functioning brains at rest or during 

performance of a task. It uses magnets to create a radio frequency pulse. This ahers the 

local magnetic flow of tissues by causing the hydrogen molecules in them to spin at a 

specific frequency in a particular direction. Images are then made of the tissues; the 

separate images are combined into a two- or three-dimensional composite image of the 

area being examined. In the case of dyslexia and other LD, fMRI scans are primarily used 

to evaluate blood flow. As with PET scans, the cost is high and the number of people 

evaluated is therefore very low. In addition, there is a possibility that the magnet-induced 

changes themselves affect blood flow, although proponents of the technology state that 

this effect is insignificant. 

Research on cerebral blood flow using these instruments indicates the possibility 

that the level of blood flow is lower in the parietal and/or temporal lobes of persons with 



221 

dyslexia as compared to that of non-dyslexics (e.g., Rumsey et al. 1999; Wood, Flowers, 

Buchsbaum, & Tallal 1991). Some research also suggests that people with dyslexia have 

higher blood flow to the angular gyrus during reading tasks, but this difference does not 

seem to correlate with reading accuracy or adult-age reading improvement (Wood, 

Flowers, Buchsbaum, & Tallal 1991). (9) 

Recent studies looking at rates of cellular-level glucose uptake measured 

differences between people diagnosed with dyslexia and those without dyslexia. 

Researchers believe that the rate of glucose uptake reflects the cellular use of energy that 

they presume a reader needs in other to complete the reading and phonetic tasks involved 

in the experiments. Dyslexics who accurately performed the phonetic discrimination 

tasks showed higher glucose uptake in the area of Heschl's gyrus. This anatomical area, 

located in the superior temporal lobe and considered to be the primary auditory cortex, is 

believed to be an auditory association cortex that is important for language use. People 

not diagnosed with dyslexia did not evidence such changes in rate. Results were unrelated 

to task accuracy; meaning that it is not clear whether the results were related to task 

performance, another aspect of the experiment, or simple human variation. 

Resuhs indicated that the brains of people with dyslexia used more glucose during 

reading-related tasks than did persons without dyslexia. This has been interpreted to 

mean that reading is more automatic for people without dyslexia than for people with 

dyslexia (Wood, Flowers, Buchsbaum, & Tallal 1991). Students told of these resuhs find 

them unenlightening; it is "common sense" to people with dyslexia (and to those who 
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know them well and work with them) that they put more effort into reading than their 

peers without dyslexia. 

Other research results indicated that brain lactate metabolism was higher on the 

left anterior side of the brain in a small number of children with dyslexia, compared to 

peers without dyslexia who were tested within the same project. However, after one year, 

during which time supplemental reading instruction was provided to the children with 

dyslexia (and their reading improved), the difference decreased and became statistically 

insignificant (Richards et al. 2000). Whether or not lactate metabolism is implicated in 

dyslexia is therefore still clinically suspect. 

Research on neurophysiology and neuroanatomy is inconclusive in determining 

cause or bodily-located correlates of dyslexia. Most studies do not use control subjects, 

for example, and most involve children rather than adults. Those involving controls 

typically include more individuals with dyslexia than individuals without the diagnosis, 

and rarely match subjects between the two groups on factors other than age and sex. Thus 

other factors that affect or reflect neurophysiological fiinctioning (e.g., relative level of 

nutrition, the presence or absence of other chronic health conditions, and left- or right-

handedness) are not taken into account. Also, it is not always clear whether the control 

group's brain functioning was "normal;" in one study, for example, the "control" group 

was referred to the study because they had "headaches." Many studies do not report the 

specific "slice" (localized area of the brain) that was studied, making comparisons of 

study results difficult (Hynd, Marshall, & Semrud-Clikeman 1991). I offer an overall 

critique of these studies from a sociocultural perspective later in this chapter. 
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"Inner Ear Dysfunction " as a Cause of Dyslexia 

Levinson (1984) uses a variety of metaphors to explain how a postulated inner-ear 

dysfunction causes the various difficulties associated with dyslexia. First, he states that 

the inner ear serves . .as a guided-missile computer system..that guides movements 

in space and visual tracking (p. 22). Disruption of this system, he says, causes 

clumsiness, difficulties with gross and fine motor coordination, and difficulties in reading 

code. Second, he compares the inner ear to .the vertical and horizontal knobs on a 

television set" (p. 23), and claims that the inner ear directs fine motor control of the body. 

Disruption of this "fine-timing" system thus causes dysgraphia, difficulty in manipulating 

small objects, and speech production difficulties (because of lowered control over 

physical speech production). Levinson states that the inner ear also "fine-tunes" incoming 

sensory data; presumed dysfimctions lead to "...drifting, scrambled input..." (p. 23), 

causing memory problems, misunderstanding of code, and difficulty with concentration. 

Third, he describes that the inner ear as a "compass system" (p. 25), referencing its 

vestibular system fiinction. Inner ear dysfunction therefore leads to difficulties in 

understanding and using spatial relationships. Finally, he argues that the inner ear ".. .acts 

as a timing mechanism, setting rhythms to motor tasks" (p. 25). Dysfunction of the 

timing mechanism throws off the timing of speech, the ability to "be on time," the ability 

to accurately sense the length of a passage of time, and the timing of gross motor actions, 

according to this model. 

Levinson recommends anti-motion-sickness medications (e.g., Dramamine) and 

nutritional supplements such as B vitamins and minerals to strengthen the inner ear. He 
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also recommends eye-training exercises (which he postulates will affect the inner ear). 

(10) He suggests that practice in sports and other gross-motor skills improves the 

functioning of the inner ear and thus improves academic performance. Finally, he states 

that allergies, temporomandibular joint inflammation, and illness negatively affect the 

inner ear and thiic eyarp^bate the difficulties of dyslexia and / or bring on "dyslexialike 

functioning" [5/c.] (p. 29). He recommends antihistamines and stimulants as therapy for 

such cases; Levinson also recommends anti-depressants, although he does not specify a 

mechanism of action, other than to say they "fine-tune" the inner ear. 

All the above-described studies presume that there is a disability called dyslexia, 

that this disability has a biological rather than a sociogenic root, and that the tests 

accurately distinguish who has dyslexia and who does not (i.e., that they tests have high 

specificity and sensitivity) despite their own claims that one of the problems in 

determining causes of dyslexia is that the signs & symptoms vary and there is a 

muhiplicity of tasks that are not universally impacted. 

These studies also assume that reading is always a problem because of 

preconceived beliefs about what dyslexia is and what it impacts; reading is therefore 

almost always a task in these studies to determine who "is dyslexic" and who is not, and 

to test presumed brain performance. However, not all dyslexics have difficulty with 

reading. For example, two undergraduate interviewees diagnosed as having dyslexia no 

longer have difficulty with reading, although one had had extreme difficulty in learning 

to read. Both these individuals test as reading in a "high-average" range with "high" 

comprehension, and one provides reading assistance to peers on campus. A graduate 
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student who was interviewed for the project reads well enough to have earned a Master's 

Degree in a "top ten" graduate program at UA. Clearly, "reading difficulty" is not a 

universal diagnostic sign. 

Medical and Other Biological Framings of AD 

Introduction: Definition of AD 

AD is defined in the American Psychological Association's current Diagnostic 

and Statistical Manual as having three hallmark symptoms that are readable as diagnostic 

signs: distractibility, hyperactivity, and inattentiveness. Prevalence estimates vary widely; 

most sources presume 3-5% prevalence in the population, though estimates of 3-10% are 

not uncommon, and a small number of sources give estimates as high as 20% 

(DeGrandpre 2000). Individuals diagnosed with AD also typically report difficulties with 

organization; linear logical processing; estimation of time; following instruction or 

directions (especially those presented in a linear fashion); interpreting social, non-verbal 

cues; memory; impulse control; and delay of gratification. Symptoms and signs are 

relative and continuous with behavior considered "normal" (Wallis, 1994). They also 

overlap with symptoms and signs attributed to generalized LD, dyslexia, depression, 

obsessive-compulsive disorder, and other diagnostic categories. Diagnosis of AD is 

therefore more problematic than diagnosis of dyslexia and generalized LD; these 

procedures will be examined in the next chapter. 

As noted in Chapter 1, approximately 12.5 million prescriptions were written for 

Ritalin and other stimulants prescribed for AD in 1991. By 1999, the number had risen to 

18.6 million (Fahmy 2001) and, by 2000, 20 million (Zemike & Petersen 2001). Other 
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medications have been developed as "treatment" for the two forms of AD as well, 

including time-release forms. Some of these medications were originally developed as 

medications for other diagnosed conditions. For example, Adderall was originally 

marketed under the name of Obetrol and prescribed to individuals who were medically 

diagnosed with "exogenous obesity" for "diet control." Dexedrine has been prescribed for 

narcolepsy; Wellbutrin SR (buproprion), Effexor XR (venlafaxine), and Zoloft (sertraline 

HCl) were primarily developed as medications for depression. However, because all 

these drugs are purported to affect neurochemicals, and because of the burgeoning market 

for AD medications, prescription rates for these chemicals for clients with AD are 

increasing as well. Indeed, some experts conjecture that antidepressant prescriptions for 

AD will continue to rise because, unlike amphetamines such as Ritalin, they are not 

"controlled substances" whose production quotas are limited by the Federal government 

(Mackey & Kopras 2001). This reflects a contradiction with some principles of 

prescribing practice, as antidepressants take four to six weeks to achieve their fill I 

pharmacological effect in the physical body, rather than the two hours to two weeks of 

stimulant medications, and ingesters must be "weaned off' antidepressant in many cases 

in order to avoid withdrawal effects. 

Ritalin and other medications for AD (e.g.,, Wellbutrin) are presumed to "correct" 

malfunctioning brains that are believed to produce insufficient amounts of 

neurotransmitters such as dopamine and other catecholamines, or that have improperly 

functioning anatomies (e.g., in the prefrontal lobe). The "trial by medication" method of 

diagnosis has been criticized; If a symptom is perceived as relieved by a given 
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medication, that does not mean the medication has relieved the actual condition. There 

may be other mechanisms through which the medication provides symptom relief. 

Despite the presumption that a presumed brain "malfunction" is being 

"corrected," however, medical science has steered away from using the term "brain

damaged" to describe persons with AD. As Wender (1987:28) points out, "The term 

brain damaged not only is inaccurate but also is understandably upsetting to parents [and 

people diagnosed with AD], who interpret it to mean that something is irreversibly the 

matter with the [diagnosed person's] brain." Nonetheless, biological framings of AD 

locate the problem in the individual brain, either in anatomy or physiology. The cultural 

emphasis on genetic determination of anatomy and physiology has led many researchers 

to investigate heritability of AD, primarily through retrospective methods. 

Genetic Evidence Produced to Indicate Biolo^cal Heritabilitv 

Those who argue that AD is a genetically inherited syndrome typically present 

one or more of the following arguments to support their point: [1] Temperament is 

commonly believed to be inherited. AD is a form of "difficult" temperament; hence, 

inherited; [2] AD is a familial trait, i.e., it "runs in families;" [3] Twin and adoption 

research supports the hypothesis of genetic heritability; and [4] Levels of 

neurotransmitters and neurological structures (presumably the direct cause) are 

determined (in full or in part) by genetics, which are thus an indirect cause of AD. All 

arguments for genetic heritability thus rely on indirect evidence, assumptions, and / or 

attributions of personality. 
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Argument [1] above relies on a biologically-based framing of personality: the 

theory of temperament. The New York Longitudinal Study (1956-1988) on temperament 

found three different temperamental styles: easy, slow-to-warm-up, and difficuk (11) 

Individuals who are labeled as having an extreme (or "excessive") level of "difficult" 

temperament are described as having difficulty interacting with others, being poor at 

managing frustration or anger, and being too "wired" to interact with others in acceptable 

ways. In other words, they are said to regularly exhibit a delineated set of undesirable 

social traits. These individuals are likely to be diagnosed with AD, according to 

proponents of this model. 

Temperament is considered to be genetically heritable; AD that ".. .occurs on a 

temperamental basis" is thus considered to be inherited also (Wender 1987:30). In 

keeping with the U.S. medical industry's tendency to locate problems within individual 

bodies, many who advocate for this model do not try to discern what effects, if any, 

household environment and other environmental factors may have on the apparent 

heritability of these instances of AD. 

Research presented to support theories of genetic temperament and the inheritance 

of "familial traits" indicate that fiill-siblings of children with AD (i.e., the parents of both 

children are the same) are twice as likely as half-siblings (children sharing one parent 

only) to have AD as well (Wender 1987). Similarly, it is common for parents to 

recognize that they themselves "have" AD when their children are diagnosed with the 

disorder. Cohen claims that. 
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[T]he most powerful predictor of ADHD is a positive family history of 
similar symptoms and other developmental delays....[F]or each youngster 
with ADHD, there is a 15%-25% probability that one of his or her parents 
will also have ADHD. This hereditary profile is often discovered through 
a careful history of the lives of family members with similar symptoms. 
Within families with ADHD individuals, the ADHD symptoms of various 
members may be quite different from those of the child or adolescent who 
is having difficulty (1998: 27). 

This argument is problematic, however, in that most of these diagnoses are retroactive 

and the effects of home and school environments are not always accounted for. Also, the 

problems inherent in the assessment procedures used in diagnosing AD are not 

considered in this framing of AD. It assumes that all diagnoses are valid, including those 

based on individuals' memories. Finally, the rapid rise in diagnosis of400-500% since 

1988 does not support the theory that the constellation of signs diagnosed as "AD" has a 

genetic basis, since genetic characteristics are considered to be stable in intergenerational 

transmission (Stein 2001). 

Neuroanatomical and Neurophvsiolopcal Hypotheses 

Many researchers have looked for evidence of abnormal neuroanatomy and 

neurophysiology that can consistently be seen in all persons with AD. All try to frame the 

problem as localized in one or more specific areas of the brain, rather than implicating the 

entire organ. This reflects the U.S. medical system's tendencies to try to pinpoint specific 

causes and to segment the body into distinct parts rather than viewing the body (or 

person) more holistically. Some hypotheses frame the disability as located in the frontal 

lobe, presumed to be specialized for the "executive function," i.e., for cognitive 

processing related to decision-making and other "higher-order" functions. (12) 
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For example, in an explanation that uses a fluid-balance metaphor, "reduced" 

blood flow is believed to index an insufficient blood flow to the "executive" part of the 

neocortex. The resultant lack of oxygen, glucose, and nutrients is believed to lessen the 

person's ability to make judgments; and to attend to stimuli appropriately, make correct 

evaluations and decisions, and inhibit incorrect behaviors (DeGrandpre 2000). Data 

offered in support of this model comes from observations of persons with traumatic 

injury to the frontal areas of the brain. Researchers have found that damage to this area 

results in lowered control of impulsivity & moodswings, disinhibited behavior, & 

sometimes hyperactivity (Kelly & Ramundo 1993). They draw an analogy between brain 

damage and AD that has been rejected by parents, service providers, and people 

diagnosed with AD. 

These neuroanatomical and neurophysiological are problematic. Many fail to 

eliminate confounding variables (e.g., the presence of comorbid conditions). Observed 

patterns of blood flow may thus be more highly correlated with the comorbid condition 

than with AD. Some studies fail to distinguish between the types of AD, and thus muddle 

their own resuhs. Some instruments used as tasks in the studies are not sufficiently 

reliable in sensitivity for the desired diagnostic sign (Barkley, Grodzinsky, and DuPaul 

1992). In some studies, results were inconclusive; behavioral difficulties were more 

closely related to other variables (such as age of the subject) than to diagnostic category 

(Boucagnani & Jones 1989). Also, studies define AD differently, making precise 

comparison impossible; and studies using the same measures have yielded contradictory 

resuhs (Barkley, Grodzinsky, and DuPaul 1992). 
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Problems with the reticular activating system (RAS), a network of nerves and 

nuclei located in the brain stem, have also been framed as a cause of AD. Within the 

framework of allopathic medicine, the primary frinction of the RAS is regulation of 

arousal; it affects the cerebrum generally. Within the hierarchical formulation of the body 

as constructed by allopathic medicine, the RAS has control over the pons (which affects 

breathing) and some of the facial nerves; the midbrain (mesencephalon, which controls 

visual and auditory reflexes, posture, and movement); and parts of the thalamus and 

hypothalamus (which are responsible for interpretation of sensory information and 

regulation of heartbeat, body temperature, water and electrolyte balance, sexual response, 

sensations of hunger, emotion, and endocrine function). The RAS is believed to be 

implicated because it controls the functions that are believed to be disordered rather than 

because of any direct evidence. 

Hartmann (1996) proposes a fluid dynamics metaphor of open and closed faucets 

that involves the thalamus, the RAS, and a hypothesized universal human need for 

appreciating one's "aliveness." According to Hartmann, each person is bom with a 

neurological (thalamic) "set point," from which the individual person adjusts himself or 

herself In this anthropomorphosized, teleological metaphor, the thalamus of the "open-

fauceted" person "tells" the RAS to instruct the conscious mind to remain alert and take 

in as much sensory information as possible. These individuals are therefore likely to feel 

overstimulated and to withdraw from external sources of further stimulation; they either 

do not "have" AD or "have" the "inattentive type" of AD. Persons with "closed faucets," 

whose thalamus closes down the RAS, are framed as being in need of increased sensory 
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input. Behaviors attributed to non-"inattentive" AD are presumed to be learned, designed 

to increase sensory input in order to increase overall levels of stimulation. Ritalin, in this 

model, increases general nervous system stimulation and satisfies the need for sensory 

input. The individual is freed to interact "normally" with the world and focus attention on 

the external world as "necessary" and desired. 

A related hypothesis references the bioelectrical nature of the central nervous 

system using an electrical-wiring metaphor for the brain. According to this framing, a 

"short" circuit in the "wiring" of the "communication feedback loop" between the RAS 

and the frontal lobes "causes" AD (Zametkin & Rapoport 1987). Kelly & Ramundo 

(1993:20) state that, "This intriguing theory could explain the inconsistent performance 

and erratic symptoms of AD. Similar to a loose electrical wire, a short in the loop of the 

brain's wiring could cause dysregulated fiinctioning. Sometimes it works and sometimes 

it doesn't." This hypothesis implies a direct connection between two neurological 

systems that does not exist, along with a physical "looseness" between parts of the brain 

that is not consistent with neurons' interaction as described in the clinical literature. 

Despite the inaccuracies inherent in the metaphors, this metaphoric version of the 

biological model appeals to many lay people for three reasons: [1] It involves a concrete 

analogy with everyday problems; [2] It explains the erratic nature of AD symptoms more 

clearly to a lay person than many other biological framings; and [3] It implies that the 

problem can be fixed. 

Hypotheses offered in support of the proposition that neurotransmitters mediate a 

fundamental genetic "cause" typically use a fluid balance model. The diagnosed 
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problems are supposed to exist because there is either too much or too little of the 

neurotransmitter in question (e.g., Cohen 1998, Internet: Brain Drug). This is often 

referred to as a "chemical imbalance." Other metaphors are simultaneously invoked; for 

example, these chemicals are often described as part of the body's internal 

"communication system." Typically, results from animal research and indirect evidence 

are used to support arguments based on this framing of AD. 

According to textbooks and professional journal articles written from within the 

allopathic medical framing, intercellular communication within the nervous system 

depends on chemicals. Some writers specifically indicate that chemicals serve as the 

"wiring or circuitry of the brain" (Cohen 1998:28), mixing chemical communication and 

electrical system framings of the brain. Neurons do not actually touch one another; rather, 

the axon of the "sending" neuron releases one of these chemicals into the synapse (space) 

between neurons. From there, it travels to the dendrite of the "receiving" neuron and 

stimulates it, resuhing in transmission of the neural "message." 

The two transmitters most frequently implicated are dopamine and serotonin, 

ahhough norepinephrine is considered in some theories (e.g., by Zimmerman 1999). 

Many professionals admit there is no conclusive evidence to implicate either or to 

presume that only one "biochemical variation" is the "cause" of AD (e.g., Cohen 1998). 

This has been interpreted as implying that there may be multiple biologically-based sub

categories of AD and that the label is insufficiently specific. 

Production of dopamine is increased when stimulant medication is taken; thus a 

deficiency of dopamine was initially believed to be the cause of AD (Kelly & Ramundo 
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1993). However, more recent studies on mice that lack the protein necessary for 

dopamine production indicate that this theory is incorrect (Internet: Brain Drug). Prozac 

(fluoxetine hydrochloride), which affects serotonin levels, did reduce the mice's ADHD-

like behaviors, however. Thus these researchers concluded, "...Ritalin acts on the 

serotonin levels in the brain by restoring a proper balance between serotonin and other 

natural brain chemicals." Results of research on mice are suspect for disorders such as 

AD, which is believed to affect cognitive processing at levels higher than those at which 

mice can function. 

The hypothesis that Ritalin is thus "proven" to "correct" a serotonin deficiency is 

often refuted via an analogy with aspirin; The fact that aspirin relieves headaches does 

not mean that headaches are due to an "aspirin deficiency." The apparent control of 

symptoms and signs afforded by the ingestion of drugs that are believed to increase the 

amount of available serotonin in the neural system does not necessarily mean that the 

brain has a "serotonin deficiency." The description of neurology on which this metaphor 

is based assumes that there is one "proper balance" point for neurotransmitters, but does 

not provide evidence for this supposition. The hypothesis implies that, if science can 

identify the "correct balance point," it might be able to "correct" physiochemistry 

through medications so people can operate at their "peak" or "ideal" performances once 

allopathic medicine has asserted its ability to control nature and "correct" the "problem." 

Baldessarini (198S) describes the formulation of this hypothesis as based on "allopathic 

logic," referring to the assumption that, since a drug produces a noticeable effect, an 

underlying disease or disability must exist. 
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Musiek, an audiology specialist, proposed (within an argument for improved 

routine hearing tests for school-aged children) that many individuals diagnosed with AD 

actually have central auditory processing disorder (CAPD), as described above in the 

section on dyslexia. His study found that 2-3% of all school-aged children have CAPD 

(Schorr 2000), which he believes accounts for some of the comorbidity of LD and 

(separately-diagnosed) AD. "'These children can't distinguish foreground signals from 

background noise,' Musiek says, likening it to the cocktail party effect' ~ when you 

can't hear people beside you because of background chatter" (Schorr 2000; I). The 

common traits of attention deficit disorder - inattention, distraction, hyperactivity -

overlap with the behavior of kids with central auditory processing disorders, who have 

difficulty hearing and thus have poor listening skills and trouble following instructions. 

This model assumes the correctness of the allopathic model, but presents a different 

interpretation of described "symptoms." 

Some researchers regard AD and CAPD as "overlapping" disorders. Schorr 

(2000) quotes Sweetow as saying, "The symptoms can mimic attention deficit 

disorder. ..The kid who can't sit still - maybe what he's hearing is so scrambled, he 

doesn't give a danm." Schorr employs multiple metaphors in explaining CAPD: 

The cause of auditory processing dysfunction in adults can include a 
knock to the head or a lesion in the part of the brain that controls auditory 
processing, the primary auditory cortex, Musiek says. In children, it may 
be caused by incomplete wiring of those neurons, or a delay in maturation 
that can later correct itself (2000:2). 
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Here, Schorr references an organic metaphor (damage due to a blow or lesion, or 

a delay in maturation) and a mechanical metaphor (electrical wiring). Student and 

professor interviewees frequently combined these as well. 

Environmental Toxim 

Environmental toxins have also been framed as "^causing" AD. In some cases, the 

presumed toxin is specified, based on specific symptoms displayed by children who have 

been exposed to the toxin at a level that has been shown to cause neurological damage. 

Lead poisoning is most often cited as a causative agent, as approximately one-third of 

children with lead poisoning typically exhibit some signs of AD (Kelly & Ramundo 

1993, Wender 1987), along with other signs of neurological damage such as generalized 

mental retardation. Cases of lead poisoning have steadily declined in the U.S. since its 

use as an additive in house paint was banned in 1978. However, 1,000,000 children in the 

U.S. still have lead levels in their blood that measure lOmg/dL or more; this level is high 

enough to affect behavior and cognitive processes (Kaplan 2001). Currently, most cases 

occur in impoverished urban areas. According to Kronick (1988), it is possible that a 

focus on lead poisoning as a cause of AD could be used to justify an emphasis on 

environmental rather than sociocultural or individualized reasons for the problem and 

could be used as an argument to decrease the educational support provided to these 

children. However, this does not explain cases such as Virginia Beach, where large 

numbers of children from wealthy families have been diagnosed with AD as well. 

Others have proposed that the fluoride used to treat drinking water in most 

municipal systems (on the premise that it prevents dental caries) is a cause of AD 
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(Christina 2000, Internet; Flouride Exposure 1995). According to this explanation, 

excessive fluoridation causes generalized "...brain and other physiological damage 

producing such abnormalities as Attention Deficit Disorder (AD)" (Christina 2000:11). In 

both cases, however, the toxin is presumed to cause a generalized neurological damage 

that in turn causes generalized brain damage, as opposed to causing AD specifically; i.e., 

lead and fluoride have poor specificity as etiological agents for AD. 

These framings of AD carry negative connotations that lead to their being rejected 

by most people with LD (including AD) and their families and friends. For example, the 

association of lead poisoning and urban poverty is likely to be rejected by people in 

higher socioeconomic brackets, given the negative stigmatization of urban poverty. It is 

possible that the theory concerning flouridation has been rejected as a possible cause of 

AD due to a generalized belief that government-mandated additives to water supplies 

"must have been" required for the public good. Indeed, those who protest the addition of 

fluoride to water supplies are often dismissed and regarded as "cranks" or "crackpots," 

even when they provide evidence that potentially supports their position (Christina 2000). 

Allergens (generally present in the environment, specifically reacted to by 

individuals), especially chemicals added to food, have also been implicated as causing 

AD (Zimmerman 1999, Rapp 1991, Wender 1987). One hypothesized reason is that 

people diagnosed with AD lack the enzyme phenolsulphotransferase-P, required for 

detoxification of intestinal bacteria. Researchers have not found substantive evidence for 

this, however (Rapp 1991). (13) Allergic reactions are believed to cause allergic tension-

fatigue syndrome (ATFS; Rapp 1991). Excess fatigue caused by the allergies is believed 
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to lead to irritability, restlessness, difficulty in concentration and focusing attention, and 

distractibility, i.e., "hallmark symptoms" of AD. Although studies indicate that food 

additives are not a direct cause of AD (Wender 1987), cultural concerns that processed 

foods and additives are inherently unhealthy support a continued belief in this framing of 

AD as caused by an "unhealthy lifestyle." 

A common, related cultural belief is that hyperactivity (as a specific symptom) is 

caused and/or exacerbated by sugar (sucrose or glucose) or nutritional deficiencies. 

Although most studies do not support this belief, some parents who believe that it is 

correct follow specialized dietary regimes in feeding their children, such as the Feingold 

(1985) diet, which eliminates sucrose, dyes, and other additives from the diet. (See also 

Zimmerman 1999.) In some cases, interviewees and other students with whom I have 

spoken report that this diet is highly effective in reducing difficulties associated with 

diagnosed AD. Other parents eliminate foods such as wheat from their own or their 

children's diets, or switch to a vegetarian, vegan, "whole foods," or organic-food diet in 

attempting to eliminate food-based allergens and toxins. Others have postulated that low 

blood sugar (hypoglycemia) causes AD because it causes irritability and difficulty in 

concentration. Wender (1987) believes that hypoglycemia itself is overdiagnosed by 

physicians, potentially exacerbating inspecificity of diagnosis. No interviewees presented 

a toxin- or allergy-related framing of their LD or AD, although all of those who were 

diagnosed with AD reported having allergies. 
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EvolutionarvHvpothesis 

Hartmann (1993, 1996) first framed AD as an adaptive physiological and 

psychological mechanism for early hunters and gatherers. This trait, he claims, was then 

passed on to modem humans genetically. (He does not specify how.) Hartmann 

postulates that the hallmark "symptoms" of AD were survival-enhancing traits for early 

humans; Impulsivity led to quick action and decisiveness. Distractibility (which he 

considers a misnomer) enhanced continual scanning of the environment for danger and 

potential food sources. Risk-seeking behavior and sensation-seeking led to willingness to 

explore new environments in search of food and other environmental benefits. In his later 

(1996) work, Hartmann claims that his original proposal of this thesis was presented 

"...merely as a paradigm [j/c], a story that children or adults could tell about themselves 

about who they are and where they come fi-om" (p.xvi). However, his belief in his theory 

has grown stronger as researchers and theoreticians have taken it up. 

Hartmann points out that, historically, agricultural societies have replaced hunter-

gatherer societies. He claims that less than 10% of hunter societies survived this 

replacement and that these societies ".. .ridded their ranks of the impulsive, sensation-

seeking Hunters among them. Those persons who were not patient enough to wait for rice 

to grow maintained their hunting tribes, the last remnants of which we see today in a few 

remaining indigenous peoples on earth" (1996:61). One way in which he describes this as 

happening was through England's practice of sending its dissidents and criminals to penal 

colonies in today's United States and Australia. These countries, he claims, should 

therefore have higher rates of AD, which he claims is why the U.S. has such high rates of 
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diagnosis. (14) Clearly, Hartmann's theory supports the idea that people with AD are 

likely to be criminals or have criminality and / or rebellion "encoded" in their genetic 

makeup. This is not in accord with current allopathic conceptualizations of genetics. 

Hartmann's explanation draws a binary opposition between hunters and farmers, 

and paints the latter as placid and conservative. He disregards farmers' risk-taking in 

trying new crops, and other qualities necessary for successful farming that blur this 

distinction. He also fails to consider the possibility of interbreeding between "hunters" 

and "farmers" as societies have become less bounded. The details of some of his 

presentations of history are also questionable. Hartmann, however, claims that his 

model's utility lies not in an accurate portrayal of genetic selection, but in its positive 

portrayal of AD. He claims that this is valuable in an of itself because it promotes a 

positive self-image in diagnosed individuals (who he seems to assume generally hold 

negative self-images): 

Whether or not the Hunter/Farmer model as a way of viewing AD is 
ultimately demonstrated to be good science may be less than vital. For the 
moment, it provides us with a way to view this condition that leaves self-
esteem intact... .If AD is part of our genetic heritage, it cannot be seen as 
an excuse for a person's failings. It's merely an explanation of behavior, 
one that then provides the first steps toward overcoming those obstacles 
which, in the past, so often caused failure (1996;64). 

However, an inaccurate model cannot provide an explanation that is sufficient or 

effective for diagnosis and/or treatment of a biological condition. In essence, Hartmann's 

hypothesis uses a rhetoric of evolution to provide a foundation for a sociogenic 

explanatory model; "Hunter" children (including "gifted" children) do not fit well within 
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the U.S. education system. They are bored and thus seek alternative means of stimulation; 

they are frustrated and thus "act out" to relieve their frustration. 

Other Alternatives 

An increasing number of people theorize that some diagnoses of AD are actually 

misdiagnoses of other biological problems. For example, the diagnostic categories of 

anxiety and depression, which are sometimes diagnosed as "comorbid" conditions, have 

signs that overlap with those AD. Sleep apnea (disrupted sleep associated with snoring) 

has also been highlighted as a problem that is misdiagnosed as AD; other consistent 

forms of sleep disruption are also believed to be misdiagnosed as AD (Fahmy 2001). 

The theory that AD is caused by sleep disruption postulates that people who do 

not get enough sleep are underaroused during the day. High activity levels and 

distractibility are framed as attempts to stay awake; difficulties in maintaining attention 

and in controlling impulses are framed as results of being sleepy (Fahmy 2001). (15) 

Some doctors postulate that up to 25% of children diagnosed with Ritalin would be 

symptom-free if treated for sleeping disorders instead (Fahmy 2001). Kelly and Ramundo 

(1993:20) point out that "[s]leep disturbances are fairly common in ADDers. Many 

experience irregular patterns of sleeplessness and reawakening. Others sleep so deeply 

that arousal is difficult." They also hypothesize that sleep disruption in conditions such as 

apnea interferes with "deep dream states" that "anchor learning in memory" (1993:20). 

This implies that the memory problems that many people with AD (and LD more 

generally) experience may also be caused by sleep disruption itself, rather than simply to 

an insufficient focus of attention at the time when information is presented. (16) 
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Recent critiques of U.S. culture (and of postsecondary institutions specifically) as 

requiring individuals to become sleep-deprived in order to meet the demands of work, 

school, and family support this theory as an explanation for the "epidemic" of AD. It 

should be noted, however, that this framing is potentially threatening to various U.S. 

values and social structures. To say that individuals are becoming ill because they "work 

too hard" counters the Protestant work ethic's fundamental premise that working hard 

brings success, heahh, and self-sufficiency. This framing of AD raises the question of 

what other health difficulties may be currently being generated by sleep deprivation, 

especially since sleep deprivation is believed to lower the efficiency and effectiveness of 

bodies' immune systems. This potential explanation for behaviors diagnosed as AD 

indicates that U.S. culture may be demanding too much and may not be providing enough 

social supports for its workers, families, and children. This, in turn, indicates that 

government and social institutions are not adequately providing for the citizenry. This 

explanation also highlights ethical and moral concerns about providing stimulant 

medications to large numbers of children (and adults), and about whether current health 

care systems are just. 

Medical and Other Biological Framings of Other LD 

Other forms of LD are more generally and vaguely described in the U.S. than are 

dyslexia and AD. A common critique of these other LD is that they are inspecific, 

involving general cognitive processing or vaguely-defined problems in school. Indeed, 

the very usefulness of this category for parents and students is its specific ambiguity: 

Because it is a diagnostic label, accommodations and other "treatments" are justified; 
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because it is unclear which difficulties "truly" are diagnostic signs, it is relatively easy to 

apply the label. This makes gatekeeping for testing harder to maintain, and makes it 

easier for parents to seek diagnosis. 

Of the learning-related disabilities, this is the most generalized label; it serves as 

an umbrella term for a wide variety of specific difficulties. Currently, the medical field is 

divided over whether the problems described generally as "LD" are in fact separable 

disabilities with distinct etiologies or whether they are a single disability with a specific 

etiology but many manifestations. Those who hold the former position have proliferated 

the number of labels that an individual might receive: e.g., dyscalculia (difficulties with 

math), dysnomia (difficulty in remembering names), dyslogia (slow processing speed). 

The proliferation of taxonomic distinctions is not always seen as usefiil. It has been 

criticized as simply naming discrete sets of problems that create "laundry lists" of 

diagnoses for some students, without indicating useful treatments or remediations. (17) 

Etiologies are not generally provided for these separately named "conditions," although 

blood glucose and oxygen flow are assumed to have a role. 

In 1966, Luria identified a variety of behavioral signs that consistently occurred in 

adults with brain lesions as part of his argument for anatomical localizability of flinctions 

in the brain. These behaviors have been correlated with LD in an unpublished study 

described by Kronick (1988). She describes these signs as forming a pattern and believes 

that the correlation supports the hypothesis that LD is actually a set of disabilities, rather 

than a single disorder. However, these results have not been published or corroborated. 
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Currently, no evidence has been offered or a neuroanatomically-based explanation for 

generalized LD. 

An Overall Critique of Medical Framings 

In the U.S., the authority of "science" and "scientific inquiry" are accepted almost 

without question. In part, this is because science is generally believed to be objective, 

unbiased, and value-fi-ee and to operate for the good of society at large. People who hold 

these views of "science" typically do not see ways in which it is culturally constructed 

and ratified or the ways in which it reflects dominant cultural values and social structures. 

One way in which these values are reflected in medical research is in the negative 

valuation of observed difference that results in the equation of "different" and "problem." 

Scott (1996: 85) points out that, "Knowledge traditions reflect the morality of the social 

practices and paradigms in which knowledge is framed." The economic emphasis of the 

U.S. on interchangeability of workers lends itself to a sociocultural emphasis on 

uniformity. This is reflected in the definition of most learning differences as "deviance," 

"disability," and "disorder." (18) 

Definitions of disability are strongly influenced by cultural values on production 

and productivity. As noted in Chapter 2, disability in the U.S. is largely defined by a 

person's ability to work; separate body parts are accorded specific economic value. The 

rise of the diagnostic category "LD" occurred at a time when productivity was being 

redefined in the U.S. Physical labor was being de-emphasized in favor of the "white-

collar worker:" individuals whose work was considered to be cognitively- rather than 

physically-based. This shift in the dominant mode of production supported the new 
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diagnostic category, which marked individuals as less "fit" for the emergent forms of 

labor. 

The medical system's emphases on mind-body dualism and positivism predispose 

researchers . .to privilege models of physical causality, rather than relations of 

consciousness or significance, in our perception even of sentient nature" (Scott 

1996: 72). Thus researchers look to the physical body in attempting to explain categories 

of disability such as "LD," "AD," and "dyslexia." In the process, they decontextualize or 

"isolate" phenomena being studied, potentially stripping studies of these highly-

contextual categories of disability of a great deal of relevant information. 

The compartmentalization seen in both assembly-line production and 

specialization of bureaucratic function is reflected in scientific and lay depictions of the 

body. As indicated earlier in this chapter, organs and systems are seen as separable and 

discrete for the purposes of research. Structures of the brain, for example, are seen as 

isolatable. This cultural emphasis on segmentation reinforces medical researchers' 

tendency to focus on locating "problems" in discrete points in the body, rather than 

promoting research based on holistic and integrated fi-amings of the body. 

Segmentation of the body also drives researchers to look for "magic bullets," 

therapies that are "targeted" to specific points identified as problems. This use of 

language constructs difference not only as "abnormality" and "problem," but also as 

"other" and "enemy;" it reflects the militarized nature of U.S. culture. Such a cultural 

construction of difference fi'ames difference as "something to be destroyed" and 

underscores the fundamental cultural value on homogeneity and "sameness." This overall 
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framing increases the tendency of medical specialists to emphasize the use of "therapies" 

and "prosthetics" rather than adaptation or cultural integration of difference. The use of 

this metaphor, along with others such as "communication system" and "electrical 

system," informs practice and research design in a recursive manner. This eventually 

intensifies systemic biases in favor of the metaphoric explanation (Scott 1996) and 

"...may affect our conceptualization of social situations." (Lave 1996: 114). The 

potential dangers of such biases are evident in the language used to describe Concerta, a 

time-release amphetamine used as a medication for children and adults diagnosed with 

AD in an article that first specifies the drug as manufactured for children and then states 

that, "The outside of the capsule is like candy" (Mackey & Kopras 2001). Such language 

can give the impression that the drug is child-specific (although it is not) and that it is 

"safe" for children even though it is classified as a Schedule n drug. 

A cultural emphasis on hierarchy influences the ways in which the nervous 

system is framed. Rather than being seen as a fiilly integrated system, it is depicted as a 

hierarchy in which a core has control over peripheries. The brain and its subordinate, the 

spinal cord, make up the "central nervous system." This sytem is seen as having 

centralized control over the rest of the neural system (the "peripheral nervous system") 

and, through this intermediary, over the rest of the body. Framing the nervous system in 

this way directs attention away from feedback mechanisms that might affect the 

difficulties called "LD," "AD," and "dyslexia." This belief in hierarchy is also reflected 

in the prioritization of the frontal lobe (the "neocortex") over other portions of the brain 
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in studies of learning and cognition simply because it developed more recently in 

evolutionary time. 

U.S. culture, in accord with its Protestant roots, places humans, especially "^Homo 

sapiens sapiens" at the "apex" of evolution. It is therefore presumed that more recently-

evolved neural structures "gave" humans their "superiority" (presumed to be based on 

cognitive ability) by giving rise to an "executive function" for decision-making. This 

implies that [I] non-human life forms do not make reasoned decisions or use abstract 

thought, [2] the frontal lobe is exclusively responsible for abstract thought and decision

making, and [3] the frontal lobe is a superior part of the brain, rather than an integrated 

area within it. Such presuppositions bias the frinding and design of research. 

"Science" in the U.S. is a bureaucratized endeavor (Scott 1996); this further 

reflects the socioeconomic emphasis on hierarchy. It is administrated in a "top-down" 

fashion. Individuals request funding, space, and personnel from others in hierarchically 

superior positions. "Success" in research (typically defined as finding evidence to support 

the hypothesis) typically results in support for follow-up projects. "Successful" 

researchers tend to have additional projects funded. These features medical research 

funding foster "groupthink" and discourage ingenuity and inventiveness (Nader 1996b; 

Janus 1982, 1972). (19) The need for researchers to "publish or perish" (i.e., to produce 

publishable results acceptable to the larger research community in order to keep their 

jobs) and to justify expensive purchases reinforces a tendency for researchers to produce 

"safe" rather than innovative, "groundbreaking" research. 
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Researchers often exhibit a strong reluctance to abandon filings that reflect 

high research expenditure. For example, researchers recently found that the planum 

temporale shows similar asymmetry in humans and chimpanzees, a morphology long 

believed to be specific to language use in humans. After finding that 94% of the 

chimpanzees studied showed planum asymmetry, neurologists did not question either 

their belief that this structure has primary responsibility for language or their belief that 

planum symmetry is implicated in dyslexia (as described above). Rather, they 

conjectured that scientists in another field (primatology) must be using an incorrect 

theory and that chimpanzees do, in fact, converse (Internet; Similarities). Galaburda's 

presumption that differences in brain sizes and structures cause a disabling condition 

when these differences did not even meet scientific standards of "proof' is another 

example of the power of frames in allopathic medical research. 

Anthropologists and others who view "science" as culturally constructed point out 

the teleological nature of allopathic medicine (Jacobson and Ziegler 1996). This is 

evident in language such as "Concerta is a more 'ambitious medication'" (Mackey & 

Kopras 2001). Such language attributes agency to structures and reifies cultural 

constructs. 

Science and scientific research, like other aspects of U.S. culture, are subject to 

"fads" and popularizations. For instance, Fujimura and Fortune (1996) state that a 

popular belief in genetic determinism spread rapidly through U.S. culture, in part because 

the "quick fix" aspect of genetic therapy has appeal. Ehister describes U.S. culture as 

having "... a' drift' toward a greater receptivity to genetic explanations for an increasing 
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variety of human behaviors..." and as having "...nurtured a climate in which even the 

weakest genetic' explanations can take root" that has been nurtured by "...advances..." 

in genetic research (1996; 119). The popular appeal of genetic explanations may be partly 

rooted in the historical interest in eugenics, the rapid pace of U.S. society, and the uses of 

medical language. 

Social concerns can also create "fads" in research, especially if people in 

positions of economic and decision-making power have specific concerns they want 

addressed through scientific research and / or if media attention to a specific issue raises 

general social concern. The personal backgrounds of researchers can also bias results; for 

example, "...those scientists who pursued research claiming that high I.Q. was genetic 

and was located in privileged social strata were more likely to have come from upper-

middle-class backgrounds; in contrast, those pursuing the environmental argument were 

more likely to have come from lower class origins" (Duster 1996; 122). The 

preponderence of male researchers in fields such as women's health (and disability) has 

been similarly criticized as creating a systemic bias in research results, in this case 

leading to researchers' overlooking relevant information because of their position in 

gender hierarchies (e.g., Im & Chee 2001). 

Conclusion 

Haraway indicates the importance of considering the cultural construction of 

science and allopathic medical research when she says, "The power of biomedical 

language... for shaping the unequal experience of sickness and death for millions is a 

social fact deriving from ongoing heterogenous social processes. The power of 
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biomedicine and biotechnology is constantly re-produced, or it would cease" (1991: 203-

204). Medical framings are considered to be authoritative accounts of the world in U.S. 

culture. If an experienced difficulty is medicalized and given a diagnostic process and 

label, it is considered to have some level of validity by most people. Like labels for other 

hidden disabilities, however, the labels "dyslexia," "AD," and "LD" are not fiilly 

accepted as marking valid categories of hidden disability. Thus they are not accepted as 

labels that allow people to take on a sick role and be excused from certain social tasks, 

despite extensive research into dyslexia and AD. The paucity of medical-system-based 

research on generalized LD and the fact that some diagnosed individuals express agency 

and autonomy by rejecting the label or by rejecting the "excuse" offered by the label 

underscore cultural doubts concerning the validity of these three categories of disability. 

The coexistence of muhiple, contradictory framings of these disabilities and the 

diagnostic procedures used in the application of social labels create cultural tensions that 

are reflected in the ways that people frame their own difficulties. In the next chapter, I 

review processes of medicalization within the U.S. and discuss how they reflect and 

affect public framings of disability. I then describe the process of diagnosis used in 

applying the labels, as individual performances of LD are strongly related to timing of 

diagnosis, and to information-gathering and information-manipulation following 

diagnosis. 
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Endnotes to Chapter 5 

(1) Less frequently discussed is the high rate of anxiety experienced by students in U.S. 
schools, often due to bullying, teasing, sexual and gender harassment, racism, peer 
pressure, and negative stigmatization of individuals. Installation of "safety equipment" 
such as metal detectors at entrances to school also raises anxiety; pressures to succeed in 
some schools cause performance anxiety for students. Anxiety decreases students' ability 
to pay attention, to process information, and to learn. 

(2) For example, 
[b]y identifying and treating children with AD several things happen 
which from the school's point of view are desirable. First, the blame for 
the child's failure to perform at the level of his or her potential is shifted 
from the teacher to the child. It's not that the teacher is overloaded, or 
under-funded, or even incompetent - it's that the child has a deficit in his 
ability to pay attention. Of course he's not learning; he has a neurological 
disorder (Hartmann 1996:36). 

(3) "Learning style" is a term that references the most effective and efficient ways that a 
student learns. Many professors and service providers typically consider only sensory 
modalities (e.g., vision, hearing) when discussing "learning style;" this is an incomplete 
picture and decreases the number of pedagogical techniques that the individual instructor 
or service provider can try when working with a student with LD. 

(4) Note that this is not true for members of all socioeconomic classes, social races, and 
ethnicities. For example, in some social groups, a label of disability is considered highly 
negatively stigmatizing. 

(5) Interestingly, AD and other diagnosable conditions have not been implicated in the 
rise in"rages:" public violence and/or loss of control over anger caused by fhistrations 
over traffic delays, slow stewardess service, disagreements with a referee's judgment in a 
children's soccer game and other seemingly mundane difficulties (DeGrandpre 2000, 
Meyer 1999, DSSHE-L thread Road Rage 1977). Rather, a moral model and a rhetoric 
that condemns anger are used; individuals are held morally accountable and are 
condemned in newspapers and other public forums. 

(6) Some people believe dyslexia is associated with above-average intelligence, or 
"giftedness." Since diagnostic criteria include a requirement for "average or above-
average intelligence," however, the validity of this claim is unclear. Many people with 
dyslexia do develop the types of alternative problem-solving skills that are often 
associated with "giftedness" in the U.S. 

(7) No difference was found in rates of diagnosis based on categorizations of social race 
in this prospective study. 
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(8) Whether persons with "below average" intelligence can also have LD is debated; i.e., 
the exclusionary criterion of IQ test results is professionally contested (Vess 1999). It is 
beyond the scope of this dissertation to detail this controversy, which merits further 
research. 

(9) The same researchers found, however, that increased blood flow to the angular gyrus 
did correlate with higher childhood reading levels of adults (Wood, Flowers, Buchsbaum, 
& Tallal 1991). Eighty-three adults were tested in this experiment. The angular gyrus is 
believed to be an "[a]ssociation cortex that combines visual and auditory information 
necessary for reading and writing[,...d]esigned for storing the memory of the "rules of 
translation" from written to spoken language. 

(10) Levinson's (1984) explanation for how the inner ear would be affected by eye 
exercises relies on another metaphor; that of the television set. He proposes the machine-
model metaphor of the mind as interconnected television-set circuitry, and simply states 
that practice in one modality (such as eye-tracking) transfers to other circuits (such as 
math), resuking in improved performance. 

(11) "Temperaments" are defined as consistent behavioral patterns that manifest 
themselves in infancy and continue through life. They are presumed to serve as the 
foundation for personality. The New York Longitudinal Study did not consider "AD" in 
its study at all. 

(12) The term itself reflects the socioeconomic hierarchy in the U.S., most notably within 
the corporate business arena. It also reflects the hierarchical view of evolution; As the 
neocortex is the most evolutionarily recent portion of the brain, it is considered to be 
specific to "higher" organisms (e.g., humans and some other primates) and "higher" brain 
functions (e.g., complex and abstract thought). 

(13) Allergies are often diagnosed as a comorbid condition; many interviewees with AD 
reported having allergies. 

(14) Australia's prescription rate for dexamphetamine sulfate (the most commonly 
prescribed medication for AD in Australia) rose 2400% between 1991-8; prescriptions 
for Ritalin during that time rose 620%. Estimates of the prevalence of AD range from 2.3 
- 11%; the government does not believe the true prevalence is known. Other countries do 
not report the same sharp rise as is seen in the U.S. and Canada (Mackey & Kopras 
2001). 

(15) One interviewee, who has chronic bladder problems that disrupt her sleep multiple 
times each night, reported that the symptoms of her diagnosed ADD were exacerbated by 
her sleep disruptions. 
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(16) One type of sleep disturbance, insomnia, is estimated to have a one-year prevalence 
of 30-35% of adults in the U.S. and to cost $92-107 billion per year in direct and indirect 
costs (Internet: Drug Topics). 

(17) However, since Latin and Greek-based terminology are used to name medical 
conditions in allopathic medicine, these names potentially increase belief in the validity 
of the diagnoses for many members of the general public and many professionals. 

(18) The diagnostic category "giftedness" in educational testing is the exception to this 
pattern of definition. 

(19) "Groupthink" refers to a faulty group decision-making process in which the 
perceived need for consensus (often reflecting the opinion of a key individual) forestalls 
the questioning of the decision and the attempt to generate alternatives (Janus 1982, 
1972). 
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Chapter 6 
The Power of Naming: 

Medicalization and the Diagnostic Label 

A rose by any other name would smell as sweet. 
-William Shakespeare (Romeo & Juliet Act 2 Scene 2) 

In the previous chapters, I historically contextualized learning disabilities (LD). I 

located LD both within the overall history of U.S. views of disability and within the 

specific history of how this category of sickness evolved over time. (1) In doing so, I 

described public and medical framings of the disabilities within the umbrella category 

"LD," the political economy surrounding the cultural construction of the category, and 

the individual and collective agency expressed by parents and other activists. In this 

chapter, I focus on cultural practices for applying the diagnostic label to individual 

students and the processes of medicalization that helped construct this process in its 

current forms. This chapter completes the portion of the dissertation that focuses on 

context; after this chapter, I will examine LD from the perspectives of a variety of social 

actors who have varying stakes in the label. 

Although many definitions of LD focus on students' performances on school-

related tasks, procedures that determine who will receive the diagnostic label are based in 

the medical framings of LD described in Chapter 5 These procedures reflect the overall 

medicalization of LD within the U.S. (2) If the results of the testing meet specified 

criteria, the label is applied. 

I begin this chapter by describing cultural prerequisites for medicalization, the 

process of medicalization itself, and its relevance to students with LD. I then describe 
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procedures followed when labels of "LJD" are formally applied. Finally, I critique social 

labeling theory and show how the labeled category "LD" might lead us to modify this 

theory. 

Sociocultural Prerequisites for Medicalization 

Lasch (1982) described sociocultural prerequisites for medicalization of social 

phenomena, all of which can be observed in cultural and institutional responses to LD. 

One of these prerequisites is that professional control over the given arena is expanded at 

the expense of older traditions. As described in Chapter 2, while education of students 

with "special needs" was originally the responsibility of families (albeit with advice from 

pediatricians), a wide variety of specialists now are charged with this responsibility. 

These include educational psychologists; professional diagnosticians; academic 

therapists; pediatricians, professional coaches, and psychiatrists specializing in attention 

deficits; educational consuhants; disability law specialists; and advocacy advisors. 

Specialized schools and summer camps are becoming more conmion as well, removing 

participants from more traditional versions of these institutions. 

An expansion of the categories labeled as "sickness" coupled with an emphasis on 

conformity within social institutions also promotes medicalization (Lasch, 1982). 

Categories of sickness and disability have expanded throughout the U.S. medical system, 

but a specific expansion of education-related disabilities is notable. For example, 

although the category "LD" is itself comparatively new, the number of subcategories 

(e.g., dysnomia, dyslogic syndrome, slow processing speed) has expanded. Recently-

created categories, such as "dyslogia" and "slow processing speed," are more contested 



256 

by diagnosticians than older categories such as "dyslexia," Kronick points out the value 

of proliferating categories (and vague or sociogenic framings of LD) for researchers and 

service providers: 

The newly discovered exceptionality would be the impetus for 
investigations of subclusters of the condition and countless projects 
researching assessment and investigation. Millions of dollars would be 
spent on professional training, much of it questionable. Professionals and 
parents would move from one therapeutic approach to another lest 
lingering with any one approach might reveal the limitations in its ability 
to "fix the child up." There would be sufficient activity generated to buy 
the time to allow the labeled students to complete their schooling, which 
then would absolve most of the professionals with whom they had been in 
contact of further responsibility (1988: v-vi). 

Processes of medicalization delineate what is considered to be "normal" by creating 

marked categories for difference and negatively stigmatizing these as "disease." Despite a 

strong cultural emphasis on "individualism," there are powerful social and cultural 

pressures to conform to expectations for "normalcy." These expectations can become 

narrower and more rigid over time as a result of people's willingness to conform to the 

constructed norms 

The redefinition of "therapeutic" relationships as adversarial also facilitates 

medicalization. In the case of LD, this is seen in courtroom battles over accommodations, 

disputes over accommodations between professors and students with LD, and an 

emphasis on litigation in U.S. society. As discussed in Chapter 3, most parent-advocacy 

groups formed because of parents' dissatisfaction with diagnostic and educational 

processes. These groups were intended to increase parents' agency by forming a political 

and economic power base that could support legal action against schools and their 

employees. The systematic institution of many college-level accommodations reflects the 
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outcome of legal actions and institutions' desire to avoid the costs of litigation and 

damages. 

A sociocultural emphasis on the primacy of irrational impulses or uninformed 

decision-making over rational, considered decision-making also helps set the stage for 

medicalization (Lasch 1982). The former is reflected in the relatively unconsidered 

passage of Section 504, as described in Chapter 3, and in the passing of education-related 

laws that cannot be complied with. An example of such laws is the Federal requirement 

for all schools to review and revise all their disability programs to the satisfaction of 

teachers, administrators, and members of the local and national disability communities 

before annual Federal funds for ADA can be disbursed. (3) Since most schools cannot 

afford the time or cost of such an evaluation, very few have even attempted to comply 

with this law (Martin, 1985). Culturally determined patterns for individualizing services 

also foster medicalization (Lasch 1982). Service provision for LD is typically highly 

individualized in that people are granted acconmiodations based on the resuhs of their 

individual "diagnostic testing" and 1; 1 work with service providers is common. Indeed, 

the framing of LD as individualized patterns of difficulty makes such an approach at least 

rhetorically necessary. 

A view of medical and educational professionals as authorities also facilitates 

medicalization (Lasch 1982). Diagnostic and remedial procedures that refer people to 

specialists to have problems solved are based on the assumption that people are unable to 

solve their own problems. Such procedures and assumptions also further medicalization. 
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Parents of students with LD frequently complain that educational professionals assume 

that parents and students are incompetent and do not listen to their input when planning 

remediation services. Although this complaint may also arise from inappropriate 

expectations on the part of parents regarding the level of control they have over the 

decision-making process, professionals often assume that parents do not understand or 

"know" the situation. As a result, parents are not always given the information 

concerning their child's school situations that would empower them to be full-fledged 

members of the lEP team (Bos, personal communication). A regular complaint of parents 

I have worked with is that they are not fully prepared for EE? meetings (or are not invited 

at alL, which is in direct violation of law) and thus are not appropriately prepared to 

advocate for their children. 

Societal definition of acts of weakness and / or willfulness as sickness increases 

medicalization. The former is seen most clearly in the task-based and educational system 

definitions of LD, in which poor task performance is labeled a disability. Such definitions 

are also seen in two highly-publicized criminal cases in which AD was used in pleas for 

leniency in sentencing. Michael Fay, a U.S. citizen, was found guilty of vandalism and 

receipt of stolen property in Singapore. He was sentenced to a fine and a caning. In an 

attempt to gain sympathy for Fay in the U.S. and to win exemption from the caning, his 

lawyers cited his diagnosed AD as a medically-based excuse for his willful actions. 

Lawyers for Ann Franklin, who plead guilty to manslaughter of an infant in her care, also 

presented her diagnosed AD as grounds for leniency (JafFe 1994). Although both 

defenses were ultimately unsuccessful, the attempts indicate that both felt that such a 
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defense was legally and culturally appropriate. 

The Process ofMedicalization 

Sociocultural prerequisites for medicalization of LD have existed in the U.S. and 

its relevant institutions since before the category existed as a formal categorization of 

disabilty. The process itself begins when a condition (such as school or educational-task 

failure) is specifically noted as a form of deviance rather than as simply reflecting 

individual differences (Schneider and Conrad 1980, 1990). This is clearly the case for 

LD. Most school districts, colleges, and universities use some form of statistical 

measurement in diagnosis as a basis for the claim that an individual student's difficulties 

are sufficiently extreme (i.e., deviant) to be considered a disability, as compared to the 

"normal" difficulties of the student's peers. This was also the case in early medical 

approaches to learning difficulties (especially those involving language), as described in 

Chapter 3. 

The definition of difficulty as "deviance" is followed by a period of "medical 

discovery." Claims and counterclaims are made in reference to how the new syndrome 

will be defined. The overarching definition of LD and the determination of which specific 

types of difficuhies should be considered LD are still very much contested. Although 

"LD" was defined by Kirk in 1962 in a manner acceptable to many parents, educators, 

and medical professionals (as described in Chapter 3), others believe that this definition is 

vague (Willson and Reynolds, 1984-5). This lack of clarity is commonly cited as a reason 

why the number and types of support services offered to students through schools and 

universities varies as widely as it does. 
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During the process of medicalization, institutions struggle over professional 

control of the new category of sickness or disability; it must be decided who will 

diagnose, treat, and provide remediation for the problems. Nader (1996; 12) points out 

that, "If science anchors power, as Foucauh (1980a) and his followers would have it, then 

the battle between scientific instruments becomes important." Hartmann (1996) states 

that medicalization of these learning difficuhies (by defining them as sickness) is highly 

profitable for physicians, drug companies, and a variety of service providers. Portraying 

abnormality as a weakness that will necessarily lead to failure allows the creation of 

entire help-providing and self-help industries. In the case of LD, educational 

psychologists, pediatricians, and academic diagnosticians are in conflict over which type 

of testing is most legitimate and which types of professional is most qualified to 

administer tests and services. 

This struggle over who is to provide services is reflected in classrooms as well. 

Federal guidelines and case law require that students with LD receive an education in the 

"Least Restrictive Environment" and spend as much time in regular education classes as 

possible, using special education only as necessary. The primary reason for this 

requirement is the belief of lawmakers and judges that segregating students with LD from 

their peers might hamper their social development. Keeping students in "regular 

classrooms" as much as possible also lowers the costs of special education. 

However, "regular classroom" teachers often object to having students with LD spend 

extended time in their classrooms; many protest that they do not have the specialized 

training needed to properly educate students with LD. Special education teachers also 
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contest the policy, claiming that their training makes them better educators for students 

with LD. Many special education teachers also claim the special education classroom is a 

safer environment for students with LD because their academic difficulties are thereby 

hidden from their peers, who might stigmatize and tease them. Interviewees had mixed 

reactions to their experiences in special education environments, which I discuss in 

Chapter 7. 

Finally, medical framings of the disability are established as both the official and 

popular definitions of the condition. Many medical and educational specialists and many 

laypeople now generally believe that LD have a neurological basis, particularly dyslexia 

and AD. Representations of LD and AD in print media are most often located within a 

biological paradigm; even contestations of the validity of biology-based claims are often 

framed as critiques of research. The treatment of AD through pharmaceuticals such as 

Ritalin and other pharmaceuticals underscores its medical framing. 

Cultural Values Relevant to the Medicalizatinn of f.D 

Medicalization is not a one-way process, imposed by medical and educational 

institutions on a passive society. Medicalization is a dialectic process rooted in deeply-

held cultural values. Nader (1996: 13) points out, "...the myth of the 'inferior other' is 

deeply incorporated into our cultural practices such that just plain folks' collude in their 

self-identification as incompetent others.' Science characterizes everyday practice in 

ways that inevitably help to reinforce its own hegemonic role. The everyday then 

contrasts with science, and science and 'just plain folks' are juxtaposed." In the case of 
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the various LD, medicalization of difRculties as disability may be actively and 

persistently sought by members of society, including the people being labeled and their 

advocates. Some individuals may be seeking a diagnostic label that exonerates them from 

blame for school failure, while others are seeking alternative forms of education and 

pedagogy. Both of these reasons for supporting the medicalization of LD reflect people's 

desire to enact agency within school settings and to resist institutional control and forces 

of normalization. 

A cultural emphasis on the importance of experts has helped fuel processes of 

medicalization within the U.S. The U.S. economic and bureaucratic systems exhibit high 

organic solidarity (Durkheim 1983 [1933]); jobs are highly specialized. Members of the 

society turn to experts for guidance in matters of health, education, insect extermination, 

plumbing repair, and many other areas. When extensive education and / or experience are 

required for specialization within an area (e.g., psychometrics, special education 

teaching), people are increasingly likely to seek experts within the area. 

A rhetoric emphasizing political pluralism supports the process of medicalization, 

as it provides ideological room within which the meaning and ownership of disease and 

disability can be contested (Schneider and Conrad 1980). More powerful institutions, 

such as medicine and education, have a stronger voice in the debate (e.g., through 

professional organizations and lobbyists) and are more likely to be able to bring 

conditions such as LD into their domain. 

The importance of law within U.S. society also fiiels medicalization. When LD 
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became legally defined as a disability through interpretations of Section 504 and the 

ADA, it became important to have a legally-sanctioned mechanism for determining who 

should receive "LD" status and its associated rights. Business also has a vested interest in 

legitimizing the medicalization of LD. Various products and support services, some of 

which are very lucrative, have been developed for students with LD. These include 

residential schools, summer camps, and specialized computer software programs. For 

many services, legitimation of LD status is required for participation; this is provided by 

the formal diagnosis. Such products and services are seen as symbols of privilege by 

many people in the U.S., and thus become inherently desirable for many people in this 

consumer-driven society. The pharmaceutical industry also has a significant stake in the 

medicalization of LD, specifically, of LD. Businesses also have a stake in limiting 

accommodations requirements, and have lobbied to do so into the past. 

U.S. culture emphasizes success in competition; those who cannot succeed in 

major social arenas that are seen as competitive (such as school) may be negatively 

stigmatized as "failures" (Rich and DeVitis 1992). The LD label provides an excuse or 

reason for failure at school tasks: Thus the label has an aspect of forgiveness: It lowers 

expectations of others (and, at times, of oneself), potentially lessening the social pressure 

to succeed and exempting them fi-om the need to perform perfectly (Wallis 1994; Parsons 

1972). Some parents also feel less need to pressure their children to achieve. 

The forgiveness aspect of the diagnosis has another effect that supports 

medicalization as well: If a student's problems in learning are environment£il rather than 

intrinsic to the student's physical makeup, the education system must be flawed and in 
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need of repair. To label the students instead means that the system need not be changed. 

Thus medicalizing LD exonerates both the individual students and the education system 

from blame for student failure. 

Providing therapy to the ''sick" accords with many American values, such as 

humanitarianism, pragmatism, faith in science and medicine, and an emphasis on health. 

Provision of therapy is also one of the major service industries in the U.S. (Kronick 

1988); it is a growing sector of the economy, as a high percentage of the population is 

reaching retirement age, and more people are surviving disabling accidents and other 

disabilities. Treatment of AD with medication provides a pharmaceutical "quick fix" 

(Nichter & Vuckovic 1994: 1298) and serves as a form of social control, designed to 

regulate individual behavior. Clients may resist the definition of themselves as "sick," 

"disabled," and in need of external control; nonadherence to prescribed medication 

regimens often reflects such resistance. 

LD call many fiindamental aspects of social labeling theory into question. For 

examples, social labeling theorists typically imply that the label "LD" should be 

negatively stigmatizing in and of itself and should bring about a self-fulfilling prophecy 

that causes labeled people to evaluate themselves negatively. However, for many people 

with LD, this is not the case. Most individuals see their diagnosed LD as having positive 

value as well as negative value. Those diagnosed with AD are especially likely to frame 

their diagnosed disability as indexing creativity and other positively-valued traits. 

Social labeling theorists have rarely studied positive stigmatization or the 

formation of positive self-fijlfilling prophecies. They do not often explore situations in 
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which a label is both positively and negatively stigmatizing, as is sometimes the case for 

LD. Further, these theorists do not often explore the ways in which Informal labels are 

applied and used or their powerful stigmatizing efifects (both positive and negative). 

Often, these informal labels (e.g., "stupid," "flaky" or "special") are pejorative and 

interpreted as personally insulting and / or denigrating. (4) 

I have briefly introduced two aspects of social labeling theory that are should be 

modified in light of the case of learning disabilities and presented some general efifects of 

the diagnostic label. I will now describe the medicalized procedure for "diagnosing" LD 

to contextualize the following chapter on personal framings and understandings of LD. 

Diasnosis: Introduction 

The language of diagnosis, which emphasizes the boundedness of its categories, 

gives the impression that disabilities such as "LD" are discrete from other diagnostic 

categories and as clearly distinguishable from "everyday" difficulties people experience, 

even though diagnosticians and researchers agree that the categories are blurred. Such 

language hides distinctions between individuals who are classified into the same group, 

which can have powerful effects on individuals' educations and lives. 

The formal identification of a person's having a learning problem severe enough 

to receive legal protections and accommodations (i.e., a disability) is termed "diagnosis," 

The medical filing of LD implied by this term locates the problem within the 

individual body/brain/mind, rather than in sociocultural and institutional processes and 

structures. In line with the positivistic underpinnings of this model, it is presumed that the 
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student's LD will evidence itself in ways that can be detected through externally visible, 

''objective" measures that are universally appropriate to all students. 

Culturally-approved institutions must formally apply the label of "disabled" in order for it 

to be recognized as socially and legally legitimate. (S) The diagnostic procedure may be 

performed by a pediatrician or other medical doctor, an educational psychologist, an 

educational diagnostician, or a psychiatrist. Which test is selected depends on a wide 

variety of factors, including the philosophy of the school, parent, or diagnostician; the 

price of the testing series; and the desired expediency of the resuhs. Typically, 

observational data is collected from parents, teachers, and test administrators when the 

person is evaluated before leaving high school. In addition, standardized tests must be 

used within the procedure in order for the student to receive accommodations, with the 

exception of AD, as will be discussed below. Teachers serve as the primary gatekeepers 

for this process, but parents can also refer a child for testing, either through the schools or 

directly to a private-sector diagnostician. Pediatricians often recommend professionals or, 

in the case of AD, may diagnose the child themselves. 

As people age, self-referral and referral by parents or peers become more 

common. While students are in college, peers are the most common source of 

information and advice concerning diagnosed and undiagnosed LD. It is not unconmion 

for a college student to self-diagnose AD by self-medicating with Ritalin or Adderall (or, 

rarely, other medications for AD) obtained from friends who have been prescribed the 

medication or purchased from a non-licensed seller. Having "confirmed" their own self-

diagnoses, these students typically discuss their concern with a service provider in the 
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ASC or SALT, a parent, or a knowledgeable peer and ask for help in locating a 

diagnostician. Such exercises of personal agency are common at both research sites. Only 

rarely do students directly try to find someone to evaluate whether their difficulties can 

be labeled "LD." In part, this is because they are usually uncertain how to evaluate the 

abilities of the diagnostician or how to make initial contact with these professionals. 

Once students begin college, there are no specific people responsible for 

considering whether or not they should be tested for LD. Thus it is less likely that a 

student will be referred for testing by a professional educator. Many students who have 

been able to adequately perform or cope with tasks through high school (because of 

especially high intelligence, parental or peer support, or for other reasons) find that the 

sudden changes in type and difficulty of tasks leave the students unable to perform 

adequately in college. Family members who see the student as "suddenly" having 

problems may simply assume that the student is having trouble in college, which is 

socially expected. This is most likely to happen in cases where the student comes fi'om a 

working- or low socioeconomic class background. If the cost of school is (or is perceived 

to be) a heavy financial burden on the family or if a college degree is not highly valued 

by the family, the student is more likely to leave college. 

Students diagnosed with LD must also test as having average or above average 

intelligence; i.e., they must be "smart." (6) In U.S. culture, being considered "intelligent" 

or "smart" causes social problems for most children and adolescents who are labeled in 

this way. Although people in the U.S. commonly speak and create policies in ways that 

indicate they value high intelligence, children who are designated by adults as being 
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highly intelligent (or "good in school") are often treated poorly by peers. They may be 

teased or otherwise acted against, as they have been informally labeled as "different" in a 

way that adults present as "better than" other students. These students are also typically 

treated by teachers as being different in subtle ways, such as being given passes to leave 

class with less questioning than other students are subject to. As a result, these students 

can become isolated from their peers. 

In some cases (particularly in upper- and upper-middle class schools), students are 

diagnosed as both "LD" and "gifted." (Five interviewees were given both labels, all but 

one of whom were from Antioch.) These students are typically taken out of the classroom 

to participate in two types of supplemental instruction; some designed to help them with 

basic skills and some designed to advance them ahead of their peers. This can make 

students feel flirther isolated from their non-labeled peers. Some students, reflecting on 

their schooling, say that this sent them a confusing "mixed message:" They are 

simultaneously "smart" and "stupid." This can set up a form of cognitive dissonance 

(Festinger 1957) that is confusing and depressing for some students. 

Being labeled as "intelligent" or "smart" can cause additional problems for 

students with labeled as "LD." For example, if students are intelligent enough to be able 

to situationally hide their difficulties, teachers and parents may overlook a diagnosable 

LD. In these cases, students typically move through school with increasing difficulty until 

they "hit a wall" and tasks become too difficult for them to succeed. In such cases, 

students often know that something is "wrong," that they are capable of learning the 

information and providing professors and other teachers with evidence that they have 
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done so. They do not, however, know what they can do about it. Although awareness of 

LD as a category of disability is increasing in the U.S., learning disabilities are still 

primarily seen as a disability of childhood. Many people simply do not consider the 

possibility that a person could pass through the public education system with an 

undiagnosed LD. 

The Process of Diaaiosis 

Students typically notice their own difficulties before anyone else does. They 

understand that they are expected to perform specific tasks (e.g., singing the alphabet 

song accurately, counting past 10, learning to throw a ball), and that their performance is 

not meeting the expectations of socially valued others. They may be teased by siblings or 

peers, or may simply sense that others have less difficulty at tasks than they do. However, 

students do not always see their difficulties as indicating a need for additional help, 

especially if they do not believe the required tasks are important, interesting, or fun, or if 

they have developed ahemative processes that they believe help them meet goals "well 

enough." If the student's problems are obvious enough, a gatekeeper is likely to 

reconmiend testing. 

Gender role expectations affect such evaluations. For example, if a girl is 

performing poorly in math, she (and others) may believe that this is "normal" for girls 

and dismiss the possibility that she "has an LD" or "is learning disabled." Similarly, 

when a boy performs poorly in reading, his difficulties may be dismissed as "normal." 

When children who are struggling to perform school-related tasks do bring their 

difficulties to the attention of others, many results are possible: e.g., they are informally 



270 

labeled, placed in a "slow" learning group, ignored, or observed by adults who try to 

determine whether the level of difficulties the student is experiencing warrant testing. 

The performances of students with dyslexia and AD "with hyperactivity" are 

typically noticed and targeted as problems that require evaluations earlier than other 

behaviors related to school performance problems. Reading (and pre-reading) activities 

are taught before writing- and math-related tasks, and dyslexia is commonly accepted as 

the most "legitimate" disability of all LD. Many of the behaviors that lead to a diagnosis 

of AD "with hyperactivity" disrupt classroom management and thus are readily identified 

as "problem" behaviors. The problems of students who are later diagnosed with other 

forms of LD (including "inattentive type" AD) are often overlooked when they are 

young, or are attributed to shyness or depression rather than to school-task-related 

problems. This is more common for girls, as gender role expectations include 

presumptions that girls will "daydream" and be "shy," "scatter-brained," "air-headed," 

and "flighty;" informal labels may thus be applied instead of formal labels such as "LD." 

Because their problems remain unrecognized longer, students who are labeled as 

having "LD" later in school tend to judge themselves more critically and to develop 

lower self-esteem and self-eflRcacy. Many "tune out" or withdraw from problem 

situations; they often are informally labeled and negatively stigmatized by teachers and 

their peers as "lazy," "uncooperative, "spacey," or "stupid." In addition, many develop 

other problems during adolescence. For example, difficulties in reading social cues are 

more likely to lead to problems relating with peers, and problems with schoolwork can 

lead to a rejection of school that includes "dropping out." 
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Pre-college school evaluations typically involve gathering information from 

classroom observations, discussion with teachers and parents, and other contextualizing 

methods of information gathering. However, due to constraints of time and money, these 

can be cursory, brieC or nonexistent. Such contextualizing information is not typically 

collected for students seeking evaluation after high school; any such information is 

usually elicited only from the person being tested and through school records the person 

may give the diagnostician. 

Legally, formal testing for LD must be provided free to qualified students by all 

public (and most private) schools until the student graduates from high school or leaves 

school at the age of 16 or over. Schools do not routinely perform such testing; in fact, 

they often resist these requests, preferring to offer less costly alternatives. The reasons for 

this resistance vary between schools, but usually include [1] low resource availability, [2] 

high perceived or actual costs related to testing, [3] long "waiting lists" for the services of 

their in-house diagnosticians, [4] the length of time required for test administration, [5] 

poor understanding of LD within the pedagogical community, [6] prejudice against 

groups or individuals, [7] philosophical resistance to the concept of labeling, or [8] a 

belief that parents are inappropriately making the request or are challenging the school's 

authority in the area of education. If parents present a formal, written request to the 

school that includes supportive information explaining why they believe testing is 

necessary, the school is required to make a substantive response within 60 days. This is 

supposed to involve either providing testing or initiating some other form of evaluation of 

the child's need for help. 
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In such cases, some parents who can afford to do so seek private, independent 

testing. Parents who have their child tested privately can seek compensation through the 

courts if the school is found to have been derelict in its duty to properly evaluate and 

educate the child. However, parents may not know their rights, may not understand 

procedures or LD well enough to make the request, or may themselves be resistant to 

labeling their child as "disabled." Only educated, upper-middle to upper-class parents are 

likely to have this information, however, thus the use of such procedures is heavily class-

biased. (7) 

Ailer the student leaves high school, government and municipal funds are no 

longer available to finance testing. Therefore, students attending a college or university 

are no longer entitled to free testing. Some insurance programs pay for testing after the 

tester has been in business for two years, and some Vocational-Rehabilitation programs 

will pay for AD testing, but neither UA nor Antioch's insurance programs pay for testing. 

Costs are high, ranging from $300-$3000; access to testing after high school is therefore 

class-biased. Some students are able to arrange for financial aid to cover their costs 

(because the disabilities are education-related), but this is often provided in the form of 

additional student loans. While such loans have comparatively low interest rates, students 

are typically reluctant to increase their long-term cumulative debt load, and many opt not 

to be tested for this financial reason. 

Sometimes, students are given supplemental support and accommodations at the 

elementary and middle-school levels without being formally tested. This is less common 

for students in high school, where parents are more likely to advocate for full testing as 
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part of preparing for their child's college education. Receiving acconunodations without 

formal testing causes extreme difficulty for students when they transition to college as, 

without formal testing results, formal support and accommodations for LD are not 

granted. Many students and parents do not realize this, and are unpleasantly surprised to 

leam that the student must then be tested at the family's expense. I have seen a few 

families with especially high perseverance that have successfully forced the school to 

meet some or all of the expenses of testing after the student was diagnosed at the college 

level. One of these involved a working-class student; the rest were from a middle-class 

background. All were "white;" sex was not a relevant factor in these cases. 

Diagnoses of LD are described as "soft," as LD are diagnosed on continua rather 

than as discrete categories or task sets, and performance is to some extent subjectively 

evaluated, most notably in the case of AD. For example, "...reading disabilities occur 

'along a continuum that blends imperceptibly with normal reading ability'" (Shaywitz, et 

ai, 1992: 648, quoted in Fletcher, etai, 1994: 7). Individuals diagnosed with dyslexia or 

other reading-related disabilities, for example, may be "able to read," but unable to 

perform at the same rate as their peers. (8) Diagnostic criteria incorporate the concept of a 

"LD" as an extension of specific academic difficulties also seen in non-LD persons. This 

makes the category "LD" ambiguous and makes the assignment of individuals to the 

category a contentious issue. 

Testing for relevant differences is designed to highlight the ways in which 

students being tested differ from their peers; i.e., it indexes their difference from a given 

norm. Thus testing serves as a mechanism of normalization that inherently emphasizes 
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weaknesses rather than strengths or "nonnal"-range abilities, even though "relative 

strengths," a qualified term that puzzles many students and parents, are described in the 

completed reports. Testing also typically focuses only on school performance-related 

difiiculties, although some testers include non-school-related psychological testing within 

the evaluation. (9) 

In the case of dyslexia, dyscalculia, and generalized learning disabilities, the 

student's test scores must evidence a "statistically significant discrepancy" between 

tested aptitude (as measured by IQ tests) and achievement. (10) The definition of 

"significant discrepancy" is left to school districts to determine, although all use some 

form of statistical measurement in defining the term. Most colleges define it as meaning 

"2 standard deviations' difference" in scores. Definitions of individual districts at the pre-

college level range from requiring a 1.5 - 3 standard deviation difference between the 

scores, which means that some students become eligible for acconmiodations upon 

entering college, while others cease to be eligible. (11) 

Some interviewees and other diagnosed students report that their IQ score itself 

has been used by their school districts to determine whether they are eligible for 

accommodations; If their IQ score was above a certain number, they were considered 

"too intelligent" to need accommodations. In essence, their "natural" intelligence is 

considered to compensate sufficiently for these students ("diagnosed" with extremely 

high potential for learning) that they are not given accommodations to reach their "true 

potential," which is extremely fiustrating to some. This method of diagnosis reflects the 

cognitive fi-aming of LD. (See Appendix E). 
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As mentioned before, an IQ test is always given in formal testing. The 

Woodcock-Johnson Psycho-Educational Battery-IQ is a another conrnionly-used test that 

has been normed using a large sample. Although it was designed to evaluate students' 

aptitudes and abilities, it is more commonly used to determine achievement only. It 

includes tasks such as math problems (using pencil and paper), phonetic discrimination, 

sound synthesis and analysis, and the ability to read codes that do not use numbers or 

letters. It also tests long-term memory and the level of information a student possesses in 

three subject areas. It was designed specifically to test for potential learning disabilities 

and is highly regarded as useful by diagnosticians and service providers. Informal and 

other formal, standardized tests may be administered. For example, a diagnostician may 

ask the student being tested to read aloud or silently and then answer questions about the 

text, to write a story in response to a picture or to draw. 

Diagnostic evaluations for dyslexia often focus on tasks requiring phonetic and 

visual processing of code, notably language-related codes, and involve reception, 

interpretation, and production of written and spoken language. (12) In addition to 

establishing that a positive sign of LD exists in the form of a "significant discrepancy," 

the exclusionary requirements listed by Kirk and Bateman (1962; see Chapter 3) must 

also be met before the label can be applied. 

A variety of criticisms have been leveled against assessment procedures and tests 

for LD. Both false negatives and false positives are common and can lead to extensive 

retesting. Although diagnosis is based on lengthy testing procedures (up to two full days) 

and is conducted by highly trained people (typically holding a Master's Degree, M.D., 
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and / or Ph.D.), some tests require subjective evaluation of signs that require the use of 

intuition. Others (such as IQ tests) are criticized as being inappropriate for diagnosing LD 

since they were not designed for this purpose. The process has also been criticized as 

providing a "snapshot" rather than complete information concerning the person's 

problems, especially in cases where the evaluator relies primarily on standardized tests 

and a brief history from the client rather than observing problems over a longer period of 

time. Many tests (as well as the testing process overall) have also been criticized for their 

tendency to highlight weaknesses but not strengths and for their cultural, economic, and 

other sociocultural biases (McLoughlin & Lewis 1994, Kelly & Ramundo 1993, Mather 

1993, Mather& Healey 1990, Gould 1981). 

Diagnosis of AD is different from diagnostic procedures for other LD, and 

reflects medical framings of LD. (See Appendix E.) Evaluation sometimes uses made 

following a series of computer tests that focus on task completion speed, attention to 

detail, and task perseverance. However, due to the expense of such tests and the rarity of 

specialists trained in their administration, these tests are seldom the basis for diagnosis. 

Tests focusing on neurology (e.g., through PET or fMRI, described in Chapter 5) are also 

considered to be prohibitively expensive, although one interviewee's diagnosis included 

such procedures. 

Diagnostic procedures are sometimes lengthy, involving behavioral observations 

in multiple settings, perceptual tests, tests that measure length of attention span, and other 

forms of medical and educational evaluation. However, more commonly, behavioral 

checklists that focus on subjective evaluations of present and past behavior are the only 
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method of evaluation used. Teachers and parents fill these out; occasionally, other 

relevant adults, peers and/or siblings complete forms as well. Adolescents and adults are 

often asked to fill out a checklist as well. These are problematic, in part because they rely 

on memory, and in part because evaluations are subjective and "soft." 

In order to be diagnosed using DSM criteria, a person must exhibit any six of nine 

possible "symptomatic behaviors," including items such as "Often blurts out answers to 

questions before they have been completed." Diagnosticians, teachers, and parents who 

are helping with the diagnostic procedure are provided a list of "problem" or 

"dysftinctional" behaviors; these are based on the DSM criteria, but do not necessarily 

include the criteria as items. Individuals indicate whether or not the person being assessed 

exhibits the specific behavior and are typically asked to evaluate whether the person 

being assessed exhibits the behaviors "often," "regularly," "occasionally," etc. The items 

themselves are subjective; for example, an item might read "Constantly fidgets," "Cries 

often and easily," or "Mood changes quickly and unpredictably" (McLaughlin & Lewis 

1994: 261). Diagnosis is unreliable and the number of false positives is presumed to be 

high in the U.S. (DeGrandpre 2000, Diller 1998). 

Alternatively, diagnosis may be made based on a "trial medication" regime: A 

physician (usually a pediatrician, even in the case of adults) prescribes the person a form 

of Ritalin or another drug commonly used to "treat" AD (e.g., Adderall or Wellbutrin). If 

the problematic behaviors lessen or cease, the individual is presumed to "have" AD and 

is given the diagnostic label. This approach to diagnosis has been criticized for multiple 

reasons. Two are most commonly cited: (1) All humans respond similarly to 
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amphetamines such as Ritalin, gaining increased focus while in the low-level euphoria 

induced by prescribed dosage levels; the specificity of the test is therefore low (i.e., the 

number of false positives is potentially high); and (2) Prescribing a Schedule n 

amphetamine to a person who does not medically require it is ethically problematic 

because these drugs are potentially addictive and strain body systems. Although addiction 

is unlikely at prescribed doses, it is not unconmion for individuals to increase their dose, 

and, if necessary, to obtain more doses illegally. Their initial reasoning typically takes 

one of two forms; (I) The sensation caused by the drug is pleasurable and the individual 

desires an increase of pleasure, or (2) the initial level of the drug is perceived to be 

effective at diminishing and/or eliminating unwanted symptoms, and the individual 

believes that an increased level will be still more effective. 

Results of the Diagnostic Procedure 

While the person is distinguished as being outside a normative pattern of 

performance, but is not yet formally re-categorized, he or she is socially anomalous. As 

the type of difference that can potentially be labeled as a form of "LD" is negatively 

valued in the U.S., the typical sociocultural response to the person's anomalous position 

is one of concern or disapproval. In more formal terms, the individual is in a liminoid 

state, and must be given a social status with its concomitant label in order to be 

reaggregated into society and for social and personal uncertainty to be reduced. (13) The 

diagnostic procedure, a time when liminality and anxiety are high (especially for older 

adolescents, adults, and the parents of younger children), is a social ritual that is designed 

to provide liminoid persons with the status and label of "nondisabled" or "disabled," as 
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well as with more specific statuses and labels, and, ideally, with information that is of 

benefit to their educations. 

Waiting for test results is often a time of high anxiety for students (and their 

parents), as the results dictate whether or not the student is eligible to receive 

accommodations or any form of institutionalized support. Students who are in this phase 

of the procedure typically question their abilities on a wide variety of tasks, including 

some they had not previously questioned: 

[After the first round of testing, the diagnostician] said, "Based upon my 
findings in this report, I feel that Trisha is at a very high risk for a learning 
disability." And that part really bothered me, so right now I'm in the 
process of waiting for my money to get here so I can go and take the rest 
of the test, because I'm temporarily enrolled in CeDRR right now, (14) but 
I want to take the rest of the test so that / can have a piece of mind, to 
know that I tried to find anything and everything I could about the 
problem, and then if there — Who knows if the problem is just in the math 
and foreign language or maybe is it in the reading or the writing or 
whatever else the tests cover? You know, is the problem just in those two 
areas, or does it extend into other areas? And then, that way, if I pass the 
tests, which means I bomb with flying colors, then I get into CeDRR 
permanently, and if not then I just get CeDRR for the fall. (Trisha, UA) 

When testing is complete, the diagnostician typically has a meeting with the 

parent and/or student in which the resuhs are discussed, although sometimes the results 

are simply mailed to the student or parent without a meeting. (15) I have rarely spoken 

with a student who was given a diagnostic label while young who understood his or her 

test results based upon the conversations that took place during this meeting, most often 

because they were too young or their parents did not understand the results well enough 

to explain them. Those who did understand their testing results as adults typically 

reported sitting down with their parents to formally discuss the results; such discussions 
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were often held at culturally significant ages, such as 16, 18, or 21 or when the child 

permanently left home. 

In some cases, parents do not attempt to explain the resuhs at all, sometimes 

because it makes them feel discomfort or "genetic guilt," or that they are not "smart 

enough" to do so. More often, they do not discuss the results with their child because the 

child's diagnosed LD becomes normalized within the household. It is tacitly assumed that 

"everyone knows about it," and that specifics need not be explained because they are 

routinely lived. In cases where students are taking medication for a diagnosed AD (or, 

rarely, for other LD), the assumption is often made within the household that the problem 

has been successfully "treated" and does not merit further concern or attention. In these 

cases, parents assume that the child will continue taking the medication according to the 

prescribed regime, and has no problems associated with the diagnosed AD that the 

medication does not "cure." These are often mistaken assumptions. 

Doctors have been criticized as spending too little time with their clients, of 

interrupting clients' narratives (Mishler et al. 1989), of using overly technical language 

(Shuy 1976), and of assuming a hierarchically superior position that precludes their 

clients' asking questions (Mishler et al. 1989, Shuy 1976). Although some students 

describe their diagnosticians as helping them metaphorically understand their diagnosed 

LD, most interviewees and other students diagnosed as adolescents or adults have 

criticized their diagnosticians in the same ways as people criticize doctors. Some report 

having felt uncomfortable asking questions and report that asking for information to be 

repeated makes them feel "stupid." 
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Compared with many of their peers, the diagnosticians with whom I have worked 

most closely (and who also receive most of the referrals from UA and Antioch) try to 

spend a great deal of time with their clients, try to use non-clinical language and to 

explain the clinical language that they do use, and regularly attempt to elicit questions 

from their clients during the conversation. However, they typically present information 

linearly through a jargon-filled report and a verbal presentation; a few also give students 

standardized handouts. The appointment is time-limited, usually ranging from Vz to 2 

hours long. Students who need to acquire information in alternative ways, who have 

difficulty learning new vocabulary and/or abstract concepts, and those who have short-

term memory retention difliculties and/or slow processing speed typically have difficulty 

understanding the explanations they are given. Students and diagnosticians also value the 

discussion time differently; a student might not feel that enough time was given if he or 

she left without understanding the results fully. 

Many diagnosticians I know offer to have additional conversations with the 

student to clarify the results further; I know of no student who has taken them up on this 

offer unless specific academic or therapeutic supports were also going to be provided. 

There are multiple reasons for this, e.g., the student does not feel close enough to the 

tester to ask questions that are considered personal, the formality of the encounter 

mitigates against the student's "bothering" the professional at a later time, or the 

student's perception that the first conversation was not fruitful enough to make a follow-

up conversation worthwhile. 
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Instead, when they have the option to do so, students return to talk with service 

providers they have worked with in the past, as well as peers and parents. Although their 

parents and peers may not understand the test results any better than they themselves do, 

these people can be help&l support in "puzzling out" the meaning of the test results. Such 

people serve as a set of resources that is comparable to Janzen's concept of a "therapy 

management group" (1987); in essence, they serve as an "education management group." 

There are several reasons why students' conversations with members of their 

"education management group" are considered more useful than conversations with 

diagnosticians. First, many college-level service providers can conmiunicate using both 

the formal jargon of the test administrators and the everyday language of students. 

Service providers thus are able to serve as communication brokers (Bourhis, et al. 1989), 

mediating between the language registers for the student. Further, the familiarity a co-

conversant (whether a parent, service provider, or peer) has with the tested person's 

learning style, difiRcuhies, and patterns makes that person an expert at the individual 

level. Thus, the discussions can be specific to the student in ways that make the student 

feel comfortable. Additionally, this familiarity helps the student to feel comfortable 

asking for information to be repeated and in asking "dumb questions," i.e., questions the 

student is insecure about asking. 

Students typically want more than a single explanation; they want to be able to re

read the written resuhs themselves and understand what is being said in order to reflect 

on their learning style and to revisit and potentially re-create their personal framings of 

their diagnosed LD. The material presented in test results is written in a language, format. 
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and style that is unfamiliar to students. Even words that are apparently 'iay terms" can 

have formal meanings for professionals (cf Bourhis, et al. 1989). For example, "short-

term memory" means memory lasting for seconds, while most laypeople think of it as 

meaning minutes or even days. In formal reports, statistics are mixed with formal 

diagnostic language; phrasings and euphemisms are used that are unfamiliar to lay 

readers. Further, reading the report is anxiety-producing, which itself reduces 

comprehension. For these reasons, students, especially those with reading, memory, or 

comprehension-based problems, must re-visit their testing results multiple times in order 

to feel they understand what is being said well enough to stop re-reading the resuhs (or to 

give up trying to understand). 

Even after spending a great deal of time trying to understand the report, people 

diagnosed with LD may not feel they understand their "disability," although most can 

state where they have difficulty in school. Instead, they develop individualized framings 

and metaphors for LD, based on framings used by the medical industry and the larger 

culture. These individualized framings will be addressed in the next chapter. 

Learning disabilities situationally and generally impact individuals' self-efficacy, 

self-esteem, aspirations, plans, resiliency, and social self-assuredness. How one perceives 

one's diagnosed LD (or other difficulties) influences how one perceives oneself in 

fundamental ways. Still, LD is not the most personally salient aspect of identity for most 

interviewees and others with whom I have spoken. Rather, it is (usually) consciously 

regarded as a more or less problematic aspect of self, whose relative importance often 

depends on the situation. When asked to introduce themselves, no interviewees 
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mentioned LX) except as an afterthought that specifically referenced their LD as a reason 

for the interview. Most individuals do not see the difficulties that have been diagnosed as 

generalized LD or AD as being a part of themselves; rather, they typically see themselves 

as experiencing difficulties in life that are called "LD" or "AD:" More often, they have 

"learning disabilities," "ADHD," or "ADD," as opposed to being "\JD" "AD," etc. (16) 

Such a formulation indexes the functional separation of disability fi^om self This 

separation runs counter to the assumption in social labeling theory that labels are always 

incorporated into identity and views of self However, individuals do incorporate their 

understanding of these difficuhies into their identities. Individuals may not see 

themselves as being "learning disabled" above all else, but their difficulties with driving 

or inability to figure out how much to tip the restaurant server still impact how they see 

themselves, their abilities, and their futures. 

People with dyslexia more often describe themselves as "^being dyslexic," 

although they frequently switch between the two verbal formulations. They are more 

likely than their otherwise-diagnosed peers with LD to see their difficuhies as a primary 

aspect of self They do not, however, typically see these as htrngfundcmental aspects of 

self except in rare cases in which the diagnosed individual has few other resources for 

identity formation has low self-efficacy and resilience, and has low understanding of 

dyslexia. Often, these more discouraged individuals have "comorbid" conditions, such as 

anxiety and depression (which may be reactive or endogenous). (17) 

Clearly then, while public and medical framings and understandings of LD 

provide a basal template for understanding of one's own LD, these framings are not 
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absorbed unchanged to serve as patterns of identity. Individuals' beliefs about themselves 

and their abilities, personalized framings of their diagnosed disabilities, temperaments, 

and life experiences determine how they will personalize cultural models and integrate 

them as relevant aspects of identity. Context also plays a role in determining how a 

person will use cultural understandings of LD; People perform differently and make 

different decisions about their diagnosed disability, depending on general and specific 

characteristics of situations. They do not absorb labels into their identity; rather, they use 

their personal agency to frame the disability and their own actions. This contradicts the 

depiction of persons with diagnosed disabilities as passive recipients of labels, as 

traditional social labeling theory constructs them. People's agency extends beyond 

rejection of the label as self-defining. In the case of hidden disabilities, such as the 

various forms of LD, people also have some control over whether or not they will present 

their LD to others. Before specific aspects of students' performances of their diagnosed 

LD can be fully understood in context, however, it is important that the reader understand 

how individuals personally frame their LD. The next chapter will focus on this topic. 



286 

Endnotes to Chapter 6 

(1) Here and later in this dissertation, I use Young's definition of sickness (1982). For 
further discussion of the terms "disease," "illness," and "sickness," see also Eisenberg 
(1977); Kleinman (1980); Frankenburg (1980); Hahn (1984); and Kleinman, Eisenberg, 
& Good (1987). 

(2) The term "diagnosis" will sometimes be used in this dissertation due to its prevalent 
use by students, parents, and professionals in the area of LD. This term will refer to the 
procedure used to formally apply the diagnostic label. 

(3) As the Federal government had only paid approximately 8% of the costs of 
"reasonable accommodations," many educators and service providers see this 
requirement as an unfunded mandate (Bos, personal communication). Recently, the 
Federal share of funding for special education was increased to 17% (Mittaas 2001); 
whether this will change the perception of ADA as an "unfunded mandate" is yet to be 
seen. 

(4) Notable exceptions can be found in the literature on gender and on "homeless street 
people," some of which more explicitly discuss effects of labels than others. See, for 
example, Goodwin, (1989), Snow and Anderson (1993), Kennedy and Davis (1993), 
Kulick (1998), and Rottnek (1999). 

(5) Self-applied labels are accepted at Antioch, but acceptance of a self-applied "LD" 
label is highly unusual. Even at Antioch, these labels are insufficient grounds for 
"reasonable accommodations." 

(6) During the semantic interview, most interviewees differentiated two ways of being 
"smart;" being "book smart" (knowing facts that were not necessarily connected) and 
being "street smart" (being able to analyze and correctly act in situations). The latter was 
universally seen as an asset. However, several interviewees spoke disparagingly of 
people who were "just book smart." This type of intelligence was portrayed as 
dissociated from the problems of everyday life and, hence, mostly useless. The unmarked 
word "smart" refers to "book smart;" people who are called simply "smart" are 
considered to be only "book smart" and therefore in possession of a type of intelligence 
that is not useful in the world. Students' comments about the term "book smart" implied a 
rejection of this kind of intelligence and (less overtly) a rejection of the information 
taught in schools. The term "intelligence" elicited no comparable responses. 

(7) Diagnosticians and service providers alternate between describing individuals as 
"being" LD (being identified with the disability) and "having" LD (being an individual 
with a disability that is separable from the self The self-description of diagnosed 
individuals will be further described in Chapter 7. 
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(8) Other educators and diagnosticians believe that the difficulties of students with LD 
are unique to their disability (Mather, personal communication); this is most likely in the 
case of dyslexia. 

(9) Many individuals initially read this as meaning that they are not "really" strengths, 
but are simply lesser weaknesses. 

(10) In some cases, the IQ test is the only test administered. Subscales are compared 
against each other to meet the aptitude-achievement discrepancy criterion. 

(11) Students whose discrepancy is l.S standard deviations may lose accommodations 
when moving to a college in which the minimum for eligibility is 2.0 (a common level), 
and vice-versa. Statistically, only 5% of the population should have scores that are 2 
standard deviations away from whatever norm is in question; only 1% should be 3 
standard deviations away. For discussions and critiques concerning the aptitude-
achievement criterion, see Mather 1993; Shaywitz, Fletcher, Holahan, & Shaywitz 1992; 
Mather & Healey 1990; Willson& Reynolds 1984-5. 

(12) Evaluations resulting in a diagnosis of dyscalculia are similar, but involve math 
rather than reading tasks. For descriptions of the major and additional tests employed in 
testing for LD, see McLaughlin and Lewis (1994). 

(13) Murphy, Scheer, Murphy & Mack (1988) argue that persons with disability are 
viewed as being in a "liminal" state due to their marginalized status; they reference 
Victor Turner for this. However, while persons with disabilities (including those with 
LD) are certainly marginalized within society and while the diagnostic procedure does 
attribute social status and position, it is more accurate to describe their position as 
"liminoid" while the diagnostic procedure (which can take up to three weeks if the 
student only has to be tested once) is underway. Although the liminal and liminoid share 
many characteristics, the liminoid is not located in a structured, formalized ritual process 
with a clear beginning and end as is true of the liminal period (Turner 1974, 1992). 

(14) Colleges and Universities frequently provide temporary accommodations to students 
who are in the process of being evaluated. If the student is diagnosed as having a LD, the 
school continues to provide accommodations; if not, provision ceases. 

(15) In cases of "trial by medication," there is not usually little or no conmiunication 
about results; the individual trying the medication decides whether or not it "works," 
sometimes in conjunction with conversations with the physician, parents, peers, and/or 
service providers. 

(16) There are times when individuals reference themselves as "being" LD or AD. 
Usually these self-references are purely rhetorical, designed to impress the listener with 
the importance of the diagnosed disability. Occasionally, individuals refer to themselves 
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more universally as "being" LD or AD. In my experience, these people have low 
resilience, self-esteem, and perseverance. 

(17) This is also true of persons diagnosed with AD and generalized LD who reference 
themselves as "being" the disability. 
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Chapter 7 
Masques and Faces: 

Identity and Personal Framings of LD 

There will be time, there will be time 
To prepare aface to meet the faces that you meet;... 
Time for you and time for me. 
And time yet for a hundred indecisions. 
And for a hundred visions and revisions. 
Before the taking of a toast and tea,... 
And indeed there will be time 
To wonder, "Do I dare?" and, "Do I dare? "... 
In a minute there is time 
For decisions and revisions which a mimite will reverse. 

- TS. Eliot (1917) 

Medical framings are considered to be authoritative accounts of the world by most 

people in U.S. culture. If an experienced difficulty is medicalized, it is more likely to be 

viewed as authoritatively validated by most people. Like labels for many other hidden 

disabilities, however, the labels "dyslexia," "AD," and "LD" are not fiilly accepted in the 

U.S. as marking categories of disability that allow people to take on a sick role and be 

excused from socially- and economically-valued tasks. Because the label is stigmatized 

and because the difficulties can be "hidden" in certain contexts and through specific 

behaviors, people who have been given the diagnostic label (or who could be so labeled 

through a diagnostic procedure) have some choice as to whether, when, and how their 

difficulties and diagnosis will be displayed. 

I have already discussed the point that people diagnosed with various forms of LD 

do not simply internalize the medicalized label(s) they are given during the diagnostic 

procedure. Rather, they consider their difficulties to be an aspect of sel^ aspects that are 

in some ways personally definable and at least partially under their control. This view of 
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self reflects the postmodern view of identity and the body that predominates in the U.S. 

Identities and body schema are fragmented and are seen as interacting (or alienable) parts 

rather than as a unified whole (Nader 1996, Martin 1992). However, in the U.S., identity 

is conceptualized in many ways; It is also considered to be fluid, to reflect social 

expectations and self-understandings, and to be both situational and consistent (Nader 

1996, Martin 1992, Haraway 1991, Cooley 1999 [1902], Mead 1962 [1934]). This 

variability makes the concept of identity difficult to discuss. 

Sometimes diagnosed persons express their agency and autonomy by rejecting the 

label and the "excuse" it offers; they may try to "hide" their difficulties from others or 

offer another social excuse. At other times, they may express agency by actively 

embracing the label and celebrating it as holding personal value. They may also 

strategically display their difficulties. How, when, and why they choose to highlight or 

try to hide their difficulties depends not only on context, but also on the way they view 

their diagnosed disability and themselves. 

In this chapter, I present an overview of the concept of identity as it relates to LD 

and address how the timing of formal diagnosis impacts the formulation of individualized 

models. I then discuss personal framings of LD the social interactions of persons labeled 

LD with key social actors in the college environment. I preface the chapter by clarifying 

my use of some key terms central to these discussions. 

Key Terms 

Two terms that appear frequently in professional literature that considers 

"socioemotional correlates" of the various forms of LD are "self-esteem" and "self-
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efficacy." "Self-esteem" is variously defined; in sum, it is a positive value placed on 

oneself Laypeople use the word to summarize the concept "liking oneself;" interviewees 

defined the term in this way. In psychological theories, it is a more complex concept, and 

is built on a variety of factosrs that include beliefs about one's effectiveness and success 

in completing tasks, one's ability to succeed in social situations, and one's likability. 

Self-esteem is positively correlated with success, although some researchers postulate 

that this reflects a stronger correlation between success and self-efRcacy (Maddux & 

Lewis 1995, Bandura 1989). (1) 

Self-efficacy is a more specific concept than self-esteem. "Positive self-efficacy" 

references the belief that one can master new tasks, complete familiar tasks successfully, 

"...exercise control over events that affect..." one's life (Bandura 1989: 1175), "...persist 

in the face of obstacles or aversive experiences..." (Bandura 1992; 123), and stimulate 

one's "...capabilities to mobilize the motivations, cognitive responses, and courses of 

actions needed to exercise control over task demands" (Bandura 1990: 316). Most 

commonly, it references one's view of specific task sets. It has also been used as a term 

that references beliefs about one's capabilities more generally, e.g., it is positively 

correlated with ".. goal-setting and persistence, cognitive efficiency and emotional 

adaptiveness" (Maddux & Lewis 1995: 43). (2) 

Two terms that are less often seen in the literature on LD are "resiliency" and 

"perseverance." In the U.S., these are considered to be traits related to a person's lifelong 

temperament and moral character. Both are positively valued as character traits and are 

considered important for success. However, depending on how a person exhibits these 
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characteristics situationally and over the long term, they can also be detrimental. 

Resilience can be defined as the overall ability or tendency to "... bounce back from 

negative life experiences and often become even stronger in the process of overcoming 

them..." (Henderson 1996: 2). Resilient people who are faced with setbacks, 

embarrassment, or difficulty not only continue "trying," but feel good about themselves 

for trying or learning, meet subsequent challenges with a fresh perspective, and continue 

to hope for positive outcomes and goal completion. This manner of approaching tasks 

and situations can be very adaptive in the case of LD, providing that the person has any 

possibility of success and / or has the ability to predict relative success. 

People with high resilience tend to try novel experiences. When students who 

have extreme difficulty with socially-valued tasks find an activity they can perform 

successfully, it can be a transformative experience. Students who find such a skill may 

find that it so positively impacts their self-esteem that they become "obsessed" with it. 

(3) At times, their high level of engagement in these activities are discouraged by others, 

especially if the activity does not improve their school- or job-related skills. 

"Perseverance" more closely reflects the Puritan Ethic described in Chapter 2. 

Perseverance is sometimes described as a "raw grinding:" continuing to try tasks or a 

type of task even if one knows there is little to no chance of success. It can also refer to a 

person's continued attempts to complete a task undaunted by obstacles. Students who 

persevere but are not resilient are, in my experience, at higher risk of depression; leaving 

school; experiencing anxiety, panic, and sleep disturbance; and performing self-damaging 
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behaviors. They also like themselves less than do resilient students and are more likely to 

experience negative self-fulfilling prophecies. 

A colloquial expression used to encoure^e people who have experienced negative 

life experiences is, "What doesn't kill you makes you stronger." Some "action movies" 

specifically present this claim after the hero has experienced a setback (e.g., Conan the 

Barbarian). Students who are resilient sometimes jokingly use this as a consolation or 

comfort. Students who are perseverant without being resilient are more likely to take this 

statement literally. Having made these distinctions oflen-confused pairs of relevant terms, 

I will now engage the important topic of how LD impacts the construction of identity. 

Identity: Social Others as Mirrors 

Individuals with hidden disabilities have greater flexibility of identity than those 

with more visible difficuhies in that they have opportunities in which they can choose 

whether or not to publicly self-identify as a person with a disability. This is true whether 

or not they actually and consistently self-identify as truly belonging in this social 

category. Individuals whose disabilities are primarily situation-related (such as persons 

with LD) also experience contexts, tasks, and periods of time in which they do not 

perceive themselves as being "disabled." Some do not define themselves as being 

"disabled" at all, and some define their learning differences as positive aspects of self. 

Still others experience their difference as negatively stigmatizing or even traumatizing. 

The complexity of these variations means that students diagnosed with LD have more 

agency regarding their disability, especially as they act in and are affected by various 

contexts. This increased agency undermines some of the guiding principles of social 



294 

labeling theory, which typically presumes low individual agency following application of 

the label. 

In the U.S., individuals tend to simultaneously identify with a number of social 

groups and attempt to foreground relevant aspects of their identity as they see fit. (This is 

especially true at Antioch, where identity politics play a central role in much of social and 

political life.) Because they are "hidden" disabilities, LD allow a person to try to "pass" 

as a person without LD; because there are specific tasks that LD impact, people can 

highlight their difficulties in certain situations when the sick role becomes useful. For 

example, an interviewee might highlight his status as a person with LD in order to ask for 

accommodations, or as a college student in order to get a job. He might also "hide" an 

aspect of himself in order to attain a goal. He might not, for example, tell a potential 

employer that he has been diagnosed with an LD and will therefore need proofreaders for 

his business letters, or tell a potential life partner of his LD until he feels he can trust the 

person. Identity politics in the larger conmiunity may help the person become a self-

advocate or participate in a disability rights movement, or may make the person decide to 

try to "pass for normal," with more or less success. 

Mead (1962 [1934]) and Cooley (1999 [1967]) use the metaphor of the mirror to 

describe one major way by which people form their personal identities through 

interactions with other people. According to this metaphor, people see how they are 

evaluated by others, as reflected in the responses of others to their own behaviors (and 

inactions). These judgments then inform identity development. This is similar to 

Bandura's (1977) theory of social learning, in which he claims that people learn about 
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modes of behavior by watching the actions of social others and the consequences of those 

actions. 

Resilient people who highly value agency resist social evaluations and attributions 

to a greater extent than people who do not value it so highly. However, even the most 

resilient interviewees discussed times when they felt "stupid," "embarrassed," "proud," 

or other reactive emotions because they were judged by social others in ways that 

impacted their views of themselves. 

I managed to convince everyone that I could say my r's by talking really 
carefully in front of the people I needed to impress and they let me out of 
speech therapy, because it was this big embarrassing thing and it made it 
made me very angry. <What was embarassing about speech therapy?> I 
had to leave class. It was a big production and everybody knew where I 
was going and I'd come back and they'd tease me. And in this other way 
people were jealous of me cause I got to leave class, but I hated it. And 
they hated me because I got to leave class and I hated them because I 
hated going...and also because it brought it to people's attention. Like I 
don't think kids notice things like that so much, but if I was leaving for 
speech therapy then like I had a problem. (KC, Antioch) 

As students with LD experience and re-experience patterns of success and failure 

that are different from those of their peers, they internalize other social messages about 

themselves (including those indexed by formal and informal labels). A child may feel 

very sure of herself before attending school, but gradually lose her self-confidence when 

people continually call her competence into question because she cannot sit still in a chair 

long enough or learn to read at the prescribed pace. Such messages may be directly or 

indirectly sent. For example, being put into the "slowest" reading group in the room and 

being taken out of class repeatedly for "special help" send the unspoken message that the 
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child is "not smart" (which is often interpreted as "not good enough" by both children 

and adults). 

.. .[T]here's a lot of stigma around going to that room, and so in some 
ways I felt a little embarrassed about it, but there was nothing I could do. 
It was my concession, that I go to this room. At least I didn't have to be 
there all day....I was always like "I'm really smart," you know, and "I 
shouldn't really be here." And then, when other kids would comment that 
I wasn't smart because I was in special ed, it really made me mad, and it 
was really offensive. So, I think a lot of it was that I was really hyper
sensitive to inferences that I might not be as smart as anyone else. [Did 
they ever say that out loud or...] Yeah. People thought that the kids in the 
learning disability classrooms were - stupid.. .I would tell people that I 
wasn't. And so, because I was like "I'm really smart, I'm as smart as you" 
I'd want to talk to kids about what they were doing in school and people 
would make comments that I wasn't as smart as them, and then it would 
escalate. (DK, Antioch) 

Over time, this message (or tacit label) can be internalized and socially reinforced to the 

point where once-confident children become shy, withdrawn, and depressed; or once-

"obedient" children become disruptive in the classroom. 

In seventh grade, I got like a F on my report card... .1 was always 
embarassed about the bad grades and bad papers and... .1 was the kind of 
person who would like cry about school work. Like if I was having trouble 
with a paper and it was just driving me crazy I would like cry. Like that 
was mostly what would get me depressed, and it was like stress, you 
know, stress about school and other responsibilities... .All those things 
would make me cry, like bad grades and. not turning projects in. I hated... 
not having projects. I hated.. .facing my teacher and not having my 
assigrmient. I hated that and I would sldp a lot of school because of 
that. . .I never skipped school like leaving school to go someplace. But I 
would...act like I was sick, so I wouldn't have to go to school, 'cause I 
didn't have my assignment and then stay home and work on school work 
(MG,Antioch). 

In other cases, the label may be resisted, reflecting individual agency and decision

making regarding labels. 
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The difficulties associated with "LD" create points of vulnerability. Some of these 

points of vulnerability become evident when students are asked to perform school- or 

work-related tasks that are especially hard because of the difficulties that led to their 

being diagnosed "LD." However, these points of vulnerability become evident in other 

times and contexts as well. For example, all interviewees who held realistic views of 

themselves had heightened concerns about the future (as compared to their non-LD 

peers), including their ability to find jobs, whether or not their children would have LD, 

and, if so, whether their children's difficulties would be manageable and/or damaging. (4) 

People diagnosed with LD - including those interviewed for this study - tend to 

believe that all their children will inherit their LD and, hence, their vulnerabilities. (5) 

This, of course, is inaccurate, but reflects a general lay belief in genes as "controlling" 

bodies and minds, and as "inescapable" causes of chronic disease and disability (Duster 

1996, Fujimura & Fortun 1996). Genetic explanations, especially those founded on 

principles of genetic determinism, hold high appeal for people in the U.S. As I discussed 

in Chapter 5, Jacobson and Ziegler (1996) and Nader (1996) point out that science is 

primarily communicated to individuals through the mass media and often become 

"garbled" in the process, typically in "...unsystematic and random..." ways that further 

confuse individuals. These "garbled" understandings are integrated into individuals' 

personal framings of LD even when they know their understandings are incomplete or 

otherwise inaccurate. 

Diagnosed individuals often fear (or believe) their children's difficulties will be as 

extensive as their own or worse, although they say that the patterning of difficulties may 
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be different. Two interviewees said that they had decided not to have children at ail 

because they did not want their children to have similar problems in life. They believed it 

would be too painiul to watch their children struggle as they had, and that they would feel 

guilty for having imposed these difficulties on the child. (Some parents I have spoken 

with have expressed similar feelings of "genetic guilt.") Other students said that they 

would have children, but would not allow them to be educated through the public school 

system. In most of these cases, the interviewees expressed an interest in homeschooling 

or unschooling their children. (6) 

People diagnosed with LD also have heightened concerns regarding important 

aspects of performance outside school that are not related to "genetic guilt;" What if I kill 

somebody with my car because I'm not paying attention or turn the wrong way? What if 

my child gets hurt because I'm not paying enough attention? What if I get lost and miss 

my job interview? Although many people without LD also have these fears, they are 

more salient for individuals diagnosed with LD because the situations are more probable. 

Students therefore evolve coping strategies and tactics that they use to attempt to manage 

their vulnerability and its impact on their identity, not just to manage school- and work-

related tasks. Students who can resist and / or manage vulnerability (e.g., those who are 

resilient and / or are good at risk management) have fewer difficulties in school and life 

than those who cannot. 

Certain education-related tasks are especially highly culturally valued, most 

notably reading, spelling, and performing arithmetic operations. An inability to 

consistently and correctly perform such tasks is often derided, and is culturally associated 
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with a lack of intelligence. Several interviewees reported being insulted and stigmatized 

for their difficulties. Alternatively, a person might be positively stigmatized for aspects of 

personality or skills that they believe they have developed in order to cope with their 

diagnosed LD. For example, individuals might become "clowns" or comedians, or might 

display an artistic or other creative skill that is socially valued. If such performances meet 

with social approval, a person's overall self-esteem can rise and help the person to 

formulate other socioculturally adaptive ways of interacting and developing. Some 

interviewees reported such effects. 

People diagnosed with AD often embrace their diagnoses and see themselves as 

being more creative than other people, although some see their difficuhies as severely 

disabling (especially those who believe that standardized education and culturally-

prescribed roles are preferable to those that are more individualized). Resilient 

individuals often focus on these positive aspects of their personality and abilities in an 

attempt to positively frame their "disability." In some cases, interviewees used positive 

self-evaluations of diagnosed LD to resist negative social evaluations of their actions. 

These students had especially high agency, self-efficacy, and resiliency, and positively 

valued their diagnosed "disability." Both had been diagnosed with AD, LD, and other 

disabilities, yet liked themselves and saw themselves as capable, skilled individuals with 

high charisma. 

In effect, positive and negative social stigmatizations, positive and negative self-

evaluations, and cultural and situational contextualizations of these interact in complex 

ways that affect how people diagnosed with LD see themselves and the world. These 
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interactions are poorly explained by conventional readings of social labeling theory. I 

will now discuss some temporal dimensions of identity construction and LD, including 

the timing of diagnosis. How old people are when they are diagnosed afTects their 

perceptions of themselves, their difficulties, and the diagnostic label itself, as well as the 

ways in which they cope with situations. 

Timim of the Diasnostic Process 

Timing of diagnosis within a student's school career afTects not only when a 

student receives accommodations and "special education" services, but also aspects of the 

student's identity and evaluations of self Certain forms of LD tend to be diagnosed 

earlier, such as dyslexia and AD with hyperactivity. Less well-known forms of LD (such 

as "slow processing speed" and "poor auditory discrimination") may not be recognized 

until later because they are more "hidden" in school settings. As I have discussed in the 

previous chapter, some forms of LD are also recognized earlier in a student's academic 

career because of gender role stereotypes; If a girl performs poorly in reading or is 

especially energetic or loud, or if a boy performs poorly in math or "daydreams" 

excessively the child is more likely to be identified for testing earlier. (7) 

Early Diagnosis 

Students who are diagnosed early are provided with services early, usually 

through the school's "special education" department. The word "special," as applied to 

disabilities, has become a pejorative, mocking term within U.S. society. It is often 

connoted with "mentally retarded," a term indicating that an individual is significantly 

less intelligent than his or her age-peers. This connotation originated in an attempt by 
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(often self-appointed) advocates for children with disabilities to create positive 

perceptions of these children, frequently for fund-raising purposes. Approximately 25 

years ago, the introduction in an advertisement for a fund-raising campaign that 

introduced a child with a disability by saying, "This is Joey. He's special." This phrasing 

became a playground insult for students perceived by their peers to be "stupid." The term 

is also used in "Special Olympics," (estab. 1963) a heavily-advertised international 

athletic organization in which people diagnosed with "mental retardation" and other 

severe cognition-related developmental disabilities can participate. This use has further 

strengthened the connotation. 

Interviewees reported widely differing experiences with their schools' special 

education programs. In some cases, the student learned to feel supported and respected. 

This usually occurred when the student received regular I; 1 attention in a program that 

was individually tailored to develop relative strengths (as opposed to "fixing" problem 

areas), had a strongly positive relationship with the special education instructor(s), and 

was not stigmatized by peers for leaving the class setting to go to the special education 

classroom or area. (8) Under these conditions, the student typically gained both self-

esteem and self-efficacy. This was especially true in cases where the home environment 

was supportive and economically secure, and provided moderate levels of assistance. 

Students were more likely to be negatively stigmatized when their leaving for 

"special ed" work was highlighted by teachers or other key people, or when they spent 

the majority of their day in special education classes. In geographic regions where 

normalization was especially heavily emphasized, being taken out of class for any reason 
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other than athletic team participation or support was negatively stigmatizing. In some 

cases, students did not understand the purpose of the exercises they were required to 

perform in special education classes, and resented being taken out of their classrooms to 

perform tasks that they saw as useless or demeaning. 

I traced lines. While other people were in cursive class, I was tracing little 
lines across the board with a Crayola marker. They had pages and pages, 
and I would just sit there and they would ask me to trace it all the way 
around, but some of them would be really crazy and other ones would be 
just one line, and they would have me do that over and over. [And you 
said they had you pulling yourself around on a cart too?] Yeah, I'd lay on 
this kind of kickboard kind of thing and I'd pull myself across the room by 
a rope on my back, and catch balls. [Do you think any of this helped you?] 
No. I'm really not sure what that was about. I think they were convinced 
that I just wasn't good at sports, and so it was good for me to learn better 
motor skills, but, who knows. (DK, Antioch) 

Part of the resentment felt by students who believe their schools provided them 

with a "lesser" education than was provided to their non-diagnosed classmates is due to 

their (often accurate) perceptions that they were socially marked and were not being 

taught as much information as their classroom peers. For example, one interviewee told 

me that she was never taught about nouns and verbs due to her being pulled out of the 

classroom so often. People in her life have assumed she did not know this information 

because she is dyslexic, when the cause was actually a difference in what she was taught. 

Another interviewee said, 

I've known a lot of kids who were dyslexic and really smart and they 
didn't learn anything cause they were just put in special ed and that's 
mean. (KC, Antioch) 
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Often, interviewees reported being taken out of the "regular" classroom while 

information and academic skills were being taught in order to practice "remedial reading" 

and perform repetitive drills of skills they had difficulty with. (9) 

In some cases, notably those involving students with severe dyslexia, certain 

skills cannot be attained through "drill" (repetition); special education instructors are 

hired to work with students to try to find alternative ways for their students to learn. (10) 

However, special education teachers and other support providers, who usually choose 

their profession in order to "help children learn" and who are socialized to help students 

find "solutions" to their "learning problems," do not readily concede that the student may 

not develop ftirther in gaining a specific skill. (11) As a result, educators sometimes 

continue to focus on teaching a particular skill even though the student's performance is 

not improving. This increases fiustration for the student and "takes the flin out of 

reading" and other aspects of learning. This, in turn, lowers the chance that they will 

voluntarily practice the tasks. 

Special education, like testing, often emphasizes what students cannot do in order 

to focus on helping them build skills and/or learn compensatory or alternative techniques 

in these areas. Students are not often given the opportunity to practice and increase skills 

they have or to experiment in order to learn whether or not they have skill in a given area. 

Extra time spent on homework as compared to peers (up to four times as long to complete 

the same task) sometimes means that the student is unable to participate in extracurricular 

activities. Since many schools now offer art and music only as after-school events and 

since many sports-related activities are only offered on weekends or after school, many 
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students diagnosed with LD do not have the opportunity to participate in such activities 

and learn whether or not it is an area they enjoy and/or can do well in. As a result, many 

students find it difficult to describe what they ccm do, especially strengths related to 

school or employment. 

In addition to socially marking students by segregating them from their peers, 

school districts also socially mark many students with a diagnosed LD when mandatory, 

standardized state-wide achievement tests are given. Because school funding and 

accreditation rely on the aggregate or average scores of districts, students with certain 

testing-related difficulties are encouraged to stay home on testing days so their scores 

will not lower their district's or school's score (Kantrowitz & Springer 1997). Marking 

students diagnosed with LD as "less than" their peers in this way negatively affects their 

self-esteem and self-efficacy, while teaching some that school and tests are to be avoided. 

Family responses to a young child's diagnosed LD also affect the child's identity 

and framing of the diagnosed LD in fundamental ways. Parents are often inclined to be 

protective of children they consider to be "disabled;" They try to protect and help them 

with difficult problems. Indeed, media commercials trying to sell education-related 

products often play on parents' fhistrations at not being able to "fix" their children's 

learning problems. (12) When parents are overly protective or try to "help" too much 

(e.g., by doing their children's work for them), two major problems commonly result: [1] 

The child does not learn skills necessary for later school or later life; and [2] The child 

comes to believe that he or she is incapable and must have others perform required tasks 

because he or she cannot succeed independently. As a result, the self-efficacy of these 



305 

children is low, and their resilience is also often low because they do not learn how to 

cope with difficulties and tend to "freeze up" when they must solve problems themselves. 

Many develop a learned helplessness in such cases (Seligman 197S). Often, when these 

individuals arrive at college, where it is harder (or impossible) for parents to perform the 

same tasks, they are at a loss and look for others to tell them what to do and how to do it, 

an attitude that is frowned upon by most professors. (13) These students also tend to use 

other non-adaptive coping strategies, such as procrastinating or "giving up." 

Students whose parents are reserved and expect them to succeed by simply 

"working harder" often have difficulty in college as well. Students who believe that their 

parents "don't understand" their learning problems or think less of them because of their 

learning problems often learn dysfunctional coping strategies, although they may have 

higher resilience than their "over-protected" peers. Students who are resilient (or who 

have alternative supports) sometimes react to what they believe to be parental disinterest 

by seeking alternative resources or by rejecting school entirely. Parents who foster their 

children's independence while providing support at needed times are better able to raise 

children who can function independently than are parents whose actions encourage 

dependency or distance. Parents who support independence and agency are more likely to 

help their children form high levels of self-efficacy. 

Diaenosis During College 

When students who are diagnosed in college are first told they "have" or "are" 

LD, they typically reflect on specific incidents or patterns in their lives when they think 

their problem should have been identified. Many recall painful or embarrassing moments 
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and re-evaluate them in light of the new information. Often, they are angry that the 

severity of their problems was overlooked by adults in their schools: 

<What would you say to [your guidance counselor]?> What would I 
sqy to him? "Where the hell did you get your degree from, a 
bubblegwn machine or a university?" You know, I would just say, you 
know, what's your problemT You know, "Don't you people leam 
about this stuff? Don't they at least give you a little, like, one semester 
course about learning and learning styles and disabilities and stuff?" 
You know, I would just say, "Where's your brain? Is it, is it in the 
building or is it outside in the parking lot?" You know, I would just 
say, "I'd really like to know why you couldn't see this. Or why 
somebody else didn't see this. Or why the people who printed up the 
California Achievement Test scores didn't say anything. You 're my 
guidance counselor. You know all of my records from elementary 
school, from junior high school... .And you didn't for once send me to a 
specialist or something.". . .To me, I just think it was a total waste of my 
parents' tax money, 'cause we paid for their sorry butts to advise me 
and counsel me on what I should do. I mean, if he had seen this, when 
it came time for me to go to college, he would have been able, at the 
bottom of my transcript to say— There's a part: "Do you feel this 
student has any physical, or emotional, or whatever disabilities that 
may inhibit their learning in the college or university?" And he checked 
"No." And if he was able to check "Yes" and say, "She has a hard time 
with math and foreign languages," they would have been able to see it 
and I would've never ever had to go through the crap and the hell and 
the torture and the crying and the suffering and the second guessing 
myself and then crying to my parents on the phone, "I just took my test. 
I'm really freaked.''' I mean, I would be a basket case after I took my 
exa»i5!...If anything, I think I would just want to give him a nice fat 
piece of my mind. (Trisha, UA) 

Students who are diagnosed as adults often come to college having thought negatively 

about themselves for years. They are more insecure than their age-peers about whether 

they have the ability and/or intelligence to succeed and have increased anxiety for this 

reason. This temporarily lowers resiliency for many students with LD during their 

transition to college and makes this transition, already a stressful time for most students, 

even more difficult. 
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When students are diagnosed, they have an opportunity to redefine their identities 

and reconsider labels that have been applied to them (including those they applied to 

themselves). The most dramatic reframings take place when the student is diagnosed as 

an adolescent or adult, after they have extensively experienced failure in school. Where 

previously they may have thought of themselves as stupid, unintelligent, or incompetent, 

they can now "try on" a new label and identity, try new behaviors, and re-evaluate their 

self-perceptions. (14) Thus diagnosis can provide an opportunity for a symbolic event in 

which "...a new understanding of self, a new understanding of a symbol system [i.e., of 

cultural and personal symbol systems], and a feeling of conmiitment...to a set of symbols 

—elements of culture— re-form the actor by becoming part of his or her new 

understanding of self (Stromberg 1985: 61). Most students who are first diagnosed as 

adults report that they experience a sudden, powerful transformation of the view they 

have had of themselves. (15) They say that hearing or reading their diagnosis for the first 

time made them re-evaluate themselves and their previous experiences in light of the new 

information. 

Some researchers hypothesize that people who are diagnosed as adolescents or 

adults go through the same "stages of grief as people mourning a death; shock or relief, 

anger, denial (or denial followed by anger), bargaining, depression, and acceptance 

(Solden 1995, Kelly & Ramundo 1993, Kiibler-Ross 1969). These "stages" are typically 

presented as a natural progression that occurs in the same order for all people. In my 

experience, this is far fi-om a universal experience and, when more than one of these 

emotions is experienced, the order is highly variable between individuals. I have only 
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seen one person pass through a "stage of denial," and many do not go through periods of 

depression, bargaining, or anger. 

Students who have described having such a personal re-evaluation have said to 

me that "things fell into place" and "things changed radically" when they first were told 

of their diagnosis. Defense mechanisms and self-protective strategies from the past often 

seemed to become inapplicable. As a result, students' feelings of vulnerability often 

increased for a short time after they were given the diagnostic label. This increase in 

perceived vulnerability was lower or nonexistent in cases where the student actively 

wanted the label to be applied. 

The experience of personal re-evaluation and of the reframing of identity and 

disability can be highly confusing, as many potential interpretations and identities 

become possible; 

She [the diagnostician] said that most of the time it occurs in kids who 
have average or above learning, so she's like, "It doesn't mean that you're 
stupid." So I was just like, "Well, this is pretty cool." And Vm...brapiy 
here now, you know. I got problems, but I'm smart. It's kind of like a 
total...opposite, like metaphors. You're smart, you're average or above 
average, but you have a learning disability. After, like a while, like an 
hour or two, like, and it really... started to set in, like I really got upset 
about it. Because I was like, "Wait a minute, I'm not—" To me, at first, I 
was like, "I'm not normal anymore. I'm an idiot. I don't know what the 
hell's going on," blah blah blah, when like two hours ago, she said, "This 
doesn't mean that you're stupid. This doesn't mean that you can't learn 
and you can't think for yourself," you know. But to me that's the way that 
I felt. I'm like, "Oh, great, I'm not normal anymore." (Trisha, UA) 

Individuals diagnosed with LD may re-evaluate past "failures" and see these problems as 

signs of the disability rather than as personal failure. This often increases their self-

esteem and motivation to succeed. 
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It meant at the time that there was a reason why I had so much trouble 
with stuff that there was a reason like I feh like there was a reason why it 
took me hours and hours to do homework that for other people it didn't 
take them as long \o do. . . so it was good to know (MG, Antioch). 

However, an experience that radically changes a person's self-perception is typically hard 

to sustain; unless the new, more positive view of self is reinforced, it may not be 

maintained over time. Support from peers and, to a lesser extent, from parents and service 

providers is often crucial in determining whether the new, more positive view of self is 

maintained; if so, self-efficacy and resilience typically increase. 

The re-evaluation of self that occurs during reframing can be strongly negative, as 

in the case of individuals who believe that the label "disabled" is so negative that they do 

not want it applied to themselves. People are more likely to re-evaluate themselves 

negatively if they have not had many (or any) discussions with others who can help them 

form an understanding of what the word means for them beyond its being a label. 

Me? Describe to you what it is? Like what I think it is? I think I have 
dyslexia, that's all I know. And I read some of that learning disability 
diagnosis, and I've cried, like, over every part, like, "Oh, I feel so stupid 
and all of this." I read them. But then I've been tested so many 
times....I've known I've had some kind of learning disability for many 
years. I don't know, every time I heard about my learning disability or I 
thought about it, I just had— I— I'd either cry— I mean I couldn't even talk, 
to some degree, because I was so disturbed about it....Whenever anyone 
would say the word "LD" or "learning disability" or something like that to 
me, I used to break down... .1 hated the word. I hated when people would 
say anything like that to me. I'd just cry and be like," Oh, my God, I'm 
different, but I don't know wt^. I never knew anything about it and my 
mom never told me and I just didn't understarui." I still don't understand, 
to tell the truth! I don't understand at all! Like, at all! (Katie, UA) 

This negative view may continue for a long time, especially if the student avoids self-

reflection, has a negative worldview and low self-efficacy, has other difficulties (such as 
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coexisting conditions or severe femily-related difficulties), and / or has no one available 

to help them understand alternative possible interpretations. Like the possible positive 

response to the diagnosis, it may fade or change overtime unless reinforced. 

Shifts and changes in personal identity do not only take place immediately after 

testing. People reframe their identity and diagnosed LD multiple times. Students 

diagnosed with LD (like many of their peers) constantly re-evaluate their sense of self; 

e.g., when they find tasks they are immediately successful at, when they must confront a 

professor (or other figure of authority) to self-advocate, when they must explain their 

performance to a significant person and / or when they fail at a task they are trying for the 

first time. Evaluation, reframing, and formulation of self are lifelong processes for 

students with LD, as well as for their non-LD peers. 

However, students diagnosed with LD may be more mindful of their identity and 

identity management than are their peers whose identities are not culturally marked. 

People diagnosed with LD share this mindfulness with others whose identities are 

otherwise culturally marked, including women, people with ahemative gender identities, 

those of non-white social races, people whose families recently emigrated, and those who 

do not come from "middle class" (or "higher") socioeconomic backgroimds. As a result, 

their identity constructions have the potential to be richer than those of their peers. 

Indeed, in my experience, white, upper-middle and upper-class males (and whose 

identity is therefore socially unmarked) who do not belong to fraternities, sports teams, or 

other social organizations are most likely to have difficulty with identity management as 

compared to other students with LD. These males often do not have many alternative 
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models or social patterns through which to consider and formulate their identities. They 

have no affiliations and may not have skills or socially-valued activities in which they 

participate to use in constructing their identity. Their LD thus becomes more salient as an 

aspect of identity than is the case for people with a "racial," gender, or other sociocultural 

identity. In my experience, these males are more likely to be depressed and anxious 

concerning their success in school, the workplace, and life more generally. 

Males in fraternities may rely on test banks and girlfriends to relieve them of the 

burden of much of their schoolwork, but their affiliation with the fraternity provides them 

with a stable, publicly-advertisable aspect of identity. U.S. culture expects these boys and 

young men to be leaders, and to obtain successful jobs and higher education degrees 

(often in business, where math and writing skills are required). They are not supposed to 

be disabled. Upper-class white males who cannot perform in these ways because of the 

difficuhies associated with their diagnosed LD often have extreme difficulty coming to 

terms with their disability if they do not have other identity-building resources. Many 

undergo long-term therapy and take medications for this reactive form of depression. If 

they are also taking medication(s) for AD or other forms of LD, the medication regime 

that results can make them feel as though they cannot successfully perform (or function) 

in society and can make them become even more anxious and depressed. Of course, the 

same can happen with females, but females in the U.S. are more able to build their 

identity based on social connections as well as on expected roles because of gender-

differential socialization practices. 
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Overall self-esteem is reflected in how individuals answer the question, "Do you 

like yourself?" Students are likely to answer "yes" if they [I] are resilient risk-takers, [2] 

believe they are in control of most of their life circumstances, [3] have a strong support 

system and an understanding of their diagnosed LD that they can clearly articulate, [4] 

have had a series of success at tasks they value, who have a rich and well-developed 

sense of identity in which their diagnosed LD is only one of many aspects, and [5] have 

high self-efficacy. Students who have none of these characteristics are likely to say "no;" 

all others lie between these two polar groups in a complex system of self-evaluation and 

identity formulation. 

Personal Framings of One's Diagnosed f.D: Reflections of Overarching Cultural Models 

People actively use personal framings of their diagnosed disabilities to understand 

and engage in their worlds. Students diagnosed with LD use these understandings to 

develop overall coping strategies Framings are not static, and strategies derived from 

them are usually flexible. This is especially true for resilient students, who "pick and 

choose" framings, strategies, and tactics to fit their immediate situation more easily and 

quickly than their non-resilient peers with LD. 

Some students use multiple framings within relatively short periods of time and 

may not actually believe (or understand) them at the time they are being used. In such 

cases, people may simply unreflectively repeat what they recall being told, or they may 

present a relatively unclear account when asked to explain their disabilities. Which 

framing is presented or employed in particular circumstances depends on a variety of 
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factors, including a student's recent experiences in school or other settings, level of self-

efficacy, fatigue, emotional factors, and relationships with other individuals. 

The use of framings and their associated metaphors can also change with context; 

Students who frame their disability morally may try to present a medical model to 

professors if they believe this is what the professors want and / or expect to hear. 

Students who would typically use a medical model might invoke a sociogenic model to 

use in "self-talk" to bolster their self-confidence during especially difficult tasks. For 

students with LD, framings involving genetics or brain anatomy are common: 

And so then I had [an EEG and MRI] done on my brain and they found 
out that one of the quadrants of my brain was blocked, that I had had some 
kind of stroke or something when I was young. And my parents figured 
out that when I was little I ripped my mouth open, etc. and it caused a 
puncture in the top of my mouth, which caused some kind of a stroke in 
one of the quadrants of my brain....[S]ince one of the quadrants of my 
brain is blocked, it means that the opposite quadrant of that type of 
thinking is not usable. (Donna, UA) 

In this admittedly incorrect example, the mouth and brain are directly (or holistically) 

connected. Damage to the body causes damage to the brain and, hence, to the mind. This 

type of construction is not unique; as stated above, medical information presented 

through the mass media can be "garbled" in the process (Jacobson and Ziegler 1996: 

237). In other cases, interviewees sought biological origins for their difficulties, even if 

they doubted the explanation. 

I always have this theory because there was a while in elementary school 
where I think I was really mart and I was like a brainX or whatever and 
uh. I have this theory that I uh that I ate lead, that there was lead on our 
plates at home, and, um, and then I got dumber, somehow 'cause then I 
went to middle school, and. I just — I don't know I was really smart, like 
in fifth and sixth grade. Fourth, fifth, and sixth grade? And then things 
kind of evened out and I don't know. <Do you have any basis for it like 
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have you talked to your foIks?> For the lead>.. .No. It's always been kind 
of a joke but... I just saw this "Oprah" "There's lead on plates sometimes," 
and I was like "Oh, my gosh, [I] probably ate some lead and got stupid." 
or something like that, but I don't recall ever being, like, sick? Don't you 
get sick? (MG, Antioch) 

Sometimes the issue of medical cures was raised by interviewees: 

[My grandfather] just thinks that it's like, OK, go into the hospital, do a 
brain operation, and it'll all be OK. You know what I mean? I mean, if 
they could do, I'd do it. You know what I mean? I'd say, all right, just, 
you know, slice it open and fix it or take out whatever's broken and put 
something new in there. Just give me something,/b/^ and artificial, you 
know what I mean? <Why?> Why? So I wouldn't have to go through all 
of this stufl^ like, it wouldn't be so much of a struggle. (Trisha, UA) 

Students using medically-based fi-amings often see their LD as reflecting an 

irreparable loss or damage, or as a personal (but physiological) weakness, as will be 

further discussed below. In this model, accommodations are typically seen as corrective, 

almost as situational and behavioral prosthetics for the mind (a common parallel drawn is 

the use of eyeglasses); or as absolutely and unconditionally necessary for success (the 

most frequent comparison is the use of insulin in treating diabetes). The former view is 

more conducive to success. (16) Other interviewees used mechanistic framings; for 

example. 

Your brain is kind of like a car that, some parts of it work and some parts 
of it don't. And the parts in it —to an extent— that don't work, you just, 
like, get rid of them. You just don't use them and then you just, like, put 
the other parts into, like overdrive, and you just, like, use those to work 
more for what's not working. (Trisha, UA) 

Still others emphasized the moral nature of their LD. These students were more likely to 

use a sociogenic model, especially resilient students and those who held relatively 
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positive self-images. In the remainder of this chapter, I will review students' behavioral 

and cognitive coping strategies, and will link these to the framings students choose. 

Personal Framines of One's Diagnosed LD 

Borkan, Quirk, and Sullivan (1991) have found that the ways in which people 

frame their diagnosed disabilities differentially afifect their performance levels and the 

outcomes of clinical interventions. Because these framings provide a foundation for 

attitudes, beliefs, and emotions, they affect motivation and the outcome of rehabilitation. 

(17) People diagnosed as having a chronic disability (such as LD) interpret and elaborate 

on their diagnoses in ways that allow them to understand their disabilities on a personal 

level and to take actions they feel are appropriate when faced with tasks that are dif^icult 

or impossible for them to perform (Hunt, Jordan, & Irwin 1989). Students with LD act on 

personal understandings of their disabilities when seeking specialized educational 

accommodations and when formulating and implementing coping strategies and tactics. 

Individuals' framings of disability have both cognitive and behavioral dimensions 

(Lipowski 1970). Behavioral consequents of framings include the decision to tackle 

problems directly, capitulate in the face of difficulty, and actively avoid the problem 

(e.g., decide not to disclose one's "LD" status or seek help despite repeated failures). 

Most students who capitulate probably do not attend college, although some do, often 

because of familial pressures to "get a degree." Of the other two behavioral coping 

strategies, the tendency to tackle problems directly is considered to be more adaptive and 

more likely to lead to success (ReifF, et al., 1995; Vogel, et al., 1993). Many students, 

however, believe that avoiding disclosure until the professors have "gotten to know 
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them" is adaptive. They believe that professors are more likely to prejudge them 

negatively if they disclose early, and to make potentially inaccurate presumptions about 

the nature of their diagnosed LD. In this case, avoiding action is used to ensure that a 

later exercise of agency will be recognized as such and will be treated seriously by the 

professors. Each of the three behavioral strategies was used by at least one of the 

interviewed students. 

Lipowski (1970) describes six framings of disability that lead to the use of 

specific coping strategies; disability as personal weakness, as irreparable loss or damage, 

as a challenge to be overcome, as enemy, as relief, and as value. (18) All six of these 

basic framings emerged in the interviews, either alone or in constellations, as described 

below. In addition, four others emerged; disability as punishment, as external entity, as a 

controlling force or entity, and as created by the sociocultural matrix. Not all students 

saw damage and/or loss as irreparable, however, as will also be discussed below. These 

responses and response sets are differentially adaptive for the students using them. 

It is common for students to perceive their diagnoses as indicating a personal 

weakness, i.e., as a problem located primarily in themselves. This typically refleas an 

internalization of the medicalized nature of their diagnosed disability. This meaning of 

disability typically takes one of two forms; [a] as a shortcoming in only one or a limited 

number of areas, or [b] as a global inadequacy. The latter view is often expressed as a 

belief that one is less intelligent than one's school peers; 

My fnends are mostly very, very, very intelligent, all of them. They're 
just supersmart, like, I don't know, it's like I try to learn from people 
who are intelligent, 'cause I don't, I feel so inferior sometimes 
compared to them.... All of my friends just tend to be very, very 
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intelligent and they have their life in order and they do well in school. 
[My smartest fnend] thought that I was really brilliant, like he told me 
that once. He was like, "yeah." He was like, "You're smarter than I 
am." And I'm like, "No I'm nor." And he would talk to me about 
fractals and chaos and a this stuff and we'd talk for just hours and it 
was just very bizarre....Va&y were all like at the top of my school, like 
the brightest guys in my school, and I just hung around them. That's 
who I hung around with. <That's neat.> Yeah, I guess; it was kind of 
hard, though. It was /rare/because I felt that I wasn't adequate. (Katie, 
UA) 

One best friend was valedictorian in some neuroscience major at 
Brown and then the other one. coM/t/have been valedictorian. By then 
she just gave up on wanting to do it and, like, is like this super math 
science genius girl who goes to UVA who's in the engineering program 
at UVA which is like a big deal...I have a thing about comparing 
myself....! always just felt like I wasn't smart enough and I stumble, I 
don't remember things well. I'm kind of spacey and slow, like I think I 
process a little slowly and I didn't do as well on the tests and stuff as 
everybody else and....1 could never handle...as much work....1 
couldn't take like the same amount of AP [Advanced Placement] 
classes as like most of my friends did (MG, Antioch). 

Feelings of personal weakness may also be expressed as a fear that one might be unable 

to adequately perform other culturally-valued tasks because of the disability: 

Driving scares the hell out of me, I mean driving is like— It scares me. I'm 
just so scared I'd kill someone or something. I mean, I drove, you know, 
for two and a half years to and from school, you know. I hardly drove on 
the highway. I sometimes would, but it scared me and [so did] the power 
of driving. And first when I started driving, I was worried about my 
learning disabilities. I was worried that I wouldn't learn. 'Cause like 
things in my life, I skip over things, you know, just like details, like 
factual information, dates. I don't know them. And, like, driving — I made 
sure to pay extra special attention to that class, but I'm sure there were a 
few things I missed and it scared me. When I first started driving I was 
like, "Wait a minute. I do have learning disabilities." I was like, you know, 
"Is this going to be dangerous to people?" You know? I was just, "My 
God, I'm going to kill someone." But I did it, you know. But I still don't 
like it. It scares me. Just driving and having that power. Power really 
scares me, the power I have over my life, I mean, scares me so much. 
(Katie, UA) 
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One way that students perceive weakness is as an illegitimate excuse for not 

performing work to professors' expectations. This is much more often the case for 

students at Antioch than for those at UA. The combination of high resiliency, high 

perseverance, and a high desire to exercise agency and independence seen in Antioch 

students leads in most cases to their rejecting the framing "disability as weakness that 

provides excuse." This rejection often leads to their rejecting a need for accommodations 

and of any disability-related assistance. (19) This view is maladaptive in many situations; 

for example, some members of Antioch's Academic Progress Review Committee view 

the decision to not use medications and services as a student's failure to try rather than as 

an expression of agency or a reflection of socioeconomic valuations on "work." This 

view is not unconmion in other colleges. 

People may also view weakness as the experience of loss or damage. Damage 

may or may not be seen as repairable; loss is typically framed as permanent. Although 

subtly different in this way, both views locate the problem within the person; those who 

hold such a view tend to hold a mechanistic framing of their diagnosed LD. Resilient 

individuals who use such models tend to believe their disabilities can be "fixed" or 

compensated for. The example above, for example, connotes the concepts of 

"replacement parts" of and "jury-rigging" or "by-passing" a malfunctioning part in order 

to allow a "broken" machine to function. This filing can thus increase acceptance of 

accommodations, as well as of self-efficacy and resiliency, if the "broken part" is not 

seen as the essence of the student's identity. Resilient students who frame their diagnosed 

LD in this way, especially those with high self-efficacy, tend to tackle problems directly. 
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and often are able to realistically evaluate situations and decide on tactics for facing a 

particular problem. 

Conversely, some people may be unsure whether the presumed damage can be 

"fixed," or may believe it cannot be "fixed." This view of disability can lead to (and 

reinforce) low self-efficacy and a sense of helplessness (Shields, Green, Cooper, & 

Ditton, 199S), especially if the disability is seen as impacting a crucial or fundamental 

aspect of self. It is probable that many students who see their difficulties as impacting 

them in this way simply decide not to attempt postsecondary education. This is especially 

likely to be true in the case of students fi'om working or impoverished socioeconomic 

classes; in these families, a baccalaureate degree may not be seen as an important or 

realistic goal. However, students from upper socioeconomic classes, whose families 

typically expect them to obtain a baccalaureate, often do attend college, even when their 

perceptions of their diagnosed LD mitigate against success. Two interviewees, each 

diagnosed within three months of being interviewed, referred to themselves or parts of 

themselves as "broken." One was the person who presented the car metaphor, the other 

saw the damage as more frindamentally a damage to self; 

It's tough sometimes because there isn't— I don't know. Sometimes it 
really comes down to [the fact that] you're the only one who knows. You 
have to have faith. And then you get back up and then you have a day 
where it's— Everything's just broken and you spend it, like, putting 
yourself back together. (Steve, UA) 

This student left school after two years, having tried multiple support systems without 

achieving academic success, in large part because of he became too discouraged to 

complete assigned work after doing poorly on initial assignments. 
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Another way in which a diagnosed LD can be seen as a form of weakness is if the 

diagnosis is believed to indicate a personal, non-physical weakness located primarily in 

the self and in one's own morality. This belief usually reflects the belief that one is not 

adhering to cultural values, such as the values on "working hard" and "succeeding 

through individual effort." Students who employ such framings often present 

explanations for their difficulties that involve their moral worth or moral standing. Most 

commonly, these students ascribe their difficulties to "laziness," even when they have 

documented themselves as working considerably more than their peers. Individuals who 

"don't believe in LD" tend to employ a moral framing as well. This framing was not 

often utilized by interviewees, but those who held it tended to strongly adhere to it. 

This framing of LD as moral weakness often indicates the presence of other 

identity issues that must be dealt with before the student can best make use of 

accommodations. These most often include problems concerning self-efficacy, general 

self-esteem, and depression. Students who rely heavily on a moral framing and only 

rarely use others are most likely to reject accommodations, even when they admit 

accommodations would help them succeed. These students tend to have low resiliency 

and greater difficulty in self-advocating than their peers. Additionally, they are often poor 

at self-starting and have difficulty following through on tasks, especially tasks at which 

they have predictable difficulty. These students regularly question their own motivation; 

Pit's like, you know, there's still that thing in the back of your mind, 
"Well, is there something holding me back? Am I doing this?" You know, 
"Am I lazy? Do I just not care?" (Steve, UA, who never applied the labels 
"LD" or "ADD" to himself during his 6-hour interview, and only rarely in 
the year I knew him after his diagnosis) 
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I mean maybe I cm la2y I don't know, like maybe I'm being coddled or 
something (MG, Antioch). 

The cognitive responses described thus far are usually associated with behaviors 

of active avoidance and capitulation in the face of difficulty, although people who 

typically respond in these ways may occasionally tackle problems directly (especially if 

the task is familiar and "easy"). Other framings are more likely to lead to students' 

tackling problems directly. This strategy is more likely to lead to success in U.S. schools 

and to be respected by professors and other people. 

One meaning that those who use a mechanistic framing often attribute to their 

diagnosed LD is that of an obstacle to be overcome rather as a broken part of self. The 

usefulness of this framing (Lipowski 1970) is evident in cases wherein students are told 

they are not "smart enough" for college or for a particular major. For students who focus 

on this of their LD, failures and disparaging comments are more likely to be perceived as 

setbacks than as complete losses, heightening the student's resiliency in the face of 

difficulty. However, students who have often been told that they cannot succeed 

(especially by significant people) sometimes form expectations that lead them to "hear" 

criticism where none is intended. In these cases, conflict becomes more likely during 

student-teacher meetings and negotiations over accommodations. When co-conversants 

(e.g., teachers, parents, and friends) separate the person from the performance, these 

students are less likely to "hear" such criticism and are more able to accept help in 

tackling problems. 

Students who frame their diagnosed LD as a challenge to be overcome see their 

difficulties as lying in the external environment or in the interactions between 
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themselves, their abilities, and the environment. Those who hold this view and who 

succeed at tasks often have a high sense of self-efficacy. Both high self-efficacy and the 

view that the disability can be overcome are predictive of success (Vogel, et al ., 1993). 

One interviewee made the point in this way; 

I guess it kind of made me mad because my parents never expected a 
lot of me, because I wasn't always an average student. They knew I 
worked hard and I was glad that they didn't expect so much of me. But 
then when they found out I had a learning disability, it was like an 
excuse for it, you know? So then it was like, "OK, well, we don't 
expect you to do a lot. I mean, we don't expect you to get really high 
gradesr They'd say, "Yes, we expect you to work hard, but because 
we know you have a learning disability And to me that kind of put 
me down. It was kind of like, "Well, you know, you'll never be able to 
get A's anyway, so what's the point in expecting it?" So I got really 
flustered with that one semester, and I took all art classes and I found 
that I was very good at it, and I pulled off a 4.0 and proved to them that 
they were wrong....I think I've learned that if you let [your learning 
disability] get in your way, that's just going to let it. It doesn't help you 
any to let your learning disability discourage you from something. I 
mean, I've learned that. It used to discourage me....If you come from a 
fresh perspective, you'll say, "Well, what if you really ger this, and 
what if you really do overcome this? Wow. How much gratification 
you'll get when you get through it," you know? (Donna, UA) 

Many students have reported to me over the years that their high school guidance 

counselors told them they would never be able to "go to college." While this discourages 

some students, many (especially students with high resiliency and moderate-to-high self-

efficacy) become angry and more motivated to succeed in college, thereby showing the 

counselor that he or she was wrong. Upon successfully gaining a degree or good grades, 

or upon being diagnosed as having LD while in college, many feel a desire to return to 

their high school and express their feelings; 

My guidance counselor told me I should just stay home and go to 
conmiunity college or go to a beauty school. And I said, "No, I'm 
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going to college."..-My guidance counselor's so lucky that I'm not 
home right now, 'cause I'd wring his neck. (Trisha, UA) 

Some students with LD (including three interviewees) reported being told that they were 

not "smart enough" for a given major. In some cases, they rose to this specific challenge, 

and overcame it by putting forth an extraordinary amount of effort compared to what they 

had put forth in the past. Their action was fueled in large part by a desire to "show them" 

(i.e., being positively oppositional). These students are usually receptive to suggestions 

regarding accommodations, study skills, and other possibilities of services and skill 

attainment. In some cases, however, where the student believes especially strongly in 

individualized achievement, the student may refuse such help altogether. 

In my experience, when students fi^e theu^ diagnosed LD as an enemy, they 

often partially or completely avoid supplemental assistance. In the cases of students I 

have spoken with, the frame of disability as enemy seems to be a variation of the view of 

disability as challenge. Students who frame their diagnosed LD in this way also usually 

view their difficulties as primarily lying in the environment or in their interaction with it. 

They too often confront their problems directly, although some capitulate, especially 

when they are tired or discouraged. The primary difference between the "challenge" and 

"enemy" views is the choice of metaphor employed. Students who see their problems as a 

challenge frequently use metaphors related to sports and goals, while those who see their 

disability as enemy employ metaphors of struggle, fight and war. Students in this latter 

group expresses feeling anger and tension more often than the former group. 

Framing disability as challenge often provides students with more resiliency than 

does a framing of disability as enemy, in that the concept of "failure" is less complete: 
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For those holding the former view, "failures" are more likely to be perceived as setbacks 

rather than as complete losses or personal defeats. Students who consider their problems 

to be a challenge are typically able to recover from setbacks more quickly and easily than 

those who define it as an enemy. 

Relief as a fiume for disability is especially clear in cases where the student is not 

diagnosed until high school or college. In many such cases, the student redefines the 

problem from being a personal, moral failure to being a more mechanical, amoral 

difficulty. Students who have not been diagnosed until attending college have typically 

experienced a series of unexplained failures in their attempts to meet school performance 

standards (as measured by grades), despite their putting forth efforts that they regard as 

Herculean. They are likely to have blamed themselves for their difficulties or to have 

labeled themselves "stupid" and potentially unsuccessful (Kelly & Ramundo 1993); their 

self-efficacy and self-esteem are frequently low. 

I really don't like labs. They're hard for me, like hydrology labs....I 
went to lab and I was actually crying after lab. I was like, I feel so 
dumb," because they were, like, they were doing all this math. I was 
like, "I don't understand^ And it was just horrible, so horrible....! think 
I have dyslexia, that's all I know. And I read some of that learning 
disability diagnosis, and I've cried, like, over every part, like, "Oh, I 
feel so stupid and all of this." (Katie, UA) 

Disability framed as value is most clearly seen in attempts by service providers 

and self-help groups to change connotations associated with LD from negative to positive 

by emphasizing students' perseverance or resiliency, or by indicating that students might 

have concomitant gifts, such as creativity, that "make up for" the disability or put the 
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student ahead of his or her peers in some way (DuCharme 1995, Foster 1995, Kelly & 

Ramundo 1993). (20) 

Service providers are not always realistic or helpful in their efiforts to locate 

"gifts" or "strengths" in their clients, especially those who follow "formulas" (e.g., look 

at academics, then hobbies, then in the purely social arenas). In some cases, the proffered 

"strengths" are seen by students as trivial or irrelevant to their problems (e.g., when 

statements such as, "You're really good at keeping your promises" or "You're really 

good at skateboarding" are offered when the student is feeling depressed about failing a 

class). In some cases, the process of seeking such strengths by looking at hobbies and 

relations with peers is itself discouraging, as it tacitly indexes the student's weaknesses in 

academics, which is the very reason for the student's presence in school. 

Students with LD typically find it to be much easier to describe what they cannot 

do than what they can do. Students can become highly discouraged if they spend a great 

deal of time discussing what they cannot do while "looking for" what they can do. If the 

student sees the process of identifying personal strengths as "taking too long," the process 

itself can lower self-efficacy and increase depression. 

In some cases, service providers offer suggestions of "strengths" before they 

know a student well; such attempts can be seen as "fake" and make the service provider 

seem untrustworthy. Many students will challenge the person in such cases, asking them 

to provide evidence for their claims. In still other cases, the service provider cannot find 

an absolute strength and so "defaults" to suggesting that the student has "strong social 

skills." While this is true in many cases, it is not always a successful tactic. I have known 
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several students who were puzzled by such claims, as they knew they had poor social 

skills. In these cases, the students interpreted the service provider's statement to mean 

that they actually had no skills, since that was "the best [she] could come up with." In 

other cases, students who were told they had "strong social skills" when in fact they had 

great difficulty in social situations actively avoided facing these difficulties or trying to 

improve their social skills; the service providers' comments were interpreted as justifying 

such avoidance. 

Some interviewees indicated a framing of LD as a form of value by pointing out 

that their diagnosed disability had helped them in some way. 

I think I'm strong 'cause I had to do all this stuff. Extra stuff, like, you 
know, to take care of [myself], to make sure. Yeah, definitely, 
definitely. It really has made me stronger to have to deal with all 
this....It's hard for me to learn in general and I'm in a college 
environment, but, you, know, all the extra [work] hours I put in in high 
school, you know, trying to learn things, you know, trying to learn 
things, you know, they made me understand that I can do it; it just 
takes me longer. Make any sense? Did that? [It] takes me longer, but I 
can do it. My mom always said I ca do whatever I want. She always 
told me that. It's been true\ it really has. (Katie, UA) 

Many interviewees indicated their belief that their diagnosed LD made them a 

more creative person and a better problem solver. At times, this was expressed 

as being a concomitant gift. At other times, students expressed their belief that 

they had personally developed these strengths in response to the problems they 

faced because of their LD. In fact, two interviewees expressed the belief that 

LD serve an adaptive function by forcing people to consistently and intensively 

practice alternative methods of solving problems. 
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My data indicate that disability can also be framed as a punishment. 

(21) This framing is a variation on the framing of disability as moral weakness 

that I described above, but differs from it in that social others are seen as 

directly applying sanctions against the student. One student (not an 

interviewee) telephoned me from over 500 miles away to ask me whether I 

thought that his disability was a "punishment from God;" he also expressed a 

fear of eternal damnation as part of this retribution. (22) 

Another framing of LD that emerged from the data is that of LD as 

external entity, either vaguely located as an "it" rather than a part of the self (i.e., 

simply externalized; Cassell 1976). Perceptions of the LD as an enemy or 

externalized challenger to the self or cohesion of self sometimes exist 

concomitantly with this view, although this link is far from universal. 

Most of the time when we talk of disease... we inadvertently slip into 
talking about "it" as though disease were some pernicious, encapsulated 
entity wholly distinct from ourselves... .Diagnosis of all types is heir to 
splitting of bad-thing from good-self...One extrojects his own badness and 
locates it in some vile thing or person or class of persons. Not alone in 
social diagnosis and treatment, but in avowedly antiseptic medical labeling 
and practice, tacit demonology is more rule than exception....Through 
regression, even scientific medicine can be used as the thought content of 
magical thinking. That is to say: what is wrong with me is the result of 
invasion by some poisonous force or substance; consequently, the 
appropriate treatment, rationalized in terms of scientific medical 
nomenclature and procedure, is some form of exorcism'." (Stein 
1988:166). 

Individuals may also frame themselves as being controlled by their LD; in this 

conceptualization, the LD exists within the individual, but is not seen as a part of 

the self (Kelly & Ramundo 1993). This framing of the diagnosed LD often is 
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associated with active avoidance and consistently unrealistic appraisals of task 

difficulty and self-efficacy; it reflects an alienation of a portion of a fragmented 

identity (Nader 1996, Martin 1992). In extreme cases, it may index the presence 

of severe psychological difficulties, including severe depression and anxiety. 

Lastly, students may frame their diagnosed LD as existing in the 

sociocultural matrix rather than in themselves (i.e., they use a sociogenic framing, 

as described in Chapter 5). Students who most commonly emphasize this model 

see their problems as highly contextualized and predominantly based in 

environmental demands. These students most often located their diagnosed LD in 

the academic environment, other people's perceptions, or specific tasks. The most 

common version emphasizes the cultiirally-constructed nature of LD, and 

problems with the pedagogy and structure of the US education system: 

To me, a learning disability is school; it's the professors [who are] to 
blame, the way they teach....! really don't have a learning disability; the 
system makes me have a learning disability, 'cause I'm not dumb....A 
learning disability is being thrown something, having to learn something 
completely on your own, and not knowing where to begin because you 
have no background. (Susan, UA) 

I do have problems... learning certain ways. So does everyone. If the kids 
who succeed in high school were thrown into my life, they wouldn't 
know what to do. If we functioned in the terms of my brain, I would be so 
great, but we don't. We function in terms of linear thinking and I don't 
think linearly. I think in circles...so that's a disability in this context, but, 
you know, nothing has meaning without context. (KC, Antioch) 

Another, less common framing locates the problems in the larger culture: 

I've been thinking more about this stuff, and it's not even a disorder,...it's 
just something that's been bred into our society....[Tjt's not really a mental 
state, or a disease, it's just conditioning. Like,... movies are 2hrs and 20 
minutes long... and you're supposed to get the idea of a product in like 30 
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seconds....[T]hey've made Attention Deficit Disorder, to a certain extent. 
(AN, Antioch) 

Some students who frame their diagnosed LD in these ways believe they are 

generally capable individuals who simply have more trouble in school than others, 

but who have been placed in a special category because they are "not normal." 

This is especially true of students who mindfully construct their identities in 

opposition to the roles they are expected to fulfill, who have identities that are 

socially marked in other ways, who are socially withdrawn, or who have 

constructed personal identities that they define as "alternative" to predominant 

sociocultural mores. Since the areas in which they experience difficulties are not 

continuously encountered, these students only appear to have impairments when 

certain tasks are required; at other times they can try to "pass" as non-disabled if 

they so choose (Goffinan 1963, Garfinkel 1967). The relative success or failure of 

such attempts relies on factors such as the student's level of self-efficacy 

(inasmuch as it affects confidence and thus allows the student to project more 

certainty), audience factors, the specific nature of the student's LD, and the 

specific situation. 

In summary, people diagnosed with one or more of the various kinds of LD have 

a different perspective on themselves and their worlds than their non-disabled and non

diagnosed peers. They do not simply take on the label(s) given to them by society 

through the medicalized diagnostic procedure; rather they frame their difficulties and 

diagnosis in multiple, coexisting ways. They manipulate their understandings of medical 

and sociogenic framings transmitted through representations in popular culture and from 
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other people in an attempt to understand the origin of their difficukies. They revisit and 

revise their understandings of their disabilities, especially if they are diagnosed later in 

life. Most of them have difficulty in articulating what their difficulties and diagnosis 

mean. However, they do form working understandings that help them decide whether or 

not to disclose or perform their disabilities in situations wherein such a decision is 

possible (and, if so, how). In the next chapter, I address communications between 

students and professors that involve disclosure of "LD" status, along with other important 

aspects of student-professor relationships. I open the chapter by describing characteristics 

of professors' positions, roles, and that have a bearing on these relationships. 
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Endnotes to Chapter 7 

(1) It is beyond the scope of this dissertation to evaluate the strength of these postulated 
correlations. My research indicates that the correlation of self-efiRcacy with success and 
resiliency is likely to be highly positive and is worthy of future study. Results of such 
research would have many practical applications for service provision and "therapeutic" 
interventions. 

(2) It is beyond the scope of this dissertation to engage in the debate regarding specific 
vs. general self-efficacy; this may, however, be a fhiitful line of research in disability 
studies and other fields. 

(3) This term, itself a diagnostic label, is used colloquially to index a person's 
participating in the activity to such an extent that they disengage from other activities that 
are considered socially important. (In the case of people diagnosed with LD, these are 
often activities they do not experience success in). 

(4) This was true for both resilient and non-resilient students who held realistic views, 
although students with low resiliency expressed more anxiety about their decisions. 

(5) All interviewees presumed that genetic inheritance would universally occur, none 
specifically expressed a belief that one or more of their children would not have LD. (See 
Appendix E for framings of the origin of LD.) 

(6) In both cases, students are schooled under parental rather than state supervision. 
"Homeschooling" refers to a broad range of practices, which may include schooling at 
home by the parent, attendance at a parent-run informal school, or schooling through 
formal institutions (such as community colleges) that are not under the school district's 
direct control. "Unschooling" is a philosophy of schooling in which the student has direct 
control over his or her own education and follows his or her lines of interest rather than a 
curriculum (Griffith 1998). 

(7) Gender stereotyping was highlighted by a transgendered interviewee. He stated that 
his inability to perform math problems was not noted until he began to be identified as a 
"boy" by others. At this time, people began expecting him to be able to solve math 
problems with ease. Another transgendered person claimed that his ability to perform 
math improved when he began taking supplemental male hormones. 

(8) Interviewees reported that students were less likely to be negatively stigmatized for 
LD specifically when they were also taken out of the class to participate in classes and/or 
activities designed for "gifted" students, and when most students frequently moved in and 
out of the classroom to participate in a wide variety of activities or for other reasons 
related to institutional structures and schedules. 
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(9) "Remediation" takes place in math as well; the term refers to the teaching of skills 
that are considered to be basic and below age-appropriate and grade-appropriate levels. 
(For example, a fifth-grade student may work on alphabetizing.) The word "remedial" 
carries a negative stigma in U.S. culture because it refers to tasks that the student "should 
already" have learned. The most fi'equently-recalled example of drill-instruction was the 
multiplication table, for which a calculator is used by many adults in the U.S., including 
those who learned the multiplication table easily as children. Interviewees often reported 
not knowing what the word "remedial" means; some defined it as the teaching of tasks 
one should already have mastered. 

(10) "Drill" is a term used in military training camps as well as in schools to indicate 
learning through repetition. It reflects the army / military framing of schools. (See 
Appendix A.) 

(11) Many students with LD aspire to be special education instructors, especially female 
students at UA. Some want to be a "special person" for children with LD, citing 
individuals who were key to their own learning. Others want to help students generally 
because of their own difficulties, or to help "children with LD" specifically. (Many have 
not considered the possibility that they might be required to teach students with other 
forms of disability.) They often cite their own special insight, acquired as students 
diagnosed with LD who attended special education classes, to validate their capacity and 
suitability for the profession. A few have told me that they became interested in this 
career path because they thought their own time in special education was harmful to 
them, and they wanted to make sure no one else would have the same educational 
experience as a child. 

(12) Parental protectiveness is especially high in cases where parents feel "genetic guilt" 
or have few resources to help them leam how to work with their children more 
constructively. 

(13) I have, however, seen parents fax papers and even art projects to their children in 
college. 

(14) The diagnostic encounter can also serve as a time when the label being applied is 
itself re-evaluated and given new meaning; 

Well, before I used to think it was just people who were plain-out stupid. 
But, like, now, a learning disability means that there are certain things that 
take a long time for certain people to grasp or that they might not be able 
to grasp at all and that it [i.e., learning] needs to be reinforced over and 
over again. (Trisha, UA) 

(15) Two interviewees did not report having had a transformative experience. One had 
lived most of her life outside the U.S. and the other was an older student who had long 
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believed she had an LD and had operated within college as if this was confirmed, but 
who was unable to afford diagnosis. An interesting area for future research would be to 
interview students who were mostly socialized outside the U.S. to examine whether or 
not this reframing of identity based on application of a new social label is primarily a 
U.S. phenomenon. 

(16) Metaphors are often used to make hidden disabilities more understandable and 
"visible," and to underscore them as being truly disabling. This is especially true of 
hidden disabilities that are viewed with skepticism or that are seen as controllable by the 
larger society. 

(17) In the case of LD, rehabilitative measures usually include the use of institutional 
accommodations and of supplemental services (such as private tutoring) or products 
(such as spellcheckers). 

(18) Lipowski (1970) uses the term "cognitive responses" in referencing such framings. 

(19) If disability-related services were not combined with other services within the 
Academic Support Center, I suspect the disability services office would carry a high 
negative stigma and would be greatly underutilized. 

(20) This framing is often indirectly referenced in media representations of persons with 
disabilities as a "concomitant gift" that comes along with the disability, almost a cosmic 
compensation for the disability. 

(21) Lipowski (1970) did not find this or my subsequent framings in his research. 

(22) This is the only time I have ever been directly asked a question like this, although 
some students (not interviewees) have expressed their opinion that their disability might 
have been caused by negative karma accumulated in a previous life. Connections 
between religious beliefs and beliefs about one's diagnosed LD are worthy of further 
study. 
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Chapter 8 
Enter the Professor, Stage Right: 

Professors and Students in Interaction 

People in this world look at things mistakenly, and think that what they do not understand 
must be the void This is not the true void It is bewilderment. 

— Miyamoto Musashi 

It '5 always good business to know about new customers before they walk in your door. 
- Ferengi Rule of Acquisition U194 

Thus far, I have looked at LD within the framework of historical views about 

disability. I have focused on ways in which fundamental values and forces at work in the 

U.S. have helped shape overall perceptions of disability. These have included 

perspectives arising from militarization, normalization, and industrialization, as well as 

from the political economy of the U.S. Each helped shape overall perceptions of 

disability. I then located LD within its own specific historical situation, including the 

history of personal and collective agencies designed to help parents and others express 

advocacy on behalf of children and adults with LD. After describing the research 

methods and sites themselves, I discussed and evaluated medical framings of LD, 

completing the discussion of cultural framings begun in Chapters 2 and 3. Finally, I 

described the medical diagnostic procedure by which the social label "LD" is applied to 

individuals, as well as how these labeled individuals interpret, apply, and resist the label. 

I now turn to the academic arena itself In this chapter, I present information on 

how LD are perceived and negotiated, and on how LD students cope in college and 

university settings. I begin by introducing a key group of people with whom students 

must regularly interact; professors. I describe overarching characteristics of professorial 

roles, and distinguish the characteristics and roles of professors at UA and at Antioch. I 
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follow this by describing how professors view and negotiate LD, and from what sources 

they gather their information. I then discuss verbal interactions between professors and 

students, focusing on communications concerning students' disclosure of their LD status 

and negotiations for accommodations and class-related task adjustments. 

Professors and students have different positions in college and university culture. 

A considerable power differential exists between them; they speak in different registers 

and with different slang; they have different agendas; and they are socialized differently. 

They typically have little understanding of each other's culture, which creates difficulties 

in conmiunication because the professor and student involved in conversation have 

different cultural metaphors and referents. The two parties usually do not have an 

appreciation of how the other perceives pressures of time, social pressures the other 

faces, nor the expectations of the other's peers. 

Or^cmizational Structures and Professor Roles 

Professors at both schools are responsible for teaching classes, holding office 

hours in which to meet with individual students, committee and faculty meetings, and 

enhancing their own professional development. UA professors are expected to supervise 

graduate students as employees and as students in Master's and Ph.D. programs. A 

"publish or perish" model of professional development exists at UA, in keeping with its 

status as a Research 1 University; Professors must publish academic papers and books 

that reflect their own original research. Undergraduates are regularly recruited as research 

subjects. Professors are expected to attend and present at professional conferences and 

workshops, and to interaa with colleagues on a regular, professional basis. The level of 
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coUegiality varies between departments. Workshops and professional development 

activities are offered through the University, Colleges, and most departments. Some 

professors present their research in on-campus forums, primarily through public lectures. 

Antioch emphasizes teaching over research, although professors are formally 

encouraged to pursue their research interests. There is an annual Faculty Lecture in which 

a selected member of the Faculty presents her / his recent research. Undergraduates are 

not often specifically recruited as research subjects; however, some researchers recruit 

members of the community at large as subjects. Because of the emphasis on teaching, 

there is no "publish or perish" ethic. Publication does impact considerations of tenure, but 

there is a general sentiment that student evaluations matter more. 

Anioch professors often express the sentiment that students "have more power 

than faculty," in part because of student participation and the powerfol voice accorded 

students in tenure evaluations. Some professors also express concern that the emphasis on 

teaching lowers their credibility as professional academics; many say that professors at 

Antioch tend to be less secure about their professional credentials than their peers at other 

institutions. Professors at Antioch have more structured requirements than their 

colleagues at UA. For example, professors at UA are allowed to more flexibly schedule 

their time, although many feel they must be on campus every day to get their work done. 

Professors in both schools feel they do not have enough time. The pull of their 

multiple roles within the College and University, their roles as friends and family 

members, and their need for personal space and time typically leaves them feeling as 

though they must "give something up" because of time constraints. Professors, especially 



337 

at Antioch, often complain that they have too little time to spend with their families; 

professors at both schools express concern at having too little time for fnends, hobbies, 

personal interests, and relaxation. 

Although professors are overworked, they also have to prove themselves 

professionally, both within their home institution and within their larger profession. ( I )  

This means that professors have little time to learn about LD and stay current with 

pedagogical theory and practice. It also means that they may accord less value (and time) 

to teaching than to their other job responsibilities, especially at a Research I institution 

such as UA. Indeed, some UA professors resent having to teach in order to earn a 

paycheck. They have told me that they would rather be doing research, but prefer a 

college or university setting to a research facility setting. (I have also been told that some 

are unable to obtain a position in a purely research envirotmient). Students know who 

these professors are; those with LD typically try to avoid these professors, taking classes 

with them only when they feel they have no choice, that they can successfully hide the 

extent of their difficulties, or the professor's subject area is not impacted by the student's 

diagnosed LD. 

The traditional role of professors in colleges and universities is that of an 

authority. This authority is based in professors' expertise in a given subject area, but is 

expected to extend into classroom management and class design. Schools are typically 

hesitant to impose rules and formats on professors. Professors are (and historically have 

been) assumed to be able to teach by dint of their expertise in their specialty areas. 

Although some professional development is offered to help professors improve their class 
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planning, advising, and pedagogy, these are typically presented in workshop format 

rather than as classes or in other long-term formats. There is typically little to no peer 

review of instructional practices and actual classroom performances. Students' 

complaints about a professor's ability to teach effectively may not be taken seriously 

unless a systematic pattern of complaint emerges from a large number of students. 

Because of these characteristics of the context, many professors expect to be treated with 

respect and courtesy and to be able to perform without being challenged by students in 

unexpected or inopportune ways. Students are, therefore, expected to behave in specific 

ways in classroom and office environments. 

Professors' Generalized Views of Students 

Professors judge student performances against both local and more generalized 

sociocultural expectations and norms. Students who adhere to or surpass these 

expectations and norms are usually considered to be "good students" by educators. Rule-

breakers who intentionally break rules in defiance of authority or challenge the professor 

in some way are considered to be "troublemakers." (2) Those whose behaviors are 

interpreted as attempts to manipulate professors may be labeled "scam artists," 

"scammers," or "con artists." Students who do not follow most of the rules but pose no 

threat to professorial authority are considered "poor" or "bad" students. These informal 

labels are not usually applied in face-to-face interactions between professors and 

students. Usually they are silently applied or are used as terms in conversations between 

professors or between students. Students may be told directly that they are "good" 

students, however, and some interviewees reported being told they were "troublemakers." 
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Students sometimes define these terms differently than professors. For example, 

many students with LD define being a "good student" as "trying hard and learning 

something." Students who try "too hard" to be "good students" are negatively evaluated 

as "sucking up to" or "brown-nosing" the professor. (3) Peer evaluations of such behavior 

are typically stricter than those of professors; a behavior that a professor evaluates as 

appropriate is more likely to be seen as excessively "goody-goody" by peers than vice-

versa. Some students with LD, notably at UA, respond to such criticism by peers by 

explaining that they are doing it "for the grade" and publicly claim that they might not 

graduate otherwise. These students tend to believe that professors are naive and easily 

fooled by their behaviors. They often do not believe that professors converse regularly on 

an informal basis. At Antioch, this is often true; it is less true at UA. 

Professors who expect students to adhere to the traditional ("good") student role 

expect them to attend class, show up on time, read their assignments, complete all 

homework without illegitimate assistance, and pass their tests (again, without illegitimate 

assistance). In many cases, these professors also expect students to meet with them 

during office hours and to give advance notice if they must miss class for some reason. 

Students are expected to sit quietly unless they have questions (in which case they are 

expected to raise their hands and be called on). They are to pay attention to the professor 

or other speakers, to take written notes, and to take responsibility for their work. They are 

expected not to read, draw, move about the classroom, leave and return repeatedly, or 

pointedly stare out the window. Experienced professors who teach large lecture classes 

do not necessarily expect these behaviors fi'om all students, but hope for them. 
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nonetheless, and encourage them in the students with whom they have more personal 

contact. In smaller classes, attendance may be taken. Some professors take notes on 

whether students come in late and/or participate in class discussions, but most monitoring 

is informal and relies on professorial memory. 

At UA, students who do not take written notes (e.g., those diagnosed with 

dyslexia, dysgraphia, or AD) are seen as anomalous. Often, professors interpret this 

inaction to mean that the student is not paying attention, which is interpreted as a form of 

rudeness. Students who cannot take notes (e.g., due to problems with writing code, fine 

motor coordination, or attention divergence) are expected to find an alternative. 

Professors and service providers often suggest that students request permission to use a 

tape recorder. Many students, however, do not like to use such devices: The use of a tape 

recorder requires that the student either take reliable notes on where topics are located on 

the tape, or listen to entire tapes again. It also can become quite expensive. Students who 

have problems processing auditory information and/or maintaining auditory attention 

typically become highly ftustrated by trying to listen to taped lectures, since they must 

listen to passages repeatedly in order to understand them. Many students, instead, train 

their auditory memory or rely on the notes of other students, either fiiends or people 

recruited by professors for the SALT and CeDRR programs. (At UA, notetaking is a 

commonly used accommodation; it is rarely used or requested as an accommodation at 

Antioch, even by students who know they are eligible to make such requests. This is 

mostly because notetaking is a less-expected behavior.) 
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Professors at UA are asked to make an in-class announcement that someone in the 

class "needs a notetaker," and to try to recruit a student to take notes; this student is 

typically paid. Some professors index students as having been diagnosed with LD by 

labeling the student as a "SALT student," whether or not the student actually is enrolled 

in the program. The casual use of this term sometimes violates student confidentiality, for 

example, when students are identified as being a "SALT student" in listserv threads, as 

well as in casual discussions at the school itself At Antioch, students most often ask 

classmates for copies of their notes; at times, they engage in social exchanges in which 

they provide the notetaker with an alternative service (e.g., providing transportation). 

Overall, behaviors that are considered to reflect rudeness, monopolizing the 

verbal arena, or showing indifference to the class and classroom environment are viewed 

negatively. These behaviors are considered evidence that the student is not learning (or is 

actively resisting learning) and is not respectful of professors and peers. Students who 

show a pattern of such behaviors are also negatively judged. Their disability (often 

labeled AD) is not seen as justifying their actions, even when service providers consider 

them so and tell students that their behaviors are caused by the diagnosed LD. This is a 

more common evaluation at Antioch than at UA, in part because LD are more integrated 

into professorial discourse and localized worldview at UA than at Antioch, where the 

concept is relatively new, undeveloped, and as a consequence, little understood. 

Professors who evaluate students in this way typically have three reasons for 

doing so: [1] They believe the student is disrupting their management of the classroom; 

[2] They believe the student is questioning their status as an expert; or [3] They interpret 
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the behavior as personally insulting or as a waste of their time (a precious commodity). 

These evaluations of students might not directly affect the student's grade or class 

crediting (though they sometimes do). However, they do affect student-professor 

communications, sometimes powerfully enough that the professor refuses to negotiate for 

classroom task adjustments, or the student simply stops attending the class (and thus fails 

it, or decides that the situation justifies cheating (i.e.. The student rationalizes this 

behavior on the grounds that the professor is being unfair and is "not even trying" to 

understand his / her problems, and "any means necessary" to pass the class are justified). 

Speaking without first raising one's hand is seen as being disruptive at UA; at 

Antioch, repeatedly interrupting others can be similarly perceived. Although this 

behavior is considered by service providers and testers to reflect the hallmark symptom 

of impulsivity for AD, professors and peers often do not think of this as a reason for or a 

justification of the behavior. Students who monopolize conversations, interrupt with "too 

many questions," or "try to act smart" are also negatively judged, both by professors and 

peers. (4) Those who take "too long" to respond to a question (often because of "slow 

processing speed" or auditory processing difficulties) are also considered problematic in 

classrooms. These students are often treated as irritants and may eventually be 

overlooked in classroom discussions. Some students enact such behavior mindfully so the 

professor will stop expecting them to perform. In such cases, students are likely to be 

considered "not smart enough" rather than being considered a "bad student" or a 

troublemaker." "Not smart enough" is an ascription that is likely to have serious 

repercussions for the identity formulation of students who believe their LD indicates 
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irreparable weakness or damage. Students whose comments are interpreted as being 

"tangents," "random comments," or "ofF-topic" are also judged to be problems, and 

professors may act in ways that preclude the participation of these students, especially at 

UA, where it is easier to overlook a "problem" student in a large class. (5) 

Two behaviors that are considered to be especially rude and problematic are 

tardiness and missing class or appointments. For most students who regularly exhibit this 

behavior to professors, the problems are closely linked. Perceptions of the flow of time 

and of the relative importance of "being on time" vary between subcultures and 

geographical regions in the U.S. However, the worid of work for which students are 

being prepared places great emphasis on punctuality and attending all appointments, and 

the academic world reflects this emphasis. Students are expected to arrive on time to 

classes and stay until the class is formally ended. Those who make appointments with 

their professor (e.g., to discuss their LD or problems they are having in the class) are 

expected to arrive on time, be prepared to speak, and leave in a timely manner when the 

business is finished. 

The grades a student earns also affect professors' perceptions of students; students 

who receive higher grades are often presumed to be "smarter" or "better" students. 

However, a consistent pattern of "good" behaviors is sometimes considered more 

indicative of hard work than are grades. For example, if a student regularly comes to 

class and to professors' office hours, asks professors to read early drafts of papers, and 

hands in work by the deadline (or negotiated deadline), professors will typically believe 

the student is "hard-working" even if the student's grades are not high. In the absence of 
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such behaviors, professors make evaluations based on grades that the students achieve, 

which often do not reflect the amount of time that students put into their studies 

(especially in comparison to their social-group peers). (6) Professors often do not 

understand how much more time and effort it takes students diagnosed with LD (or non

diagnosed students with the same difficulties) to complete tasks and do well on tests. One 

interviewee told me that "Life is hard, but school's harder," referring to the extra work 

needed to stay organized, the number of obligations, the types of tasks imposed, and the 

number of times students' performances are evaluated. The interviewee pointed out that 

no grades are given for managing life tasks outside of school; rather, students are 

evaluated on the "harder^' tasks of school. She saw this as inherently unfair. 

Sometimes students diagnosed with LD (and those with similar difficulties) 

achieve high grades because they deprive themselves of sleep and / or social contact with 

peers in order to perform high-quality (or simply adequate) work. Students diagnosed 

with LD may need up to four times as long as their non-LD peers to complete out-of-

class tasks, although their testing accommodations may give them only twice as long as 

their peers for test-taking. Professors see no direct evidence of the extent of this extra 

work (i.e., the work is "hidden"). As a result, many do not realize it is being performed, 

even those who routinely recognize that students with LD are generally "hard-working." 

Professor'! ' Viffws nf T.D 

Professors bring information from lay and professional arenas to their discussions 

with students and often have pre-formed models of LD. Most professors do not spend a 

great deal of personal time interacting with popular culture; thus their models may not 
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reflect the public media representations described in Chapters 2 and 3. Students rarely 

know how little professors know about U.S. popular culture; they assume professors are 

at least familiar with the most culturally popular and well-known television shows and 

movies. As a result, they sometimes assume that professors hold the same (or similar) 

cultural models, beliefs, and stereotypes as students, even when this is not the case. 

Students also often expect professor; to have thought more deeply and critically about 

cultural ideations of LD than is typically true. 

The information that professors receive on LD from popular culture are most 

likely to be through print media produced for more educated audiences (i.e., audiences 

who are presumed to have postsecondary degrees), such as Newsweek, Time, and similar 

news magazines. Many of these articles discuss and / or reflect public skepticism of LD 

(again, with the frequent exception of dyslexia; e.g., Wingert & Kantrowitz 1997). As 

many professors have been socialized through their own education and professional 

development to read information skeptically (to look for logical flaws, areas where 

further research is needed, etc.), such information is highlighted and may be more 

mindfully considered than other information in such articles. 

Students also expect professors to have received information about LD as part of 

their training to be teachers. Most students I have spoken with are shocked when they 

first learn how little preparation professors actually receive for their teaching role. In fact, 

many students arrive at college expecting that their professors have had multiple formal 

classes in education theory and practice. Other than professors whose formal degrees are 
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in education, this is rarely the case. This frustrates students when they try to explain their 

disability and negotiate ways for professors to help them learn. 

I don't think a lot of the teachers really understand what the testing is. So 
I just go up to them and say like, to my sociology teacher like I did, I said, 
'Uh, look, I was tested for a learning disability.' And I said, 'Um, there are 
some things that are sometimes difficult for me, especially, I think, in this 
class.' Um, I said, 'Because I usually need to see something, a name or 
something written on the boar—on the blackboard or an overhead rather 
than just hearing it verbally, because sometimes I misspell a word if I hear 
it. Sometimes I need to see it.' And...oh, auditory processing problem 
and, um, some other -1 guess—I don't even know what other stuff" was 
wrong with me, but you can't, like say that 'cause I don't think a lot of 
them really know... what the details of the test are, [and] what that really 
means, how does that really play with the classroom. You know, I don't 
think they understand that. I don't think they realize that it's like an 
integral part of the learning process and that part of it's broken down. And 
that this person needs to rely on other ways, you know? (Trisha, UA) 

On occasion, students become so frustrated with one or more professors that they decide 

not to discuss their diagnosed LD with professors at all. 

Students also often believe that professors work closely with service providers in 

arranging accommodations and setting up the equivalent of the Individualized Education 

Programs described in Chapter 3. There is no true equivalent of the lEP in postsecondary 

education; as mentioned in Chapter 3, this could legally be seen as a breach of 

confidentiality. Further, professors and services providers do not have enough time to 

provide such a program for all enrolled diagnosed students, with the exception of a few 

specialized programs. (7) In most cases, service providers and professors have little 

contact unless a student needs advocacy or a professor has specific questions. This is less 

true at Antioch, where there is less bureaucracy. 
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Service providers and professors most commonly communicate through email or 

by phone rather than face-to-face at UA; at Antioch, the use of all three modes of 

conununication is more evenly balanced. These interactions affea professorial models of 

LD to some extent, especially in cases where both parties have time to fully discuss the 

student's specific pattern of difficulties and performances on tasks. However, because of 

the nature of the technologies used, these conversations are often short and are designed 

to be directly informative or are goal-directed. Some of the conununications between 

service providers and professors increase skepticism of LD, especially at UA, where 

these particular types of communications are more likely to be presented to professors. 

Service Provider-Professor Communications 

Many advocacy situations require an interpretation of legalities regarding 

accommodations; this is true at both schools. However, in some schools (including UA 

according to several professors) service providers' emphasis on accommodations as 

legally required overshadows other potential fi-amings. When such communications 

comprise a professor's only contact with service providers, the emphasis on legality can 

be carried into professor-student communications and set an adversarial tone to the 

encounter. This is especially common if the professor regards accommodations as 

threatening his/her authority in the class. 

Other ways that service providers fi'ame LD are differently interpreted by students 

and professors, in part, because of generalized and judgmental phrasing used in many of 

these communications. For example, professors and students are often told, "LD students 

work harder than any others," a sentiment that reflects the cultural value of "hard work" 
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as inherently good. Students typically take this as a positive, accurate message; they 

compare themselves to their immediate peers and see themselves as putting in more time 

and effort to complete the same tasks, and therefore as being "hard-working students." 

Professors, however, do not have this comparative perspective, and the overarching 

nature of the claim itself raises the question of whether or not it is true. Professors who 

have limited understanding of LD hesitate to accept this global statement as applying to 

all students and assume that, even if the statement is generally true, some exceptions must 

exist. This can have the effect of making the professor suspicious of individual students. 

Thus, they look for other evidence in the student's behavior and grades (as described 

above and further discussed later) to decide whether the student with whom they are 

speaking is "hard-working" or not. 

An even more common message sent by service providers (and one that is 

considered less believable by people outside the LD community) is that, "Everyone has a 

disability." (8) When presenting this claim in conference presentations and face-to-face 

conversations, speakers typically interpret for their audiences. They explain that the claim 

actually being made is that everyone has relative strengths and weaknesses; Everyone is 

better at doing some things than others. If one were to define "disability" as "lessened 

ability" or "comparative weakness," then, by definition, "everyone is disabled" in that 

everyone can identify a task they perform less well. Thus, the claim is tautological. 

Professors do not attend these conferences, and are less likely to receive the full 

explanation in discussions with service providers and students. They do not usually 

understand the value for self-esteem that such a claim provides and evaluate it based 
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simply on its logical validity and usefulness. Tautological claims are valid (and therein 

lies their power), but are not useful because they are purely descriptive. This, in 

combination with the apparent overgeneralization of the phrasing ("everyone has...") 

tends to leave professors skeptical. They are less likely to accord the student full 

"disabled" status (and its concomitant "sick role"). 

The tautological nature of the statement is not the only reason why it is 

problematic. People making or hearing the statement do not usually recognize its 

subversive nature and the claim to agency it reflects. For example, in the larger 

community of persons with disability, some individuals are reclaiming the word "cripple" 

(or "crip") and related words: These groups take words that once stood as pejoratives and 

apply them to themselves as an act of empowerment. This reflects similar and deliberate 

word use in other Civil Rights movements; The self-application of epithets such as "gay," 

"black," "brown," "red," and "queer" have attempted to defuse such words by making 

these labels into in-group rather than applied terms. The statement, "Everyone has a 

disability" has a similar intended effect for many speakers; It normalizes disability, rather 

than requiring those with disabilities to normalize their own performance. (9) This is 

culturally anomalous (as well as being logically problematic) for professors, and so 

diminishes the credibility of service providers and students who make these claims. 

Professors, of course, talk to each other and thereby create a society of their own. 

Formal and informal mentoring takes place when professors arrive at the school that has 

hired them, and conversations in other venues also provide information and cues for 

socialization. Professors denied speaking with each other about specific students when I 
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asked them directly whether this happens. However, informal observations and questions 

asked about hypothetical "third parties" indicate that such communications do take place, 

especially at UA. Often, students' names are not provided, but people "in the know" can 

easily determine who the student is and receive the message clearly. People who do not 

have "insider" information often generalize such messages to all students with LD. A 

general sense of acceptance or skepticism thereby tends to be quickly communicated. 

Professors who want to "fit into" the department (especially if competition for tenured 

positions is high) are likely to mirror their colleagues' attitudes publicly, which can lead 

to the rapid or eventual integration in each of the department's pre-existing overall view 

of students with LD. 

Most professors say they receive information about LD from students who speak 

with them about their personal diagnosed LD at some length. Most professors operate 

with only received information, while students have an experiential understanding of LD. 

This makes them experts, not only in fact, but also in the eyes of their professors. 

Professors who have engaged a variety of students by asking questions do seem to be 

better informed; this is also true of professors who have fiiends or family members who 

have been diagnosed with some form of LD. It is also true of professors who have been 

so diagnosed or who believe that they could have been diagnosed if the category of 

disability had existed at a time in their educational career or overall life course when they 

might have been referred for testing. 

The fact that students are a key source of information increases the importance of 

the relationships between professors and students. Students must trust professors enough 
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to disclose information at times and in ways that make their messages clear and coherent. 

Professors must be mindful in such encounters and must trust students enough to display 

their own ignorance about the topic, despite the emphasis on professors' authoritative 

knowledge in the institutional and larger culture. Ironically, at Antioch, where professors 

have less time to engage in and display such authoritative knowledge (because of the 

lower emphasis on professional development as compared to teaching), they may be 

more hesitant both to ask questions and to regard students as experts than professors at 

UA. The fact that LD are made legitimate by the large and prominent SALT program 

indirectly to legitimizes students' claims and validates professors' interest in LD. Antioch 

students are more likely to complain that professors act and communicate on the basis of 

stereotypes. Some professors believe that all students who have trouble learning "are 

LD," even when the student has been tested and results indicate that the students do not 

have LD, and the student reports trying to communicate this point to the professor. 

Students are incoherent brokers regarding their problems. To summarize, they are 

in the awkward position of being cast as experts even though they are younger and less 

powerful than their professors. Students with LD have communication difRculties, and 

often do not understand their own problems well themselves. Students are oflen aware of 

the differences in power positions and of their own difficulties with communication and 

coherent expression, and so often try to find alternative ways to negotiate. Some try to 

give professors copies of their testing results and / or EPs, while others students with LD 

try to persuade someone else to act as advocates for them. Some students, particularly 

students from an uppcr-class socioeconomic background who are in their first college 
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term and entered college the fall after their high school graduation, bring the results of 

their psychoeducational testing (along with supportive documentation) to their 

professors; I have seen packets of these documents up to three inches thick. 

In most cases, parents have told their children to do this, believing that the 

information will be useful to the professor. They assume the professor has been educated 

in how to read and use such information and has the time to read it. Service providers do 

not recommend this practice because professors rarely understand how to read it and have 

almost never received such education. As a resuh of this professional ignorance, 

professors can form mistaken impressions of the student. In most cases, professors refuse 

such offers. In rare cases, however, professors demand to see a student's testing results in 

order to evaluate for themselves what accommodations "should" be granted. 

Many professors (and people in the larger U.S. society generally) consider LD to 

be a performance-based disability in the sense that it disrupts academic task completion. 

Since they see themselves as experts on the tasks required in their classrooms, some 

believe they should be the people responsible for reading the results of students' formal 

diagnostic testing and to decide which, if any, accommodations should be granted. 

However, since most professors have not received any education regarding how to 

understand and interpret the test results or "diagnostic write-up," they do not know how 

to do so. When presented with a lifetime's worth of testing results, some of which appear 

(or are) internally contradictory or that do not meet legal requirements for validity, 

professors are likely to misinterpret (and differently interpret) the intended meaning of 

these results. This can lead to students' being granted and denied the same 
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accommodation at the same school, depending on who interprets the results; i.e., they 

become arbitrary. This is illegal under case law; e.g., Wong v. Regents of University of 

California, 9^ Circuit (98-15757). Fortius reason, schools typically have a policy only 

specified offices or committees and qualified professionals should determine 

accommodations when the student specifically chooses to self-disclose. Schools are not 

obliged to adhere to patterns established by individual professors rather than through 

bureaucratic channels. 

As explained above, students with LD often are not efficient communicators and 

may not be skilled at explaining their difficulties. In these cases, professors look for 

logical justification in a student's argument when deciding whether or not to grant a 

request. However, for many students, the ability to clearly and sequentially present their 

case as a clearly and directly articulated deductive argument free of fallacies lies at the 

very heart of the difficulties of their LD. This is especially true in interactions with 

people in power or other interactions that make them anxious. (10) 

At UA, the bureaucracy that has been established for the determination and 

granting of accommodations largely precludes such problems. A bureaucratic checklist, 

or "accommodations form" from SALT renders students' request legitimate, or marks 

other granted course alterations as "something extra a professor can do to be nice or 

helpful." It also serves as a "menu" for professors: Students request anything on the 

approved list, which they themselves obtain and bring to professors. Professors who are 

skeptical about the legitimacy of an individual's form can call the SALT or CeDRR 

programs to verify its validity. Students know this and do not commonly attempt to 
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"forge" such forms. The fact that much of the potential legal negotiation takes place 

outside the professor-student relationship enhances trust and, therefore, the possibility for 

mutual and open conversation. Professors who ask questions are more likely to be 

interpreted as "being interested" rather than as "interrogating" the student. 

At Antioch, conditions are different; [1] The ASC is new. [2] The concept of LD 

is still relatively new and undeveloped. [3] Students more highly trust professors. [4] The 

encroachment of bureaucracy is resisted, and [5] Little bureaucracy exists. As a result, 

interactions concerning LD are more problematic. Professors often suggest to students 

that they "get tested for LD" (usually AD or dyslexia specifically) and may suggest that 

they attend "schools for people with LD" for a term whether or not this is appropriate. 

They are so skeptical about students' claims and descriptions that many students refrain 

from informing professors about their LD or learning differences for fear that such 

information will make professors look down on them or become less sympathetic. 

On the other hand, students who do decide to disclose information about their 

diagnosed LD (often because they are making a formal appeal of some kind) are more 

likely to present professors with their lifelong documentation. In my research, I have 

regularly heard people at Antioch claim that "professors here are experts in everything." 

When I ask about this, I am told that this projection of generalized "expert" status resuhs 

both from [1] the need of "one-person departments" to develop a wide variety of courses 

outside their original specialization, and [2] the professional insecurity some professors 

feel is compensated for by displays of general knowledge. This generalized belief about 
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professorial knowledge leads students to believe their professors understand how to 

interpret formal testing results. 

The perception that professors are isolated experts also makes it more likely that 

professors will try to interpret the packet of testing resuhs without seeking the help of 

professional experts on LD (such as myself). Although Antioch students have already 

threatened lawsuits because of such practices, professors are resistant to giving up their 

control in this arena and students are reluctant to give up their full trust in professors. 

This combination of factors may make lawsuits more likely in the future for Antioch than 

forUA.(ll) 

Some Antioch professors regard accommodations as sanctioning "laziness" or as 

inappropriately lessening the "rigor" of programs or classroom tasks. Some are even 

resistant to providing an "ADA statement" on their syllabi or set a time limit within 

which students must disclose their status as "LD" to receive accommodations (illegal 

under case law). Professors at both schools sometimes express a concern that 

accommodations are a form of socially sanctioned "cheating." "Cheating" is a complex 

phenomenon that I will discuss fully in the next chapter, which addresses students' LD-

related coping mechanisms. 

In Chapter 7,1 described students' framings of their diagnosed LD. In this chapter 

thus far, I have described professors' positions within the school setting and their sources 

and levels of knowledge about LD. I will now bring these together to describe and 

discuss interactions between professors and students. 
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Interactions Between Professors and Students 

Professors' professional status sometimes constrains them from performing 

specific actions that would facilitate their forming a connection with students with LD. 

For example, professors typically try to present a "politically correct" stance, using 

unfamiliar language and phrasing that they believe is polite, but which can be interpreted 

as being stilted and false. (12) Professional status also mitigates against professors 

displaying emotion; using informal language (including expletives); lessening (or 

explaining) their use of jargon and other types of speech that index a formal register; and 

disclosing to students their own difficulties with learning, writing, and test-taking. Such 

speech, however, makes students feel more comfortable. They typically perceive 

professors who resist the role obligations of their professional status as being "more 

human," people students can talk to. In such cases, students come to trust the professor 

and tend to move beyond the scripts they have learned (usually from service providers 

and parents, but also from other members of their education management group). 

Refraining from speech that increases distance also facilitates communication. For 

instance, interrupting others' speech is considered a reflection of superior power status 

and / or rudeness in the U.S. (Mendoza-Denton 1995). Asking questions and then 

seemingly (or actually) ignoring or failing to listen to the answer, or answering the phone 

while a student is talking without first excusing oneself is similarly interpreted. Abruptly 

changing the subject can be similarly perceived, although students with AD often see this 

as normal in a conversation and do not respond negatively to it. (13) 
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Sharing the burden of maintaining conversational coherence also helps students 

present more information. For example, students with AD and / or memory difficulties 

"lose their place" in a conversation and forget questions much more often than their peers 

without these problems. When co-conversants are comfortable reminding these students 

of their "conversational place," they are more likely to relax in a conversation and 

provide more useful, interesting, and complete information. 

Professors' lack of knowledge about LD can be problematic in establishing bonds 

with students, unless the professor is able to admit his/her ignorance and evidence 

genuine interest in the student (and the relevant LD) without making assumptions or 

attributions, and without trying to "normalize" the student. 

I know a lot of them are just totally inexperienced with this stuff. See, now 
that it's happened to me, it's like, they're supposed to know. You know 
what I mean; 'And why don't you? I thought you were a teacher. You're 
supposed to know everything. You're supposed to teach me, supposed to 
help me learn. You know, you don't know about this stuff? Then how can 
you teach me? Where's your credibility? You don't have any.' (Trisha, 
UA) 

For example, professors who ask how the LD affects the student in situations other than 

the classroom (without seeming to "pry") let the student know that they understand that 

LD are not "targeted disabilities," but affect a student's overall life. Those who indicate 

that they know that students with LD experience life differently than their peers and so 

have a different perspective on the world (and who evidence sincere, true empathy) are 

also more likely to win students' trust and invite honest disclosure in return. 

Professorial models and the relative congruency between professor and student 

models affect conversations and negotiations. For example, when professors deny that 
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LD exist or hold models that students with LD are "broken" or "damaged," or have a 

personal (or moral) weakness, students usually become aware of the professor's stance 

during communication. In such cases, the student can become either ashamed (if her / his 

own models are self-derogatory) or angry, both of which typically impede the 

conversation. On the other hand, if both parties see the LD as a challenge that can be 

overcome by cooperation (as opposed to overcome by the student only), the student will 

probably feel more comfortable disclosing and attempting to explain the nature of the 

LD, even if the student has a low understanding or explains inefficiently because of the 

nature of the LD itself 

Professor-Student Negotiations 

Professors play a gatekeeping role - not for access to formal, Federally-mandated 

accommodations where their role is facilitative or symbolic (e.g., the signing of a form), 

but to other accommodations and allowances. They typically do not grant access to the 

sick role easily. All who have taught for more than two years have heard a wide variety 

of plausible and implausible excuses for students' non-completed work, and have been 

socialized into being "on guard" against "cheating" and "laziness." (14) 

Requests for accommodations and other task or format alterations that are based 

on a diagnosed disability typically begin with disclosure of the diagnosis (or such 

disclosure immediately follows presentation of the requested alteration). Such requests 

are a conmion reason why students disclose the social labels that mark them as having a 

form of LD, but are not the only reason. For example, students sometimes disclose their 

status as a students with a diagnosed LD not to gain specific class adjustments or 
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accommodations, but in the hope that the professor will understand their difficulties and 

have patience should the need arise later; 

I didn't want them [professors] to think that I was dumb, basically. Is 
dumb a good word? Not dumb, but basically, you know, maybe they'd 
understand a little bit more. You know, be more patient. (Katie, UA) 

[Would you tell your teachers if you didn't need to tell them?] Yeah. I 
think it would be a good idea, because that way if I asked for things, 
maybe I'd get a little special consideration, like if I asked for notes or if I 
asked for extra time on a test, if I wasn't going to be getting the time from 
[a formal testing accommodation]. Or if I had trouble understanding a 
concept and I went to him in his office hours, I'd want him to know why it 
was taking me so long to get this information, and so that he would know 
that he'd have to be a little more patient with me. (Michael, UA) 

Note here the mindful invocation of the sick role as excusing a potential difficulty in the 

student's learning information. 

Disclosure of Labeled Status as "Diagnosed with ID " 

At UA, a script for disclosing one's disability is readily available.lt is both 

actively and indirectly taught to students, as is use of the primary prop: the 

accommodations permission form. SALT and CeDRR service providers at UA give 

eligible students a form to show to their professors. They tell students to bring the forms 

to their professors immediately after the end of lecture on the first day of class and to ask 

the professors to sign them so the students can be set up to receive testing and/or 

notetaking accommodations. Students typically go to the front of the room and wait to 

have this form signed, sometimes in large groups. (15) Although some students speak 

with professors in private, most comply with bureaucratic procedures by trying to get the 

form signed when it is most efficient, even though it is also the most public way of doing 

so. When professors suggest that students bring forms to their office hours to be signed, it 
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sends a message of respect and privacy and is usually interpreted as indicating that the 

professor is willing to spend time discussing their difficulties. This is a powerful message 

to students. However, some students with AD may initially resist such suggestions if they 

are afraid they will forget to bring the form. A few students, usually ones who are not 

invested in school, resent the request as an "imposition" on their own time. 

Because of the bureaucratic structure, service providers (and peers) have the 

opportunity to directly inform uninitiated students what to do and how to make requests, 

and an uninitiated student can watch peers model appropriate behaviors. The form gives 

instant legitimacy to their request for Federally-mandated accommodations, but often 

forecloses information-sharing by eliminating students' need to disclose and explain. The 

system is efficient and easy to follow. It is already part of an expected academic routine. 

Thus, there is little incentive for professors or students to augment this procedure unless 

professors are especially interested in LD and / or a student has a specific additional need 

or desire for additional class-task adjustments. 

The in-class, public request typically takes one of three forms; [1] The student 

presents the form and asks for it to be signed. No further disclosure or explanation is 

expected or offered. [2] The student self-identifies as a student "in SALT," presents the 

form and asks for it to be signed. No further disclosure or explanation is expected or 

offered. (16) [3] The student speaks with the professor at some length about the class, 

including information about his / her LD. This last is the least common of the possibilities 

and usually occurs either when a professor asks for further information, or when a student 

is relatively uneducated in social norms and raises the topic with professors. (The most 
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common examples of this are first-year students - especially first-semester students - and 

students who have been recently diagnosed.) 

The form for the provision of testing accommodations creates a way for students 

to indirectly disclose their LD. Students who simply ask for a signature (and do not also 

identify themselves as being "fi-om SALT' or as having LD) do not always realize that 

they have disclosed their status as a student with LD, especially those whose LD causes 

them to have relatively fi-equent opacity problems. (17) This misperception can have two 

negative effects on later communication between professors and students who are 

disinclined to disclose their status as a person with LD: First, students may believe there 

has been a breach in confidentiality and become angry in later discussions when they 

learn that the professor "already knows" they have an LD. Second, students may hesitate 

to disclose (or fully discuss) their status in a conversation and thus fail to include relevant 

information, or may simply avoid speaking with the professor in order to avoid a 

perceived requirement to disclose. 

Antioch students have no forms; some students have met with me and have lists 

of accommodations for which they are eligible. These students either review the lists with 

professors, decide not to disclose their disability (taking the list as "information only" or 

for use in emergencies), or describe their disabilities in general, task-related terms (e.g., 

"I have trouble with reading"). Some students reject accommodations for which they are 

eligible before even speaking with professors. Students in video classes, for example, 

often reject the possibility of getting extended time on projects because using such time is 

"impossible," especially given the interruptive nature of the academic / co-op alternation 
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and the limited availability of equipment. These students also want to show their work in 

the end-of-term class presentations, along with their peers. Faced with this situation, 

these students prefer to "work harder," invariably becoming exhausted and sick by the 

last two weeks of each term. (18) 

Negotiation for alterations in class tasks and formats (and, often, initial 

communications between professors and students with LD more generally) typically 

begins either with the students' describing their class-specific difficulty or disclosing 

their LD status and explaining the nature of the specific disabilities. Students at UA often 

do not disclose their LD unless they are requesting specific services or classroom 

adjustments, and do not explain their specific difficulties to professors' satisfaction. 

Students at Antioch rarely invoke LD in requests for formal accommodations, but some 

do explain their disabilities and learning style when negotiating for adjustments to class 

requirements. Others believe that they will not gain anything by disclosing their status as 

a student with LD, and do not disclose unless specifically asked. 

Students who are diagnosed as children have spent most of their lives having 

others negotiate on their behalf in schools and so are not necessarily more skilled at 

negotiating for college-level accommodations than are their peers who are diagnosed 

later. In fact, students who are diagnosed when young may have more trouble negotiating 

because they have never had to do it. On the other hand, their peers who are diagnosed 

later may have become practiced in negotiating for help without referring to an LD. 

Students who are diagnosed when young, however, have had time to decide to whom 
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they want to disclose their LD, have practiced with peers, and have had more opportunity 

to see the consequence of disclosure than their peers who are diagnosed when older. 

Immediately after being diagnosed as an adult with LD, some students disclose 

this information to a large number of people. Interviewees who had been diagnosed 

within three months of the interview informed me that they had told "everyone." These 

students specifically excluded strangers, saying that there would be "no reason" to tell a 

stranger. Other interviewees said that they would not tell people who were merely 

acquaintances, giving the same reason. These interviewees excluded other categories of 

people as well, and explained ways in which they weigh costs and benefits when deciding 

who to tell about their LD. In making the decision, they consider factors such as [I] past 

experiences of disclosure and the reactions of their listener(s), [2] perceptions and 

stereotypes that the listener might have about LD, [3] the level of trust they have for the 

listener, [4] the level of intimacy of the relationship regarding personal disclosures in 

general, [5] the listener's "need to know," [6] their own personal models of disabilities in 

general and LD in particular, [7] their personal coping style and mechanisms, and [8] the 

general level of discourse about learning styles and LD in the general culture. Students at 

Antioch, overall, are more comfortable discussing their diagnosed (or undiagnosed) LD 

than are students at more "mainstream" and larger schools, including UA. 

Students with LD who have had positive experiences when informing others of 

their LD status feel more comfortable in telling others about their LD. Students must trust 

a social other in order to be comfortable moving beyond scripts. Otherwise, this 

conversational action presents a risk to identity, and could cause embarrassment. 
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Professors with whom students regularly deviate from the script are typically people who 

are able to make students feel comfortable. Students and educators have told me that 

when teachers reveal their own difficulties in learning (or other, similarly personal 

information), the students are more likely to describe their problems in detail. 

Students who hesitate to divulge their status to others often do so because past 

disclosures to important people yielded negative consequences. 

I've just found that people kind of judge you with it a little bit or, you 
know, bring it up a little bit, so...[A]n old fnend of mine... I told him and, 
you know, sometimes we'd be talking and he would bring that into it, as if 
that was a reason for why I was having—like if we were arguing about 
something or discussing something, he would bring that into it like it was 
a reason why I was having trouble understanding something, or why I 
didn't see things his way. My ex-girlfriend was always patronizing me and 
always, you know, she was always right on everything and I mean she 
wasn 7, but she always thought she was and any time I tried to argue with 
her on something, it was just useless, because she just saw me as being 
like a lot— you know, not as intelligent as her because of it. So I couldn't 
really win an argument. Yeah. Those are people I wish I hadn't told. So, 
now I, you know, I don't tell as many people. (Michael, UA) 

Students who have received negative feedback from professors (e.g., who are told "I 

don't believe in LD," are treated as if they are unintelligent, or have never been able to 

successfully negotiate for accommodations) are also less likely to disclose. They are 

more likely not to disclose their LD status if they believe the potential listener will use a 

position of power to embarrass them or make their work more difficuh. 

It is not uncommon for students to believe they will be informally labeled 

"stupid" or "retarded" if they disclose that they have been diagnosed with LD. This is of 

special concern for students when interacting with professors or with competitive peers 
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who place an especially high value on performances of intelligence. One interviewee 

described it by saying; 

I know when people are very supercilious, and I have a hard time with 
intellectual snobs. And that's when I really don't tell that I have a learning 
disability because that just makes them feel higher and mightier then... .1 
just really didn't like to tell them that I had a learning disability because 
they would just use that to overlord me. And they would discount anything 
I would say. And so nothing to them that I would say was of any kind of 
value, you know, or any kind of— <Just because of those words.> Right. 
Exactly. So I did not tell them ...Students who are intelligent, I respect. 
And I like to listen to them, but if they act—they overlord their 
intelligence over other people, that really hacks me ofiE^ so I don't tell them 
that I have a learning disability, and I just kind of listen and give my 
opinion and go on. (Dana, UA) 

Students with LD sometimes decide not to disclose their status as "disabled" 

simply because they believe it would gain them no advantage or would cause them more 

difficulties than those caused by their LD. 

I told my geology teacher because he was more approachable, you know. 
He made himself more available to tell that stuff to. And I told my English 
teacher, but I think there were one or two teachers I didn't tell. I didn't tell 
my sociology teacher because she—it was more like a lecture. There was 
six or seven hundred people in the class and, you know, she wouldn't have 
remembered me. She wouldn't have cared, you know. She wasn't going to 
make any special considerations. It was just too large of a class for her. 
You know, it just wouldn't have mattered. So, I mean, I didn't tell her, 
because, you know, she wasn't about to make any special considerations 
for one kid out of seven hundred, so I didn't tell her. (Michael, UA) 

Students consider the short- and long-term usefulness of disclosure when deciding 

whether or not to disclose. For example, a student in a large lecture class, such as 

Michael describes, might disclose his LD status if he believed he would be taking smaller 

classes later with that professor. That likelihood increases if the lecture class were an 
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introductory class in his eventual major at UA or if the large lecture class was any class 

in his major at Antioch. 

Students also consider levels of trust and intimacy when deciding whether or not 

to disclose their LD status. Within intimate relationships where a great deal of trust is 

expected, disclosure is described as proper social behavior. The face-to-face nature of 

Antioch increases the pressure as well as the desire to disclose. More distant relationships 

lessen the social pressure for the student to self-disclose. 

I've told my best friend; [he] knows about it, and other people know about 
it, like, just really close friends of mine, but I don't tell friends that aren't 
really close friends, like the people I hang out with over at [a coffee shop]. 
I don't talk to them about it 'cause they're not really friends per se; they're 
just—they're friends, but they're not friends. <They're not close.> 
Right... .1 don't tell people that I'm just acquaintances with and stuff... .1 
tell some of the girls I went out with, depending on, you know, if I really 
liked the girl....[I]f it wasn't serious, then I wouldn't, but I probably told 
three girls last year that I had a learning disability....Mostly they had to 
have a reason to know. I mean, because even the girls I was going out 
with, you know, I wanted them to know because sometimes I would like to 
be able to talk about it, and my best friend needed to know about it 
because we talk about eve/y/A/wg together. (Michael, UA) 

Students who feel distanced from professors are less inclined to disclose or explain their 

diagnoses. 

Conversational acts that reduce the social distance and power differential between 

the co-conversants include [1] acknowledging that students with disabilities have a 

different perspective (as well as different needs) than others, [2] disclosing personal 

information, [3] letting students know how much (and what type) of experience the 

professor has had with LD (personally, in private life, and as a professor), and [4] 

displaying personal reactions and emotions. Professors who genuinely participate in 
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popular culture and / or student lifestyles and are comfortable indicating this through 

action rather than solely through descriptive speech also make students feel more 

comfortable. This increases the likelihood that students will deviate from scripts and 

formal presentations of self-as-student. Such indications decrease social distance by 

framing the student and professor as members of a common culture, and allow the 

student to use the shared knowledge metaphorically in conversation. Since students with 

LD find metaphoric communication especially useful, they are likely to become more 

relaxed, more coherent, and more comfortable. 

Certain things professors say can have a negative effect, precluding a close 

connection and re-enforcing the script with students who are not fully conifortable with 

their identity as a person with LD. Individuals who tell students with LD, "I know what 

you're going through" without providing evidence for the claim are seen as dishonest and 

unworthy of respect. People who give students empty praise (e.g., praising them highly 

for something that is easy for them to accomplish) or false encouragement (e.g., "I know 

you can do it" without having any such knowledge at all) also tend to create distance 

between themselves and the student. Indeed, students often directly challenge people who 

do this, asking them to provide evidence immediately. Conversely, professors who say 

such things and can give concrete support for their statements tend to win students' trust 

quickly and enable them to move beyond scripts. 

Students also refrain from disclosing or describing their diagnosed LD to people 

they actively dislike or disrespect, or to people they believe are not willing to listen or 

understand; 
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Certain people, 1 just don't want to talk to them. Like my old roommate. I 
didn't like her. She stands for like ail the people that I don't like in the 
world. It's like they don't care about learning; I think that's it. . .It just 
seems like people like that, that they're not worth my time, but I don't feel 
the need to share anything with them. (Katie, UA) 

One thing that's always bugged me is— especially therapists do this a lot, 
and sometimes teachers do it. They think that they know what's going on 
in a kid's head. Like a lot of teachers have thought that they know haw I 
think well, what I need. And, I mean, sure, they're experts and they know 
stuff, but you can never really know what's going on in someone's head 
and what their problems are and what their disabilities are and what they 
need, then I think that they're going to resent that. You know, I think you 
should— you should ask somebody, ask them, you know, what their 
problems are. And you know, ask them, you know, find out from the kid 
what they're thinking, instead of telling them what they're thinking 
because that's—It always made me resent my teachers when they did that. 
You know, like I wish they would ask me, 'cause, you know, it's like they 
don't think you're qualified to talk about your own problems. And, you 
know, I think that they should take the time to 2tsk.you what's wrong and 
give you time to explain it. (Michael, UA) 

Time is especially important in disclosure conversations. Students who feel they 

are not being given time to explain themselves typically feel that their co-conversants 

"don't care" and are not interested in what they have to say. Students who have had 

problems with communicating and / or negotiating may enter the conversation believing 

that their co-conversant will feel these ways, and may enact a self-fulfilling prophecy by 

breaking cultural rules of conversation due to their anxiety; They may look down instead 

of looking the other person in the eye (or looking at the person's face), mumble rather 

than speak clearly, or disparage what they are saying. Co-conversants who are not 

sensitive to the possibility that the student has mistaken beliefs can reinforce these 

beliefs, thereby inadvertently encouraging these behaviors in future conversations and 

potentially further lowering a student's self-esteem and self-efficacy. 
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Students whose models of LD carry personal meanings of being "broken" or 

"defective," but who are resilient risk-takers sometimes actively resist disclosing their 

status as a student with LD. The most common methods for doing this are to [1] deny 

having LD and seek alternative explanations (often personally pejorative), [2] objectify 

the condition to distance it (Cassell 1976), [3] change schools to gain an opportunity to 

redefine themselves publicly, or [4] obscure their weaknesses by displaying strengths 

(even at personal academic cost) in order to "pass" as a person without LD (Kelly & 

Ramundo 1993, Rueda & Mehan 1986, Garfinkel 1967). ("Passing" is discussed in 

Chapter 9.) Some of these students undergo a series of failures rather than disclose the 

nature of their academic difficuhies. One interviewee had transferred twice because of 

failing grades before transferring to the school at which he was interviewed, and 

transferred again when he earned no credits for two terms in a row. He refused to use 

accommodations or disclose his diagnosed LD to professors for fear they would think he 

was defective as a person and too unintelligent to attend college. 

Fatigue powerfully affects communications and negotiations between students 

and professors. As the term draws to a close, requirements on students intensify: final 

exams and papers (often in each class) are due; social requirements of peers often 

intensify; and, at Antioch, students must verify their co-op job, housing, and travel 

arrangements. Requirements on professors also increase; they must grade final papers, 

read student papers, and finish other professional obligations (which may include making 

travel arrangements for research or social activities). Fatigue makes both students and 

professors less coherent and more emotional, and makes it harder for them to listen and 
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think. It also makes it harder for both parties to maintain mindfulness in conversations, 

especially if the student is presenting an initial disclosure of a diagnosed LD. 

Finally, the general level of discourse about learning styles and LD affects the 

decisions of individuals concerning whether or not they will disclose their LD status. In 

the face-to-face culture of Antioch, conversations about learning styles are common 

between students, and students frequently discuss their LD with each other. Often, when I 

have set up a "confidential" space in my office, students have opened the door 

themselves, asked other students to come in, or opened the door when another student 

knocked on it. In these cases, they have typically given that student free access while they 

themselves sat down to continue the discussion with me. Students report to me that they 

hold the same type of conversations in their personal spaces as well. (19) 

Students typically find these conversations with peers to be extremely valuable, 

which socially reinforces them. Many students comment, "Everyone here has AD / LD." 

Students discuss medications, learning styles, and diagnostic procedures more freely than 

at UA. A few students, typically older transfer students, do not disclose their diagnoses to 

anyone until they unexpectedly learn they can get help with their difiicuhies, at which 

point they "spill" their stories, spontaneously presenting much of the information the Life 

History Interview was designed to collect. I do not know how many professors hear such 

in-depth stories from students who find a "safe zone" with them for the first time. I do 

know that such incidents are always gratifying for both parties. Because of the general 

openness at Antioch, students learn alternative ways to describe and discuss their 

difficulties. They learn from each other how to negotiate better and what to ask for. 
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Conversely, at UA, students typically expect privacy and confidentiality when 

speaking with professors, service providers, and other students. Students at UA have 

fewer opportunities to learn directly from peers unless they live in fraternities or 

sororities that have a high number of students diagnosed with LD or have many 

knowledgeable friends. Again though, conversations between students and professors in 

which information flows freely and students produce detailed stories are also gratifying to 

both parties. 

Overall, the history of the relationship between professor and student powerfully 

affects negotiations and decision-making. Professors who believe that students are not 

making use of the exemptions and extensions they have been granted are likely to refuse 

them in subsequent negotiations. Conversely, those who see increased student success are 

positively reinforced for their decision and are more likely to grant similar dispensation 

to both the individual student and students with LD more generally. These professors 

typically form a positive model of students with LD as being "hard-working," "creative," 

and "flexible." However, this view does not often translate into active advocacy for 

students with LD in professional settings. This is largely due to expectations of 

"professionalism." Professors are not expected to question each others' teaching-related 

procedures, techniques, policies, and decisions. They are only expected to engage in 

debate about theoretical and other aspects of their own discipline and about bureaucratic 

and procedural aspects of the department. Self-policing is the primary modality for 

enforcement of these cultural expectations. 
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Professors who have little experience with (or understanding of) LD often dismiss 

students' requests as unsubstantiated or as seeking "special treatment" to which they are 

not entitled if the student cannot communicate a request coherently or answer questions 

"on the spot." The explanation of their LD is seen as an "excuse" (preferred justification) 

that does not "excuse" (forgive) the performance. 

The different meanings and connotations of the noun and verb forms of this word 

affect levels of self-blame. Clarification of the differences between "excuse as 

inappropriate-attempt-to-absolve-culpability" and "excuse" as "forgive-the-action" help 

students grant themselves permission to explain their difficulties while still retaining 

responsibility for their actions, without shame. Students who see their disability as a 

challenge they are incapable of meeting typically refrain from disclosing their LD status 

because they think it will be heard as an attempt to use a "crutch" when they are not 

"crippled." They believe that disclosing their LD status evidences an unacceptable moral 

weakness in themselves and an attempt to find an "excuse" for imperfect performance. 

Both the label "LD" and the difficulties that led to their being labeled are sources of 

personal shame (as opposed to solely being embarrassing). These students often have low 

resilience (although they may or may not be risk-takers) and hold themselves to a higher 

standard of performance than is reasonable, e.g., expecting themselves to perform all 

tasks perfectly the first time they try them, or expecting themselves to possess skills they 

have never before seen enacted. This usually paralyzes and/or depresses them at some 

point in their attempt to complete tasks. Many have a history of not completing the tasks 

they have been assigned or that they have assigned themselves. They are often displeased 
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with the quality of the tasks they do complete, and thus task completion (even if it earns a 

high grade) can still be interpreted in a way that lowers self-efificacy and self-esteem. 

In these cases, professors who are extremely conscious of time (especially if they 

do not like teaching and/or interacting with students) may see these students as "wasting" 

their time and evaluate the student negatively for this reason. Such evaluations tend to be 

student-specific rather than being generalized to all students with LD, although in rare 

instances (typically professors who are considered by students to be "anti-student" or 

worse), the professor does generalize this belief 

Requests for Task or Other Class Alterations 

The student then makes a request for a task adjustment (which may include 

receiving extra help from the professor or a task alteration), and the two parties then 

discuss the possibility. The professor typically has the power to make the final decision in 

these cases. Students can seek help in appealing a professor's decision (e.g., from service 

providers or other professors), but do not always do so, especially if they will have to 

take classes again from the professor. This reinforces professors' belief that they are free 

to deny accommodations in some cases, notably those in which the student requests a 

legally granted accommodation from a professor before obtaining support from a service 

provider. Timing is important in accommodation and task alteration requests and will be 

addressed in depth in the next chapter. 

The most common request, in both schools, is for more time. Students at UA 

expect to receive extended time on tests; many also ask professors directly for expanded 

time on other assignments. Students also ask professors for early descriptions and 
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explanations of assignments, in order to gain extra time by beginning them early. A few 

ask for early copies of syllabi so they can begin reading earlier. Students also often 

disclose their LD status in order to frame a request for additional time for discussions 

with professors (as compared to the amount given to their non-LD peers). Often, 

professors with Teaching Assistants send students to these individuals for extra 

assistance. Other acconmiodations (e.g., readers or scribes for tests, use of calculators on 

math tests, alternative test formats, foreign language or math requirement waivers, use of 

specialty software programs or texts on tape, quiet space for test-taking, and use of note 

takers) are provided by the disability service programs or are requested via the form the 

student presents to the professor at the start of each term. 

Students at Antioch (those diagnosed with LD and their non-diagnosed peers) ask 

for extensions on papers more often than they ask for any other task adjustment. At times, 

they appeal to their work with members of the ASC staff to justify a request for more 

time to write additional drafts of papers. The verifiability of this claim marks them as 

"good students" in the eyes of many professors. Some students ask for explanations of 

assignments early; a higher percentage ask for early reading lists (or suggested readings) 

compared to their peers at UA. (20) Students at Antioch also personally ask professors to 

overlook spelling and grammar errors on in-class assignments. (21) 

Students typically ask for extended time on in-class tests directly from the 

professor. I have not yet seen a student request a quiet space for a test (other than for the 

Math Assessment test that incoming students take), although many students say they 

believe it would be useful and are aware that they can make the request. The most 
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common reason they give for not asldng is that the professor may give important 

information about the test during the class, which they would miss because they were in a 

separate space. Some students at UA also take tests in the main classroom and directly 

negotiate extra time with the professor for the same reason. 

Students at Antioch also sometimes try to obtain permission to perform classroom 

behaviors that are typically considered to be inappropriate for classrooms (e.g., walking 

around, leaving and returning, rapidly adjusting posture in chairs). (22) Requests for 

notetakers, texts on tape, software, scribes, and other accommodations are typically 

handled through the ASC or are arranged between students without appeal to any school 

employees. Students sometimes "swap strengths," as described in Chapter 9. 

Students at both schools also try to negotiate alternative formats for evidencing 

their understanding of concepts. At UA, they usually request alternate forms of tests (e.g., 

essay tests instead of multiple choice tests). Most often at Antioch, they request that 

writing requirements be lowered in favor of oral presentation of material (in a public 

setting or 1:1 with the professor) or a form of service learning. Departments as well as 

professors differ as to whether they will grant the task adjustment. At times, the decision 

rests not on the case that the student makes, but on how a professor believes other 

professors will interpret the decision. The system at UA removes this evaluation from the 

decision-making process in most cases by lessening professors' responsibility for 

decision-making. Professors at UA are presented with an educational prescription to 

which they must - and usually do - adhere. There is no such form at Antioch; this places 
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responsibility for the decision-making process with social actors rather than in a 

bureaucratic process. (23) 

Students with LD who want to achieve high grades, but who know they will not 

be able to do so in a specific class, often ask for "extra credit" assigimients. (24) In my 

experience, and in the experience of many professors with whom I have spoken, female 

students are more likely to make this request than males, and are more likely to ask for 

help in general. Gender role expectations in the U.S. construct asking for help as a sign of 

weakness that is acceptable for females, but not for males. (25) A request for extra-credit 

work is interpreted in three major ways by professors: First, it can be interpreted as a 

willingness to work harder in order to learn more and/or achieve higher grades. In most 

of these cases, the professor judges the student positively, reflecting the American value 

on "hard work." The second interpretation is that the student is looking for a way to 

artificially raise his or her grade; a common corollary belief is that the student has not 

worked hard enough or learned enough to "really" earn the grade. In such cases, the 

student is negatively evaluated, and is typically not allowed the extra credit. (26) 

The third interpretation is that the request is inherently unfair because the 

opportunity would not be provided for all students equally: "But then I'd have to do it for 

everyone." This is regarded by students, parents, and service providers as indexing low 

understanding of LD, which is not necessarily the case. Sometimes, student and professor 

hold different models of fairness (whether or not the professor has a strong understanding 

of LD). Student and service provider models of fairness often create analogies between 

LD and less-hidden disabilities. For example, extended time is compared to allowing a 
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person with a foot injury to complete a racecourse in whatever time is needed. The use of 

insulin is also frequently used as a comparative; Without insulin, diabetics may not be 

able to survive; without accommodations, persons with LD may not be able to "survive" 

(i.e., succeed with a tolerable level of stress) in an academic setting. 

Professorial models of fairness are more likely to reflect general cultural 

perspectives on "equal treatment." Often, an analogy is drawn to a "level playing field," a 

sports-based metaphor that invokes fairness to all participants through the creation of an 

equalized environment that contains no impediments. Students, parents, and service 

providers also use this metaphor often with the intention of highlighting the removal of 

impediments to individual students' success. However, this can backfire, especially 

because LD are "hidden" disabilities. If a professor does not agree that a specific 

impediment exists in the class, he or she may decide that providing extra credit makes the 

"field" unfair for students who do not have a diagnosed LD. Diffwences in models are 

typically not considered by people who are evaluating communications between 

professors and students (e.g., when students and service providers are reviewing an 

interaction or students are discussing such interactions with peers or parents). 

Students may also try to negotiate for an "incomplete" in a class. At UA, for a 

professor to agree, the student must hold a passing grade in the class when making the 

request. Requesting an incomplete because one has not completed past work is not seen 

as a valid request by most professors; it is often seen as characteristic behavior of a 

"troublemaker" (especially a "scam artist;" a student who is seen as trying to manipulate 

or "trick" a professor into giving more leeway than is appropriate). At Antioch, 
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incompletes are more commonly given, in part because students' workload is heavier, 

especially when co-op tasks that must be completed during academic terms are 

considered. There is no minimum standard of performance for students to be granted an 

incomplete, and professors are more likely to "give the benefit of the doubt" to a student 

if they are unsure whether or not to grant the request. (27) Some professors are willing to 

grant the request because they see it as a chance for the student to take on the 

responsibility of completing the course. Thus, the Antioch emphasis on responsibility 

helps students to negotiate with professors to extend the time for completion of a course 

beyond the end of the term. 

After a student's first term, however, incompletes are a problem at Antioch; The 

interruption that the co-op term creates in the classroom-academic process means that 

students who do not finish the class work early in the co-op term may "lose steam" and 

need to re-read materials in order to complete the work. This represents a great deal more 

work, especially if the student is trying to set up living arrangements in an unfamiliar 

city, as well as becoming established in a full-time job - usually one requiring learning 

new skills. Students who wait until they return and try to complete the class in the six 

weeks allotted for the completion of incompletes are often overwhelmed by their new 

courses, as well as by re-establishing their life on campus and completing the paper or 

project required for crediting a co-op term; many therefore fail to finish their incomplete 

courses. Many professors do not understand the tasks required of students, and interpret 

the failure to finish the work as "just another example" of the "flakiness" of Antioch 

students. Students know this and become highly finstrated and anxious as a resuh. This 
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makes task completion even harder, as emotional factors interfere with the cognitive 

processes required of them and exacerbate LD-related difficulties. 

Professors at Antioch have only recently begun to consider LD in any kind of 

systematic way. Some still tacitly reject the notion of accommodating these students' 

needs, setting up barriers to accommodation requests and advocacy more often than they 

simply reject students' requests. Other professors do, in fact, directly reject students' 

claims, in part because so many students claim to have some form of LD without being 

able to prove their claim, and in part because, like their peers at UA, few professors at 

Antioch understand LD in ways that are useful for classroom instruction or for decision

making regarding accommodations. Because of the limited number of professors, 

professors feel especially pressed for time, and, again like their peers at UA, do not see 

themselves as having as much time to focus on pedagogy and expanding their 

instructional repertoire as they would like to have. (28) 

Not all professors, of course are resistant to providing accommodations. (29) 

However, students regularly report their belief that professors who give accommodations 

for LD would "give it anyway" if another, presumably valid reason was offered. These 

include illness, family or personal crises, the need to help a friend or peer in an 

emergency situation, exhaustion, wanting to do a better job at the assignment than was 

possible in the original time allowed (especially common at Antioch), the need to attend 

an important protest march or engage in another important form of social activism, and 

others. Thus learning disabilities are simply one form of justification for altering 

students' task requirements, rather than providing a unique, legal basis for such action. 
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This accords well with the general student expectation of being treated on an 

individual basis, as does the generalized manner in which many describe their LD. The 

long-term confusion between "learning style" and "learning disability" also affects 

interactions involving disclosures of disability and difficulty. As a result, discussions that 

could be about "learning disabilities" are more often framed in terms of "difficulties," 

"problems," and "learning styles." Professors and students at Antioch are more likely 

than their peers at UA to see LD as a form of learning style rather than as a separate 

category of difficulty. While this reduces negative stigmatization, it also makes 

professors less likely to grant a request for systematic acconunodations, as opposed to 

assignment-specific adjustments. While older students are used to this situation (and 

many prefer it to being required to label themselves), it is confusing to many incoming 

students who have attended "regular" high schools and who are used to requesting and 

obtaining systematic accommodations that they themselves do not have to explain. 

It is important to keep in mind, however, that not all Antioch students come from 

this type of school. Many have been homeschooled, dropped out of high school and 

completed a GED, and / or have taken college courses instead of high school classes 

during their senior (and sometimes junior) year of high school. Additionally, many 

students have come from school districts that were poor at providing LD testing and/or 

accommodations. (30) These groups of students are not likely to have received the testing 

required to obtain legal grounding for their requests by the time they enter college, even 

if they evidence a high level of difficulty at tasks and are likely to earn scores that reflect 

the required difference between aptitude and achievement. These students typically 
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appreciate the feet that the discussion is typically framed in terms of "learning style" 

rather than "learning disability." 

Conclusion 

As professors are in a position of relative power, both in the institution and in the 

conversation, their decisions are almost always final. Exceptions do occur, such as when 

a student seeks assistance from a service provider, threatens or takes legal action, takes 

the problem to a person in a higher hierarchical position than the professor (e.g., as a 

department head), or persuades the professor to engage in fiirther negotiation. However, 

requesting task and class alterations from professors are not the only ways in which 

students diagnosed with LD cope with the various situations and tasks they encounter. 

In the two preceding chapter, I discussed students' experiences with medical 

processes such as "diagnosis of LD" and the ways in which students respond to their 

diagnosis. These responses include the formulation of framings and re-framings of one's 

personal difficulties, as well as emotional and other responses to the diagnosis itself In 

this chapter, I described professors' sources of information, which often result in vague 

or inaccurate framings of students' difficulties and the reasons for these difficulties. I also 

described processes of professor-student communication concerning LD, especially 

disclosure of LD, and how these are affected by service provider messages. In the next 

chapter, I discuss how students cope in other ways with the difficulties they face. In the 

process, I will describe ways in which they enlist the support and aid of others, including 

peers, family, friends and romantic partners, service providers, and, again, professors. 
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Endnotes to Chapter 8 

(1) Some tenured professors decide to invest time into their personal life rather than 
engaging in internal or external professional development opportunities. This is 
proportionately more common at Antioch than at UA. 

(2) This category can be compared to the category of "trolls" in medicine (Stein 1986). It 
is possible for a student to be seen as a "troublemaker" who is potentially a "good 
student" if the student breaks behavioral norms but performs well on exams. 

(3) "Brown-nosing" references a dog's subservient behavior of snifTmg another dog's 
anal region and is considered highly pejorative. 

(4) Note the distinction made between evidencing intelligence naturally and deliberately 
performing "smart" or "intelligent." 

(5) A common tactic is to simply "call on" other students to respond rather than the 
student who is considered to be a problem. 

(6) A key characteristic of students with AD is inconsistency in behavior. Thus these 
students are more likely to be marked as "bad students" because of the specific nature of 
their diagnosed disability. 

(7) Landmark College, a 2-year postsecondary program for diagnosed students, is one 
example of a postsecondary institution designed for students who have been formally 
diagnosed with any of the various LD. Students can earn an Associates Degree from 
Landmark and continue a baccalaureate degree elsewhere, transferring some or all of 
their Landmark College credits to begin the new program. In my limited experience with 
its graduates, many students have difficulty with the transition from Landmark to either 
UA or Antioch. 

(8) Students also make this claim at times; "At the same time, I think, well, maybe 
eve/^/body's got learning disabilities you know?... Like who's to say that it isn't just like 
strengths and flaws? Like there are things people are good at, and there are things people 
are bad at" (Anne, Antioch). 

(9) The term "temporarily able-bodied," or "TAB," is an extension of this: Its use is 
designed to remind those without physical disabilities of the fragility of the human body, 
to point out to them that they are "only an accident away" from being physically disabled. 

(10) Most students, whether or not they have been diagnosed with LD or have difficulties 
that could be diagnosed, have difficulty presenting such an argument, especially at UA 
where multiple choice tests rather than papers are the normal performative requirement. 
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(11) This situation sometimes seems extreme at Antioch. For example, some professors 
have recently stated in public that "there is no such thing as dyslexia" and have stated that 
they will, therefore, not provide acccnunodations based on a diagnosis of dyslexia. An 
institutional reluctance to enforce hierarchy indirectly supports such stances, although 
formally the school rejects such claims in its policies. Such public statements are not 
tolerated at UA, although a few, typically older professors still hold such views. 

(12) Almost every professor and administrator interviewed, especially those at UA, told 
me that they saw no differences in the manifestation and enactment of LX) when 
comparing people of differing sexes, genders, social races, ethnicities, and/ or 
socioeconomic classes. However, in private and off-tape, some described differences they 
had noticed (without specifically pointing out that they had re-thought the question or 
their answer), and all students interviewed noted differences based on these kinds of 
social statuses and roles. I believe that the professors were trying, in the formal 
interviews in which their words were recorded for possible quoting, to put their best foot 
forward and present themselves as seeing and treating all their students as equals. This 
would reflect dominant American cultural values as well as the "liberal" perspective 
expected of most college professors. 

(13) Students with AD have a higher-than-average tendency to interrupt others and/or 
appear as if they are not listening. Professors and others who do not attach such 
meanings to the behaviors these students exhibit are more likely to have productive and 
informative conversations with them. They are also more likely to win long-term loyalty 
from these and other students. Such loyalty is typically reflected in students' behaviors; 
They work harder, longer, and more carefijlly for professors they like and respect. 

(14) Contract allowances mean that some professors have very little contact with 
undergraduates during their first year of teaching. It typically takes one flill academic 
year for professors to gain enough experience with undergraduates for their peer 
socialization to be fully effective. 

(15) Students thereby socially mark themselves as "LD" by their actions, which is 
contradictory to the general policy of confidentiality concerning disabilities. 

(16) This has become such a powerful linguistic marker for indicating that one has a 
diagnosed LD that even students who are in CeDRR but not SALT commonly identify 
themselves as enrolled in SALT when requesting accommodations, if they do not want to 
explain themselves to professors. 

(17) "Opacity problem" refers to a difficulty in seeing topic X as related to topic Y, when 
both are very closely related. It metaphorically refers to an opaque wall being located 
between two concepts where a pane of clear glass should exist. 
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(18) Recent competition between professors and departments over the relative "rigor" of 
classes has intensified the workload students face, both in quantity of work assigned and 
in the level of the reading material assigned. 

(19) Negative stigmatization of LD is mostly salient only for first-year students and 
isolated students who do not realize and / or understand the relative safety of the 
discursive space at Antioch. Indeed, within the student culture of Antioch, "having a LD" 
holds positive stigma in many cases. It is believed to connote a state of "belonging" in the 
student community, which is strongly identified as a community different fi'om 
"mainstream" education and as a place in which students learn differently. 

(20) It is common for Antioch students with few academic diflficulties to request early 
reading lists or suggestions, as well. 

(21) In the U.S., poor spelling skills and use of non-formal grammar in written work are 
believed to index stupidity. Professors are thus generally socialized to make this 
association, which is intensified by the culture of postsecondary education. When 
requests are presented in writing (including email), such errors often reduce the 
likelihood that students will obtain their goal, in part because the negative connotation is 
read as indicating that the student is not suited for a college education. Indeed, I have 
seen professors actively mock student errors in situations that primarily, but not 
exclusively, involved other professors. Students and many professors who witness such 
behavior evidence extreme discomfort. However, I have almost never seen anyone try to 
stop these speech acts. 

(22) Students at UA typically do not try to negotiate for such allowances, although they 
sometimes do if classes are small. More often, they sit in the back of classes and behave 
in whatever manner they must. Since UA has larger class sizes, and since students are 
more likely to talk between themselves, write letters during class, enter late or leave early 
than their Antioch peers, their decision not to discuss their behavior with the professor is 
usually simply interpreted as rudeness. 

(23) In fact, there is resistance to the creation of such a form at all levels of the school. In 
many ways, the creation of a bureaucracy for disability services that the use of a form 
represents is anathema to the mission and philosophy of Antioch. 

(24) These are assignments that are completed in addition to those that are required and 
are completed so the student can receive additional points and/or evidence additional 
learning. Sometimes they are optional and all students can complete them; at other times 
they are individually designed. They are rare at Antioch, but not unusual at UA. 



385 

(25) This is seen in other arenas as well; for example, it is culturally acceptable for 
females to ask for directions when lost than for mdes to do so. This has cultural and 
logistical consequences for males whose learning disabilities involve difficulty with 
direction or spatial orientation. 

(26) Professors may also refuse extra credit assignments because they do not believe they 
have enough time to grade them. While students often perceive this as unfair, it may be a 
valid reason, especially if the professor has unusual responsibilities (e.g., is a department 
head) or teaches large classes. 

(27) Adjuncts, even those who are regularly hired, are not allowed to give a student an 
incomplete. 

(28) The number of professors is high due to high turnover, limited fimds, and the small 
size of the student body. 

(29) Because professors at both schools are hesitant to publicly state a disbelief in LD, an 
exact percentage is impossible to obtain. My claim is based on individual private 
conversations and on discussions I have had with professors and students who have 
clearly and immediately described interactions they have had with others. In order for me 
to consider these reports valid, they must come from three people, at least one being a 
professor and at least one being a student. It is important to keep in mind that I have had 
extensive conversations with a very high number of professors and students. 

(30) A GED, or General Educational Development High School Equivalency Diploma 
Test, is an alternative to a high school degree. On or before their sixteenth birthday, 
people can take a standardized group-administered test covering many of the topics 
covered in high school classes. If they pass the test, they are given the degree, which is 
bureaucratically equivalent to a high school diploma. The larger society sees this as a 
"lower degree" than a high school diploma, although technically it is not. Many students 
at Antioch do not see it in this way, in part because so many of them have opted to take 
the GED to "get out of the last years of high schools they hated. 
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Chapter 9 
Performing Solo and with the Chorus: 

Coping Strategies and Tactics 

A/^ idiot can face a crisis - it is this day-to-day living that wears you out. 
- Anton Chekhov 

Social labels - such as the diagnostic label "LD" - mark individuals as different, 

in this case as having chronic difficulties that others do not. Being formally labeled in a 

socioculturally acceptable way legally and socially exempts the person from some or all 

"normal" expectations (e.g., through the provision of "reasonable accommodations"). 

The labeled person is expected to fulfill an alternative social role, usually termed the 

"sick role," in which one is relieved of responsibilities, entitled to extra assistance, and 

(potentially) pitiable (Parsons 1951). The sick role can also lead to increased social 

respect. Such respect is gained if the person is seen as adhering to strongly-held cultural 

values such as "working hard," and as persevering and achieving in the face of greater-

than-average difficulty. In this chapter, I describe ways in which students diagnosed with 

LD cope and do not cope with difficulties they face in school and in the workplace and 

how they involve other people when doing so. 

Because their diagnosed disabilities are often situationally hidden and / or "hide-

able," students have some choice in whether or not they will display evidence of their 

diagnosed LD to others and whether or not they will lay claim to the "sick role" in a 

given context. I first present an overview of performance and the sick role in relation to 

LD, before moving on to discuss coping strategies and tactics. 
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Performance and the Sick Role 

The word "performance," in U.S. lay society, has the connotation of an action 

being somehow false, mindfully staged in order to manage the impressions and beliefs of 

others. Its definition in anthropology, however, is somewhat different. Performance, in 

anthropological studies, is a communicative event that includes not only the enactment of 

intentional behaviors displayed for the benefit of others, but also of behaviors more 

generally. "Performance" can also refer to non-action; a person may refi"ain from taking 

an expected or predictable action. Such abstentions can carry powerful cultural meanings 

when they violate sociocultural "rules." Garfinkel (1967) claims that such rules are 

enacted without reflection because they are highly normalized. When they are broken, 

they are brought into consciousness; the strength of the social responses to a rule's being 

broken indicate the sociocultural importance of that particular rule. Students with LD 

must face such responses often, as their performances on tasks often violate expectations 

and break sociocultural rules. 

Because of these differences in how they interact with the world, individuals 

labeled LD do not view U.S. culture in the same ways as their non-disabled peers. U.S. 

culture is reading-intensive; it is a high-stimulation, rapid-paced environment that 

periodically requires waiting in lines and trafRc jams. People who have difficulty with 

reading, waiting, maintaining focus on individual stimuli, multitasking, selecting 

appropriate stimuli or information from a complex field, or sitting or standing still face 

problems that others in the culture do not. They must learn to manipulate the world in 

different ways and become adept and creative problem-solvers who can develop and 



388 

implement heuristics, algorithms, strategies, and systems of tasks analysis that are 

different from others in U.S. society. People with LD must be more flexible than their 

peers in problem-solving: Those who are unable to do so often have difficulty in fully 

integrating into society. Since their problems are "hidden," social others do not know how 

to help the or even realize that they need help with culturally-common tasks. 

People with LD often behave in ways that lead other people to consider them 

"different." Many interviewees and other students reported that their friends thought of 

them as "weird" or "ditsy," yet likable. Those who do not or cannot develop alternative 

coping skills live in a world that is very different from that of others in the culture. For 

example, they often have less information than their peers, and they say they are often 

made to feel "stupid" by others in their world. 

Communications Problems and Copins 

Performance is not just action in the world or a way to develop, protect and 

display identity. It is also an act of communication that can impart useful information, 

misdirect the recipient, or obscure information entirely. Students must perform in 

classroom environments in order to stay in school; they are not usually required to 

participate in one-to-one communication and negotiation with professors. Overall, 

students with LD have more difficulty communicating and negotiating with professors in 

one-to-one situations than do their non-disabled peers. Communication breakdowns and 

impede education, cause frustration, lead to both correct and mistaken beliefs about LD, 

and cause some professors to be more popular choices than others. (1) People with LD 

have a variety of difficuhies in communication that affect their interactions with others. 
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including difficulties with time management. Many students (notably those with the most 

conmion forms of dyslexia) have auditory processing difficulties that make it extremely 

difficult for them to differentiate between similar sounds. (2) 

Difficulties in auditory reception and processing of information become 

especially problematic when new jargon or proper names are being used in the discussion 

or lecture, and when the professor speaks rapidly, does not clearly articulate, or eats 

while speaking to the student. Some students compensate for these problems by learning 

to lip-read (sometimes unconsciously). These students sometimes have difficulty in 

understanding professors who &ce away from the student when speaking, or who have 

facial hair that obscures their mouths. 

Memory difficulties also interfere with communication. Students with AD and 

memory problems have more difficulty with word and fact recall than their non-AD 

peers. Their speech has more (and longer) hesitations, pauses, self-interruptions, and self-

corrections than their non-AD peers. This has the effect of making them appear uncertain 

or "incoherent," which is sometimes interpreted by professors as indicating low 

intelligence. These students also tend to "go off on tangents" more than their non-AD 

peers, losing conversational coherence to the point where they "lose their place" and 

forget what topic they were addressing. Professors and employers also typically react 

negatively to such speech patterns, as do many other people in settings within the U.S. 

where coherence is considered to be crucial in conversation. 

Coherence is especially important in conversations between people of different 

power levels because, in the U.S., speech is believed to reflect cognition and other 
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processes of the mind (Linde 1993, Chafe 1990). Narrative is believed to be iconic, and 

to represent something that naturally exists in the world, rather than been seen as a 

process that organizes one's sense of the world and is created by words (Becker 1979). 

Disordered speech is therefore believed to indicate a disordered mind, while college and 

university studies are assumed to require an ordered mind. Thus the legitimacy of a 

person's status as a student may be called into question if that person's speech lacks the 

expected forms of coherence (e.g., if it is not temporally-organized and goal-directed). 

When the student's status is called into question, professors are less likely to grant 

extensions for non-completed work or to change their teaching techniques, in part 

because the requests are read as indexing an inability to perform the work "fairly." 

Professors may also react defensively to such requests, if they understand the request as 

an attempt to manipulate them or as an attack on their teaching. Similarly, employers may 

become defensive and even reprimand an employee if they think the individual is trying 

to avoid work or to "slack off." 

Students with AD who have memory difficulties, especially those with a 

concurrent diagnosis of "obsessive-compulsive disorder" (or characteristics of this 

condition) sometimes need to rehearse information during conversations before they can 

add new information to the end. Some professors, service providers, and employers do 

not mind this; other find it tedious. Still others believe that it reflects a disorganized 

mind, calling into question the legitimacy of the individual's claim to student status. 

Students who have problems related to writing or organization (e.g., dysgraphia, 

AD) along with memory difficulties or "slow processing speed" have a different type of 
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communication problem. (3) Some students with this combination of LD write or draw in 

order to help them remember important pieces of information and/or to "keep their place" 

in the conversation, but are discomfited by having significant others see the ways in 

which they do so. Others are embarrassed about their spelling or draw diagrams that are 

so self-specific that they feel uncomfortable about how others view them. (4) These 

students may therefore refi-ain fi-om writing and/or drawing and thereby lose information 

or conversational coherence. 

Professors and employers who encourage students to write and do not judge (or 

notice) the specific ways in which students do so tend to have more coherent and 

productive conversations with these students than do professors who look at what 

students write and comment correctively on what they see in the notes. Once a professor 

has established a firm rapport with a student, however, correction of information in notes 

or flow in diagrams typically becomes acceptable. 

Because of the directive nature of employer-employee relationships, students 

diagnosed with LD typically are more willing to be corrected by employers when writing 

than by professors. In the case of academics, students consider joint work with and 

correction of notes to be especially helpful if the professor occasionally makes comments 

that indicate spelling is relatively unimportant (e.g., "It doesn't matter how you spell it 

since it's just for your reference) except in the case of spelling new terms or proper 

names that a student might want to look up in reference materials or add to a 

spellchecker. Students with a wide variety of LD (including AD, dyslexia, dysgraphia, 

dyscalculia, etc.) have difficulty in understanding and implementing information that is 
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linearly ordered (i.e., they have difficulty with "linear processing"). These students find it 

especially helpful when employers or trusted professors help them correctly write and 

diagram information, or check their copied material for accuracy. Some students, 

however, are so embarrassed by their poor spelling or letter formation that they will not 

write in front of others or give handwritten notes or work to them until an especially high 

degree of trust has been achieved. 

Students who have difficulty maintaining attention without moving their body 

may also be negatively evaluated during conversations. U.S. norms for conversation 

(including those that are explicitly taught in classes and workshops that teach "active" 

listening) require that people make and maintain direct eye contact and sit still in order to 

indicate that they are being attentive to their co-conversant. Students who are unable to 

do so may be interpreted as being inattentive and disrespectful; this also interferes with 

their success in conversations and negotiations. 

Some students self-medicate with nicotine in order to pay attention (typically by 

smoking, but the effect is stronger if the student chews tobacco). In professors' oflfices, 

smoking is typically forbidden, as they are located in public buildings to which anti-

smoking laws apply. Students can become especially "fidgety" in these cases if they 

begin to undergo initial sensations of nicotine withdrawal. Professors who hold 

alternative office hours in other locations (e.g., coffee houses) often find that many of 

these students attend these "ofT-base" office hours rather than those that are held in the 

more formal, "smoke-free" environment. (5) Some students relieve their need for activity 

by gesturing while they speak or "playing" with objects. This is culturally acceptable. 



393 

especially if the gestures are controlled and office-related objects (e.g., paperclips or 

pencils) or smaller items of jewelry are the items. At Antioch, playing with toys (such as 

"slinky" spring toys) or other items a student brings to the meeting is also acceptable. (6) 

Many professionals in the field of LD, especially counselors and psychologists, 

point out the problems many people with LD have in reading nonverbal socioemotional 

cues. These students have difficulty in interpreting affective information, especially that 

which is not conveyed by volume, but is instead communicated through tone, facial 

expression, and prosody. They often misinterpret the indirect meanings that are conveyed 

in these ways and through metaphor and analogy. Professors and employers who 

conmiunicate directly and check their students' understanding at the end of conversations 

(or after major points within the conversation) often find that these students understand 

the communication more clearly and remember key points better, especially as the 

students become increasingly familiar with the professor or employer's personal style. 

Students' difficulty in reading nonverbal clues is especially evident when their co-

conversant attempts to close the meeting. Cues for this are sometimes subtle, e.g., a 

change in affect is displayed or the professor looks away. Other, more obvious cues that 

fall short of being a directly stated closing may not be interpreted as a closing by 

students, notably those labeled AD. Since they themselves abruptly change topic, they 

tend not to notice when others do; they may unreflectively assume the conversation has 

simply changed direction. Students who miss such cues are sometimes seen as "rude," 

taking up more of the professor or employer's time than they are allotted. These students 

appreciate co-conversants whose cues are clear. This is interpreted as indicating that the 
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person is straight-forward, helpful, and trustworthy. Students tend to disclose more 

information about themselves and how they learn to these people and, in the case of 

academics, to prioritize the class itself over classes in which they do not have this type of 

relationship with the professor. 

Students engaged in conversations in which there is a power differential may 

display inappropriate emotional cues themselves, such as raising the volume of their 

voices when they are nervous (rather than angry), laughing at times typically considered 

inappropriate, or raising the pitch of their voices in a way that is interpreted as "whining" 

(rather than as reflecting anxiety, which is more often the case). Many students with LD 

(especially those with AD, or who also have high anxiety or mania) have especially high 

affect: They emote. Many describe this characteristic as "being easy to read:" "People 

always know how I'm feeling." "I can't hide my feelings." Those 

who display signs of a more "hyperactive" type of AD also emote more energy and are 

very physically active during conversations. Some people read this performance as 

simply that of a highly-active person, while others respond more negatively. 

Professors often assume that students who arrange a first meeting only after an 

assignment is evaluated are angry or upset. They typically expect the student to argue for 

a raise in grade. This assumption is especially likely if the professor believes that the 

student's performance is generally inadequate or below the student's ability level, or 

(especially at Antioch) if the professor is relatively new to the campus environment (e.g., 

an adjunct instructor). Many students are anxious about speaking with professors (and 
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employers), especially if they believe they are going to be negatively judged; their 

resultant behaviors are sometimes interpreted as reflecting anger rather than anxiety. 

The belief that a student is angry, upset, and / or seeking a grade change interferes 

with the conversation's framing. This makes it more likely that the professor will take an 

inappropriately defensive position. Students sometimes see negative evaluations of task 

performance as these as a cue to disclose and discuss their LD and to seek extra help. 

Thus a professor's assumption that a student is a "bad student" or "troublemaker" can 

directly interfere with a student's attempt to be a "good student." If the professor is 

sufficiently defensive or reactionary, the student may assume that the professor is simply 

unhelpful. This not only makes it less likely that the student will try to communicate with 

the professor later, but also can decrease the professor's popularity with students with LD 

(and with students more generally). In a small college such as Antioch, this can lead to a 

sharply declining enrollment in the professor's classes and a smaller group of advisees. 

Students often write notes and compose email messages to professors as an 

alternative mode of communication, frequently with the help of others. Some students, in 

fact, prefer email, as it is conducive to a level of informality they find appealing, and 

allows them to take their time in composing a direct, clear, coherent message. (7) 

In-Classroom Tasks 

In-classroom communications can also be problematic. This is especially difficult 

for students at Antioch, who are expected to participate classroom discussions on an 

almost daily basis. (Students at UA are better able to "hide," especially in lecture-format 

classes.) Many students diagnosed with LD (especially, but not exclusively, those 
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diagnosed with AD) report that when they try to speak in class, they are misunderstood or 

not understood at all. Some report that after they have finished speaking (or trailed ofif in 

the middle), there is silence in the classroom, indicating that no one has understood the 

relevance of the points they were making. Students who have low resilience or 

persistence often simply stop speaking in these situations, potentially lowering their grade 

or the quality of their narrative evaluation. 

Some students ask peers to provide advice or direction in such situations. Others 

look to firiends' reactions to their in-class speech to evaluate the relative success of the 

communication. Students who have difficulty with non-verbal or indirect communication 

and who have especially high perseverance may continue to speak in class in such 

situations. Professors at Antioch are often hesitant to speak with students whose 

classroom speech is problematic, in part because of the cultural emphasis on not directing 

students' learning. TAs at Antioch are given specific techniques to use with students 

whose classroom participation is considered problematic; professors who seek advice 

from service providers are given similar techniques. The most conmion suggestion given 

is to speak to the student directly about the situation in a private venue to avoid 

embarrassing the student. In some cases, service providers also work with these students 

to help them learn how to explain their difficulties with communications. 

Students with AD (and other forms of LD) are sometimes described as "web 

thinkers:" The metaphor implies that ideas are linked with one another in a non-linear 

fashion, and that multiple ideas are activated simultaneously. These students report that 

ideas "flash" into their minds, often simultaneously. Many experience a moment of 
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disconnection from the conversation while the ideas "flood" their thinking. As many 

students with AD have difficulty restraining their impulses, they often "blurt out" 

answers to questions or suddenly make a point without highlighting connections to what 

has previously been said. Indeed, sometimes they cannot clearly articulate what the 

connection was. In such cases, these students are seen as being low in coherence or as not 

paying attention. This situation is frustrating to students who have been paying attention 

(which is why they thought of their comment) and are trying to be "good students" by 

participating in the conversation, rather than being "disruptive troublemakers." (8) 

Students diagnosed with LD have difficulty with non-communication tasks. For 

example, they are expected to pay attention to class and provide visual evidence that they 

are doing so. Reading newspapers or other literature in class, playing with personal items 

such as large pieces of jewelry or balls, and moving about "excessively" are interpreted 

as rude behaviors that indicate a lack of attention. (9) Students who regularly participate 

in such behaviors are typically considered to be "troublemakers." (10) Professors 

consider such behaviors to be disruptive to other students' (and their own) attention as 

well as indicating a presumed lack of interest. 

Some students, however, need to participate in such activities in order to pay 

attention. Students today are more comfortable with multitasking (i.e., performing 

multiple tasks simultaneously) than are most professors and employers. Students 

diagnosed as having AD often report that they are better able to attend when they 

simultaneously process multiple information streams. 
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Passing notes was never a way for me to be like rebellious or for me to be 
a jerk. It was always a way for me to be able to comment on what was 
going on somewhere so I could pay attention to what was going on in front 
of me. I feel like there are two levels of my brain and - like video games 
does this with me too. Like, I can just sit and play video games for hours, 
and it's not that Tm thinking about the video game. It's that this part of 
my brain back here is playing this stupid game and keeping itself 
entertained. But it's so the front part of my brain doesn't have to entertain 
the back part and it can just fricking chill out for a little bit and not make 
me nuts. Otherwise it's just too much. It screams inside my brain, like it 
echoes. (KC, Antioch) 

Similarly, some students listen better when their visual attention is engaged in staring out 

the window or looking at pictures or when their kinesthetic attention is engaged in 

movement. These students interpret their behavior as meaning that they are, in fact, 

"good students" who are working hard to learn and pay attention despite their having 

greater difficulty in doing so (as compared to their peers). 

Production-Related Tasks 

Students must also perform tasks outside the classroom; though the work for these 

is largely hidden from professors' view, the student must usually produce a recognizable 

product. Reading is a foundational task for most production-oriented assignments. 

Professors expect students to read in preparation for classroom discussions as well. 

Reading requirements vary greatly between the two schools. 

At Antioch, reading requirements of classes can be as high as almost 3000 

assigned pages per class. (Some classes also require up to SO pages per term in papers 

and take-home mid-terms plus weekly 1-2 page reflection papers.) Reading assignments 

are typically drawn from textbooks and journal articles in the physical and biological 

sciences and from books and journal articles in the social sciences and humanities. Many 
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assigned readings (including those of lOO-level classes) test as requiring grade 17 or 

higher reading comprehension, according to the Fry's Graph for Estimating Readability 

(in Gipe 1991). 

Students at Antioch typically try to balance their classes so that no more than 

three have such intensive reading assignments. If this is not possible, they are more likely 

to prioritize their classes and try to complete all the reading in the classes in which they 

consider the reading to be most important than to try to do some reading for each class. 

Some students ask professors to help them prioritize their readings so they begin with the 

most important pieces. Others decide not to read for classes in which they see the 

professor as "telling us what the readings said" because they consider it a reduplication of 

effort. Still others simply "read what they can" or give up reading entirely except for 

reading that is specifically necessary for the production of papers and other assignments. 

Reading is a primary concern for students at Antioch; the Academic Support Center 

(ASC) has worked with an increasing number of students each term who come to request 

help with managing their reading assignments. (11) 

Students at UA have fewer reading assignments; these are likely to be assigned at 

the grade level of the class. (12) Textbooks are the most common type of material, 

especially for the first two years of a student's education. Students at UA are more likely 

than their peers at Antioch to simply avoid reading that is too difficult; this is most 

common in lower-level lecture-format classes. Students in these classes often use their 

textbooks more as a reference guide for creating study aids for tests, such as flash cards, 

than as a resource to be read. 
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At both schools, "texts on tape" are available for students with appropriate 

documentation. These are often obtained through a service called "Reading for the Blind 

and Dyslexic" (RFBD), a volunteer-based service that provides diagnosed students with a 

specific number of audiotaped texts free of charge. Some public and institutional libraries 

and some publishers also have tapes available; these collections are often limited. 

RFBD was originally designed to make books for blind and dyslexic students at a 

time when the number of people diagnosed with dyslexia was relatively small. Qualified 

members (schools or individuals) could have tapes specifically made for them in cases 

where RFBD did not already have a master copy of a given book. The member was (and 

still is) required to provide RFBD with two copies of the book. Tapes were typically 

created in a timely fashion (4-6 weeks), and were sent to the school along with the 

original books. However, students with generalized LD and with the various forms of AD 

are now also eligible for this service. The burgeoning number of eligible students has 

overburdened the program. Recently, Antioch received copies of audiotapes made of 

books that were sent to them two terms previously; not all the books were returned. Such 

problems with timeliness of service are seen nation-wide (e.g., Piscitelli 2001). 

Students at UA are more likely to be able to get texts on audiotape. Because the 

books are often textbooks used by students nation-wide, they are more likely to be in 

RFBD's library. The library is less likely to have tapes available for books used at 

Antioch, as these are more likely to be newer books that have not yet been requested 

from RFBD or are books that are not commonly used across the nation. An additional 

problem at Antioch is that many of the reading assignments are journal articles; RFBD 
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will not make recordings of such materials due to copyright laws. The ASC makes some 

tapes in-house for students; in other cases, computer screen readers are used. These 

practices are becoming more common in the U.S., especially at smaller schools 

(Hohenwarter 2002). However, because all these alternative formats for reading material 

require advance consideration and effort, some students choose not to request or use such 

materials. Students are more likely to request such materials at UA than at Antioch, as 

professors at Antioch are less likely to have syllabi and reading lists prepared in advance 

of the first day of class, due to the differing requirements at the two schools. 

Essay organization is also problematic for students with LD, especially those who 

have more generalized organizational difficulties. Students who produce writing with too 

many personal stories, "tangents," or missing connections are often considered to be 

either "incoherent" or "lazy" (e.g., because they have not "proofread" their work). At 

UA, templates for writing are frequently given to students, as an integral part of the 

assignment; these can be used to structure papers. Students often find the use of these 

"boring" and restrictive, but adhere to the model in order to receive higher grades. Many 

work with tutors to improve the coherence and flow of their papers. Thus they are often 

taken through the process in a step-by-step way that enables them to follow the pattern. 

At Antioch, topics are typically more multifaceted and self-selected; templates are 

sometimes given for "take-home essay exams," but these are not as highly structured as 

those given at UA. Personal stories are more likely to be welcomed in written work at 

Antioch (and may be encouraged as indicating application of theory and information to 

one's personal life), and tangential information is more likely to be accepted. Students 
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who produce work that is considered unacceptable are typically asked to rewrite the 

paper, they may be instructed to seek help from the Academic Support Center (or from 

me specifically). In some classes, one unacceptable paper is sufficient for a student to be 

given a "no credit" for the course. 

Students may also simply not hand in their assigimients on time or may not hand 

them in at all. This is most common for in the cases of students with AD and students 

with LD who experience debilitating anxiety, panic attacks, or severe depression when 

they have to write or otherwise perform. Professors (and many students) see this as a 

failure to follow through on a commitment and interpret this as the performance of a "bad 

student." This is especially true when the assignment in question has been negotiated in 

some way, i.e., the professor has agreed to alter the assignment to tailor it to the student's 

needs. Professors are often skeptical about students' excuses; indeed, there are jokes in 

the larger U.S. culture about how many times the same grandmother can die and how 

many papers a dog or computer can "eat." A student who presents a series of excuses but 

no papers loses credibility and is less likely to be able to negotiate in the future. 

Students are aware of this. At UA, they are likely to give up trying and start over 

again with another professor. Students at UA assume that professors have little contact 

with each other and will not pass along information about students. They therefore 

assume they are "starting fresh" with the new professors, even if both are in the same 

department. At Antioch, where professors are "one-person departments," students assume 

high communication between professors and a high level of public knowledge is 
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available about any given person. Students are more likely to continue trying to work 

with the professor in question and ask for a series of extensions. 

Sometimes, however, students consciously choose not to turn in an assignment, 

typically either to temporarily lighten a workload or to make time for more social 

activities. At UA, students are often given "grading breakdowns:" They know, for 

example, that the third assignment is only worth 10% of their grade. Some students 

decide not to turn in assignments if they believe their final grade will be sufficiently high 

if they receive a score of zero for 10% of their total grade. 

Students at Antioch do not have this cushion. In an increasing number of classes, 

students can fail a class for failing to turn in one assignment or for turning in an 

assigmnent late. In such cases, students whose self-efficacy and resilience are high often 

try to negotiate for extended time before or after the due date of such assignments. 

Professors are typically reluctant to grant such extensions; students who have made this 

communication effort sometimes turn the work in according to their own schedule, 

hoping the professor will accept the late work. If not, the student may label the professor 

"unreasonable." If the work is of sufficiently high quality, professors often do accept 

such work, although they may chastise the student for turning in work late. If not, many 

of these students will try to attend class despite the promised "no credit," reasoning that 

they are interested in learning about the subject matter and that "I'm not here for the 

grades anyway." Conversely, many students whose perseverance, self-efFicacy, and / or 

resilience are low and who know they will be turning in work late sometimes abandon the 

class completely, reasoning that they have "already failed." 
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Professors also note students' their performances on specific sub-tasks, especially 

those involving written work such as essays and papers. Spelling and organization are 

most commonly noted. Spelling difficulties are associated with many LD, sometimes 

because the LD directly impacts the disability (as in the case of dyslexia, dysgraphia, and 

AD), and sometimes because the student's pre-college education did not adequately 

instruct them in spelling. Certain spelling errors are tacitly believed to index below-

average intelligence; many of these involve the spelling of proper names or 

grammatically incorrect choices of homonyms (e.g., "their"/ "they're"). 

Professors assume that students can copy names from textbooks if they do not 

know the spelling. They also assume that a student who copies a spelling will remember 

the spelling. However, certain constellations of LD-related difficulties make these 

assumptions untrue. For example, a student who has dyslexia and short-term memory 

problems may have too much trouble tracking and copying for the process to be useful. 

The spelling of students with dyslexia may vary from use to use within the same piece of 

writing, reflecting their inability to maintain consistent visual images of written words. 

Many professors do not realize that some students have such severe LD-related 

difficulties that they cannot use a computerized spellchecker (because they cannot 

distinguish between code strings well, do not spell well enough for the software program 

to identify the desired word, and / or cannot form a mental image of the word). Professors 

assume that students who use computers for in-class written work will produce work free 

of spelling errors, with the possible exception of "advanced" vocabulary not included in 
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the spellchecker's programming. (13) Spelling and grammar errors are assumed to be due 

to "laziness" or "stupidity" in such cases, and the student is negatively evaluated. 

Students at both schools who have spelling difficulties are typically frustrated 

when professors focus on correcting spelling or grammar, especially if the professor 

gives few substantive comments on the ideas presented in the writing. Students who 

cannot learn to spell often interpret this focus as indicating that the professor "doesn't 

care" what they have to say, and may believe that the task was assigned as "busy work" 

rather than as a useful assignment. (14) 

Tests are a common task at UA; these are more often in-class assignments than 

take-home assignments. A testing center is available for students with appropriate 

diagnostic results and is a very common accommodation. Students are responsible for 

signing up for these services in a timely manner. Most commonly, students are granted 

extended time and a quiet space in which to take the test. Students may also be able to 

have a reader read the test to them or a scribe write down their answers. Calculators may 

also be granted as a test accommodation. At Antioch, tests are more often take-home in 

format; students often negotiate arrangements for additional time with professors directly. 

In some cases, students are confronted with in-class tests in subjects they did not expect 

to take tests when they first enrolled. In such cases, students usually do not think to ask 

for accommodations until they have failed one or more tests or have left a test in tears. 

As mentioned above, qualified students sometimes decide not to use alternative 

rooms for testing in order to be sure they get the same information about the test as their 

class peers. Many UA students also refuse testing accommodations for the first test in 
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order to see if they can succeed without using the "crutch." They therefore request testing 

accommodations only alter doing poorly on an initial test (or other assignment). 

Professors often interpret this as "only asking after they do poorly" and accord the 

request less legitimacy. Although they comply with the legally-supported expectation, 

their overall evaluation of students with LD is likely to lessen. They often see these 

students as "poor planners," or as students who only want help when they discover they 

cannot succeed in the "regular'' situation. These professors do not see the act (as the 

student does) as a positively-oriented attempt to "challenge oneself" Rather, they see it 

as a failure on the student's part, and negatively stigmatize the student (and, potentially, 

all students with LD) as a result. Students typically do not explain their decision to the 

professor before the first test. Those who do fare better in negotiation: Understanding the 

positive impetus of the decision, the professor typically attaches no stigma to a 

subsequent request for accommodations, or attaches positive stigma to the student as one 

who "works hard" and "challenges herself in order to learn." 

"Cheating" and Other Alternative Processes 

Culturally valued processes for task completion are also affected by various forms 

of LD. In some cases, students are able to complete a task or to learn information, but not 

in the manner professors expect and approve. Students with AD complain of this problem 

more often than students with other forms of LD, as their difficulties with organization 

and linear processing make it difRcult for them to complete some school-related tasks 

according to the required process. 
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[I]t can be a good paper but not what she wants. Like she could have want 
you to have written about something else and you'll just have to do it 
again. So, and it might as well have been a bad paper. (DK, Antioch) 

If I look back at my education.. .It's like someone saying,"... You have to 
get to that chair that's across the room.",... That's the object... .Once you 
achieve that chair, once you get there and you're sitting on it, then 
you've... passed. You know the knowledge, you understand the 
information, and...you get it.But you have to roller skate over there, and 
I'm like,..."I don't roller skate. I can snowboard I can hopscotch. I can 
walk across on my hands and get there, but I can't roller skate. Because 
roller skating is... not my thing, like it just isn't, for whatever reason... .1 
can get there. In fact, let me show you something; I'm going to do a 
cartwheel. I'm already there... But they're saying uh-uh. See, the object of 
the game is not that you know it. The object of the game is that you went 
through it in my process... .This is like your initiation. If you can do it this 
way like everybody else had to do it [you have succeeded]... I've had 
teachers.. .revolutionize the way that I thought... .They let me learn it how 
I was going to learn it. And I blew their mind. We painted the chair, 
constructed it from head to toe. (LW, Antioch) 

The current emphasis within most U.S. colleges on tests, writing, notetaking, and single-

tasking mitigates against the success of students who learn better through service 

learning, multitasking, and experiential learning. It also stigmatizes the use of certain 

educational tools, such as the use of manipulables in higher-level math learning. (IS) 

Many students with LD work with other people in order to get their work done. At 

UA, institutionally-sanctioned tutors are provided through a variety of free and for-fee 

programs; private-sector tutoring and test review services are available, and professional 

paperwriters are easily located. Students also turn to members of their educational 

management groups for support. These typically include service providers such as 

counselors and advisors, parents (who, with the advent of email and fax machines, may 

help students or do the work for them from far away), peers, girlfriends and boyfriends 

(notably girlfriends), and professionals who are regularly hired (such as paperwriters). 
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Students with LD at Antioch do not have as many resources. Many cannot turn to 

their families for support, and there are no support services locally available outside the 

school. Students thus use ui-school resources and frequently form partnerships with peers 

(often first established in the ASC) in which tasks are shared. For example, students may 

each read some of a class's assigned readings and then discuss the readings together 

before class. This makes the reading load manageable and has the added benefit of 

facilitating verbal rehearsal of the material before class discussion. Students may also 

"team up" for writing assignments, especially during the research phase, when spelling, 

alphabetizing, and typing skills are least crucial. Non-academic skills may be "swapped'' 

as well; A student make cook dinner for a peer who is proofreading a paper for grammar 

and spelling errors. In a few cases, entire tasks are exchanged; A student with reading 

difficulties may ask a fast reader to summarize a class's readings verbally, and then input 

dictated text for the reader. 

When students use alternative processes (e.g., co-writing papers with classmates), 

they may be accused of cheating by their peers. (16) "Cheating," in an academic context, 

typically means that one is illicitly passing someone else's work off as one's own, 

bringing answers into a test, taking answers from another student during a test, or in some 

way having one's grade raised without performing at an appropriate level for the grade / 

crediting. Students who are caught cheating are subject to sanctions, up to and including 

expulsion from the school. Some students and professors also see accommodations as a 

form of cheating because the conditions under which students are tested or otherwise 

perform differ from those of their non-LD peers. A very few students with LD also see 
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accommodations as providing them with unfair opportunities, notably students with a 

tendency to refuse help in other forms as well and / or students who deny that they have 

LD despite being diagnosed at some point in their lives. 

Individuals who try to convince skeptics that accommodations are not culturally-

approved modes of cheating usually use metaphors involving sports or culturally-

accepted chronic illnesses, as described above. The use of these culturally-approved 

metaphors is intended to invoke sympathy rather than logical accord. Listeners typically 

do not respond by describing points of poor analogical reasoning. They simply stop 

objecting, though their opinion usually does not change on the basis of these appeals. 

Students with LD who use alternative methods to leam do not see themselves as 

cheating if they are in fact learning the material (as opposed to simply having someone 

else do their work, which they do acknowledge as "cheating"). In the eyes of many of 

these students, they are being confronted by impossible requirements in an intransigent, 

unwieldy system. To survive and maintain a non-negative view of themselves, they 

persuade others to help them, collaborate with other students, leam ways to engage in 

classroom discussions without necessarily having read the material, and use other 

alternative means of learning. 

The methods they use do not make them immoral or unethical people, in their 

eyes. Rather, these methods are described as a form of creative problem-solving or as a 

survival skill. Some say that they hold "ahemative moralities," as compared to 

mainstream ideations; Getting "too much" help is appropriate if one is given an 

impossible task and no negotiation is possible, for example. Some students take pride in 



410 

having gained the skill to "manipulate" others, i.e., to persuade them to do work or 

provide assistance without realizing they have been persuaded to change their original 

position (or at least without being bothered by it). The trick, on interviewee told me 

outside the interview, is to leam the rules well enough to understand how they can be 

bent, broken, reinterpreted, or avoided. Then one must "willfully construct reality:" 

convince the person one is negotiating with that one's own interpretation of the rules is 

correct and appropriate without "flagging" (making noticeable) the "manipulation." In 

such cases, the student is either refused (in which case, the student takes no further 

classes with the professor) or is (more typically) viewed as co-operative and creative, a 

"good student" who wants to succeed, rather than a "troublemaker" who wants to break 

the rules and challenge institutional authority. Other students also saw such behaviors as 

a learned skill, one with value in the larger world; 

To cheat well, to bend the truth well, it takes - you know, you have to do 
it the right way. Otherwise it won't work anyway. For me, at least, to be 
able to understand myself and the world that I'm living in at this point, I 
feel it's very important to be able to understand manipulation and to 
manipulate one;e(/'[and] to manipulate other people, and just to 
understand that concept of how powerful it is... .1 think it's very important 
to be able to structurally understand it, be able to do it themselves, because 
then one would have a clear understanding of society in general and would 
not just fall blindly into the manipulation that the mediums around us are 
constructed by. We'd probably gain more self-control if we understood it 
better. (MR, Antioch) 

Of course, some students with LD do cheat. In my experience (and in the 

experience of professors I have spoken with), cheating is much less common for students 

with LD as compared to their non-LD peers, in large part because of the powerful feeling 

of pride many students with LD experience when they do complete academic tasks 
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successfully. Two professional paperwriters who I spoke with also told me that they see 

fewer students who self-identify as "LD" than they would expect, given the size of the 

population at UA. Students at Antioch rarely cheat, mostly because of personal feelings 

of responsibility to individual professors and the knowledge professors have of students' 

personal speaking and writing styles. In short, these students say they would either feel 

too guilty or would be likely to get caught. 

Cheating is common in U.S. colleges. A study conducted in 1990 by the group 

Ethics of American Youth found that as many as 67-86% of the surveyed college students 

were involved in cheating at some point during college. Zastrow (1970) postulated that 

graduate student cheating may be almost as great. Students were most likely to consider 

cheating on tests to be "real" cheating. They also cheated on homework, research, and 

short assignments. My data indicate that students with LD who do cheat are more likely 

to have parents, roommates, or romantic partners do their work for them than to hire 

professional paperwriters. In addition, three female students (not interviewees) reported 

to me that they tried to persuade a Teaching Assistant or professor to change a grade or 

give advance information about a test by flirting or participating in "petting." 

Some parents (especially upper-class and upper-middle-class parents) have done 

work for their children throughout their pre-college school career, often because they 

believe that this will help their child attain the grades to be accepted to the "right" college 

(though the child might not gain the skills needed to do well after entering). Many of 

these parents find that continuing this practice form afar at the level of performance 

required by college is beyond their capabilities. They are dismayed when their work 
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begins to earn lower and lower grades or they simply do not know enough about a subject 

area to do the work. In these cases, the student needs high levels of resiliency and 

willingness to work in order to gain the necessary skills in time to pass classes (or the 

resources necessary for cheating). Not illogically, students from wealthier backgrounds 

are also more likely to use for-fee tutoring to pay people to write papers. Parents of 

working-class and more impoverished socioeconomic classes do not often do students' 

work for them. In part, this is because they are less likely to have learned and practiced 

the needed skills than their wealthier peers; in part, it reflects a difference in the values on 

work and self-sufficiency. 

Students sometimes also involve peers in efforts to cheat. Some try to arrange in-

test situations in which answers can be transmitted between students; these typically fail 

due to high surveillance on the part of proctors, professors, and Teaching Assistants. (17) 

Others ask fellow students (especially girlfriends) to complete work for them or to "help 

them" find answers to test questions. While these students acknowledge their actions to 

me (and others) as being a form of cheating, they typically present their request as 

"asking for help" or simply tell the person they are asking to do the work that they are 

incapable of doing the work (which differs from situations that students term "cheating"). 

Like their non-LD peers, students with LD who cheat have a variety of reasons; 

e.g., the assigimient is "boring," or there is not enough time to do the assignment. (18) 

Most often, however, they say that the school is requiring tasks that they cannot perform; 

cheating thus becomes an alternative coping tactic that is sometimes described as a 

"survival tactic." Most students with LD who cheat claim (often accurately) that the 
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behavior is atypical for them, and compare themselves favorably to their peers who 

regularly engage in cheating. (19) These students justified their choices to cheat as being 

the only way they could complete a task their LD prevented them from succeeding at, and 

only rarely feh guilt or regret. 

I feel I can justify it. If it's right or wrong, that's... somebody else's 
judgement... .Since sometimes I otherwise would not get through some 
things, I feel it's OK for me to cheat. (MR, Antioch) 

Time and Organization 

Meeting requirements to be on time and not miss class or appointments is very 

difficult for students with AD and similar difficulties with organization. Students with 

AD tend to "lose time:" to look up at the clock and discover that an unexpected amount 

of time has passed. They also tend to lose things. Many of these students have "running 

jokes" with their sometimes-exasperated friends about how long it takes them to find 

everything they need in order to leave their living quarters. These difficuhies are framed 

as originating in the "hallmark symptoms" of AD: Impulsivity leads people to put things 

down without considering where they are being placed (or to make two appointments for 

the same time). Distractibility leads people to become engaged in multiple projects that 

take more time than was allotted and/or to become distracted by potential tasks and 

various items as they try to leave for an appointment or class. 

Students with dyslexia also have extreme difficulty with time. Many wear digital 

watches because they still have difficulty telling time with dial-face watches; others have 

difficulty "subtracting time" to plan arrival times and wear face-dial watches because 

they are more useful in estimation. (20) Because of their difficulties with telling time in 
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the "standard" U.S. way (i.e., by using a clock), students with LD tend to form alternative 

methods for estimating time. Many use expected durations of events to gauge when to 

leave for a class or appointment. This is an inconsistent methodology, as interruptions or 

overruns of an event can distort its usefulness as an indicator. Other students estimate 

using an "internal clock" or judge what time it is by the amount of sunlight they see. 

Students who are adept at using such methods can be more timely (and more 

consistently timely) than their non-LD peers who use watches. Others, however, find that 

the only solution to their problems with time estimation and management is to try to 

arrive early for all appointments. This, they reason, gives them margin for error: If they 

"lose" time, they may only lose the extra time they allotted themselves and will arrive on 

time. Professors are likely to consider students who arrive early to be "good students;" 

peers who do not understand the behavior as a time management technique, however, 

may negatively evaluate it as "sucking up" or "brown-nosing." This is less likely with 

close fnends and with peers who have a good understanding of LD. 

Memory problems associated with AD and other LD affect whether or not a 

student will arrive for an appointment on time. Students with poor memories and 

organizational skills may simply forget an appointment, either completely or "until it's 

too late." Many professors believe these students can be helped to better organize 

themselves, and suggest organizational techniques such as using a "date book" or other 

portable calendar in which appointments can be written. Many students have to be taught 

how to use such devices, however, and may forget to look at them (at all or "until it is too 

late"). Students with dyslexia and dysgraphia may not be able to write or follow the 
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format of the book well enough for it to be useful. If students leam over time that such 

devices do not help them, they typically reject the suggestion (or agree to it but do not 

follow through). This behavior can lead professors to believe the student is lazy, is 

resistant to being organized (rather than being disorganized because of a disability), or 

does not care enough about the class or professor to make the effort to get and keep a 

calendar. In such cases, the professor is likely to consider the student to be a "bad 

student;" other claims the student makes about her or his disability may not be believed. 

Some of the alternative behaviors that students develop to remember 

appointments are viewed negatively by professors (and may be embarrassing to the 

student). For example, a common practice is to write important information on one's 

hand. This resembles a technique used by students who cheat in tests (writing key 

information on their bodies or clothing) and thus has negative connotations for 

professors. It is also (and more commonly) seen as "childish," a behavior that "young 

adults" who are in college should have stopped using years before. At UA, students are 

aware that professors may consider their performance to be age-inappropriate, and 

usually have a stock of jokes to excuse their performance. ("Forgetting" one's non

existent date book is commonly referenced.) Students who do not have such 

compensatory behaviors in their repertoire tend to show their embarrassment; those with 

especially low self-esteem may become depressed and self-deprecating. 

At Antioch, the practice is common for all students and some professors 

(including those who successfully use date books) and is not seen as negatively 

stigmatizing by students. Although first-term professors may hold negative views of the 
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practice, their peers quickly (and usually kindly) socialize them about the different 

cultural expectations. Students simply expect their professors to accept the behavior; 

jokes are expected to be mutually made and appreciated rather than being seen as an 

excuse. (The "date book I can't lose" is the most common joking reference to the act.) 

Some professors view missed appointments as giving them some "extra time:" 

time that is released to them because their own task (the appointment) was not actually 

required. Others are irritated by missed appointments, especially if they believe they have 

made extra effort on behalf of the student. If the student continues to miss appointments, 

however, all professors eventually lose patience. This results in the student's being 

unable to make specific appointments and, usually, in poorer interpersonal relations 

between the two. It also makes it harder for students to negotiate with the professor, 

should the need arise to do so. Professors who have a close understanding of LD and, 

specifically, of AD have more patience. They sometimes plan their schedule in ways that 

give themselves "back-up" projects, or they find alternative ways to communicate with 

students, such as through email. 

Students do not intend to "waste" the professor's time. Nor are they pleased with 

the possibility that the professor will think they are rude, disrespectful, or lackadaisical 

about the class or the professor's needs. Many therefore try to respond to their tardiness 

by trying to normalize their performance and meet cultural expectations. Some go to the 

appointed place (or try to call the professor on the phone) as soon as they realize what has 

happened, in the hope that the professor can either meet with them or at least listen to an 

apology. This sometimes works, but also can backfire: The professor may perceive the 
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late visit as an interruption and become annoyed. Other students, typically those who feel 

shame and embarrassment especially keenly and who interpret their LD as meaning 

"weakness" or "being broken," try to avoid the professor (sometimes even skipping 

classes), an obviously maladaptive response. 

A script that is adaptive for maintaining self-esteem but is usually maladaptive for 

succeeding in classes is "Oh, well:" Some students recognize that the tardiness or absence 

was due to difficulties associated with their diagnosed disability, and believe they can do 

nothing to affect this chronic problematic behavior. Rather than becoming depressed or 

anxious, they simply apologize and "move on." If they believe the professor will make 

another appointment, they apologize and ask for one. If not, they stop asking for 

whatever it was that they wanted or stop attending class. 

There was stuff that I just never learned cause I was just like, "Screw it, 
never mind. I'll fail this one and get the next one." (AN, Antioch) 

Co-ops at Antioch 

As stated in Chapter 4, students at Antioch must complete five co-ops (full-time 

employment learning experiences) in order to graduate. These terms alternate with 

academic terms after the student has completed one or two academic terms on campus. 

The process begins with the student's finding a co-op placement whose task assigrmients 

are compatible with the difficulties coimected with the student's diagnosed LD. Students 

specifically look for work they believe will not be severely inhibited by their difficulties. 

They consider whether they will be asked to file, write, drive, or perform other specific 

tasks. Some students feel their choices are highly constrained by their LD-related 
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difficulties, and experience a great deal of finstration as a result. These students often 

express such frustration when considering list jobs. 

After students find a co-op site (or sites) they are interested in, they must apply 

for it; co-ops are not guaranteed, as they are at most other schools with similar programs. 

Co-op faculty typically help with this procedure, and usually contact the employer for the 

student to set up an initial student-employer contact. Students are assigned to a specific 

member of the faculty with whom they work. These faculty are responsible for specific 

geographical areas, and a student may work with more than one faculty member, 

depending on the geographical area(s) they are interested in. Some co-ops require that a 

co-op faculty member make the initial contact and will not hire students who contact 

them directly. Students do not always understand this to be the case and can become very 

angry at the department; students diagnosed with AD are more likely than their peers to 

become impatient at this requirement. Students write resumes and cover letters, and are 

typically interviewed over the phone. 

The phone system at Antioch causes some problems with this process, further 

complicating the logistics of finding a co-op. Currently, only three of the eight dorms 

have in-room phones and computer access; students in other dorms often use phones in 

the co-op department or the Academic Support Center (ASC) for interviews. They 

typically leave the co-op department's phone number when employers ask for one. (21) 

Once students are hired, they must find temporary housing in the area they will be 

working, perform any needed phone interviews with potential landlords, and send any 

necessary housing deposits. Unless the co-op job provides housing as part of its 
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compensation, this process can be very time-consuming and difficult; students not 

infrequently go to their job sites without having finalized their housing. 

Locating housing and the need to find a second, paying job to support themselves 

are the most common sources of time management difficulties and co-op-related anxiety 

for students. They are also areas in which students' resilience, creativity, and willingness 

to take risks shine through. Students use co-op faculty, recent graduates, websites, and 

peers as resources. They are beginning to use college housing offices, city phone books 

(obtained from a local university's library), and web-based apartment listings as well. In 

some cities, apartments are "handed down" from one student (or group of students) to 

another. Although alumni sometimes make their homes available to students on co-op, 

students are often hesitant to use them as a resource. 

Co-op placements are not guaranteed, and sometimes fall through. This problem 

is a conmion reason for students' working an on-campus co-op. Co-ops are also "outside 

the bubble:" (22) Employers do not necessarily share the values of Antioch students. 

Students sometimes have difficulty on co-op not only because they usually are in an 

unfamiliar place working a brand-new job (or two - especially if their primary job is 

unpaid), but because of job-place difficulties faced by U.S. workers more generally; e.g., 

overt sexism or racism, discriminatory actions based on a student's appearance, 

homophobia, sexual harassment. Students at Antioch are used to being sheltered from 

these aspects of U.S. society, and are sometimes surprised and angered at having to face 

such problems. Thus these negative workplace experiences can be harder for students to 

cognitively and emotionally handle. They often increase students' anxiety and 
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temporarily decrease their resilience. Students who have poor social skills or low overall 

resiliency have an especially difficult time handling such situations. At times, students 

leave these co-ops and return to Antioch (or home) to try to find a place where they can 

work and finish earning their co-op credit. At other times, the student finishes the job 

placement, but may require counseling or other support upon their return to campus. 

When they are back on campus (in their "transient mode home"), students must 

"credit" their co-op experiences, i.e., show a co-op faculty member that they have learned 

enough from the experience to receive the full 16 credits. (Partial credit is not possible.) 

Crediting is usually accomplished through a co-op paper and crediting session; The 

student writes a paper that is required to be 6-8 pages long (and is often longer) that 

follows a basic template. In the paper, the student describes the experience, emphasizes 

key events or processes, and describes what the student learned from the placement. 

Papers are considered stronger if they also link the co-op experience with the student's 

academic program or previous placements. In conjunction with a co-op faculty member, 

students can also create an alternative form in which to present the necessary information. 

These include workshops, slide shows, art or Avriting produced during a "Creative Co

op," pictorial essays, and public presentations. 

Students are required to complete whatever crediting project they design by the 

fourth Friday in the subsequent term. Ehiring that time, they also move into their new 

dorm room, find fiiends they have not seen or maintained contact with during their co-op 

term, register for and begin classes, find their Federal Work Study job if necessary (and 

any volunteer positions they may be required to hold by the Community Responsibility 
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Scholarship and Bonner Scholar programs), and cognitively and emotionally process 

what happened to them at their co-op site. They also frequently go through a period of 

"culture shock" (which is generally acknowledged as such) as they re-adjust to both 

academics generally and Antioch specifically. Thus many students end up writing about 

their past co-op while preparing for their next one (and taking classes and working part-

time). Few administrators and professors outside the co-op department realize the 

profound logistical difficulties that their students face regarding co-op, as few students 

fiilly inform them and professional communications between faculty members are limited 

in scope and duration by the college's structure. This schedule is difficult for many 

students diagnosed with LD to manage. Most often, they try to negotiate for extended 

paper deadlines with their co-op advisor or try to create alternative modes of crediting 

other than the written paper. 

Embarrassment and "Passim" 

The label "LD" colors the way individuals are treated by others and makes 

labeled individuals mindful of their diagnosed disability. Because of this mindfulness and 

the constant need to solve problems that others do not have, individuals with LD are more 

aware of how they perform than their non-LD peers. Although not all of their decisions 

are consciously made (or made with full knowledge of the consequences), they regularly 

decide whether to attempt to hide their difficulties and "pass" as non-disabled, to disclose 

their diagnosed disability, or to simply perform without sajdng anything. Students also 

decide whether or not to actively resist definitions of what a "good student" is. Students 

who make this decision are typically considered "troublemakers" in their pre-college 
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schools, and may be viewed in the same way by professors. These students may dress or 

speak in non-normative, non-culturally-approved ways; actively disrupt class for the 

purpose of creating disruption; or engage in other taboo behaviors. However, such 

behaviors usually make their intense interest in learning as "hidden" as their LD; as a 

result, professors often forget that many of these students are choosing to work at school 

despite the time, energy, and social costs of doing so. 

In some ways, students who live on a college campus are living in a panopticon; 

They are observed and evaluated by peers, professors, and housekeeping staff at a 

minimum, and usually by others as well. Those who live off-campus escape some of this 

surveillance. Although greater anonymity is possible at larger schools, it is not easy for 

students to entirely escape notice if they attend classes and seek help for their difficulties. 

Students who perform in ways that expose their vulnerability often feel an acute 

sense of embarrassment, a strongly disvalued emotional state that can lessen self-esteem, 

self-efficacy, resilience, and perseverance overtime. Martin (1992: 168) follows 

GoSman in describing embarrassment as threatening to the self and identity; 

... [T]he self a person intends to project to others is confronted with 
another self he or she would rather not acknowledge or one that is 
incompatible with the present situation. Because of possessing multiple 
selves the individual may find he is required both to be present on certain 
occasions. Embarrassment ensues; the individual finds himself being torn 
apart, however gently. Corresponding to the oscillation of his conduct is 
the oscillation of his self" 

Students often describe being embarrassed when forced to perform difficult tasks in 

public. They also tell of being embarrassed by consistent difficulty with more everyday 

tasks or states of being, such as chronic depression associated with their difficulties. 
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I was embarassed about...my d^re£sion,...embarassed about like, "Well 
why were you gone for a week?"... I have a thing with having pretty 
regular serious breakdowns...It's kind of emdorassing to tell people, you 
know, "Well I don't really go the whole day, 'cause, you know, I can't 
deal with it or whatever"...<Is that what you'd tell them?> No. I'd be like, 
"I have fibromyalgia and I get really tired and I need more rest and. I can't 
deal with all the work..<What is it that you feel when you drop 
something that you. want to finish?> I feel really defeated. And like I'm 
not, well, like I'm not smart enough and strong enough to do those things 
or just like I'm screwing up (MG, Antioch). 

Resilient students, especially those with high self-esteem and who see themselves 

as generally able to succeed in school (even if not at all the specific tasks) often try to use 

humor to defuse their embarrassment. When the humor is successful at lessening 

embarrassment, the person is more likely to be seen as a person to be liked. This can have 

positive long-term consequences if the observers become part of the diagnosed student's 

support system. Humor can also have the efifect of making the person seem more 

competent if the joker is able to frame the error or problem as uncharacteristic or as 

unimportant or uses absurdity to make the point. 

Embarrassment can make people angry in ways they might not be able to express, 

and can lead students to decide not to complete tasks or even school. Some students 

withdraw into their rooms. In such cases, parents and peers typically try to convince the 

student to re-engage. Often, parents try to contact service providers to help in such cases. 

When students are embarrassed badly enough or often enough, they may decide to 

try to "pass" rather than continue to display their difficulties in public. As mentioned in 

Chapter 7, many students with LD see their problems as caused by environmental 

demands. Since these demands are intermittently presented, these students can try to 

"pass" as non-disabled (Garfinkel, 1967; Goffinan, 1963). 
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Students sometimes focus on developing tactics that improve their ability to 

"pass" rather than on their ability to succeed; conversely, they may believe they are 

generally capable individuals who simply have more trouble in school than others. 

I can decode text very fluently; it sounds really good. So, you know, 
that's one things I've always been able to do really well and I think 
that's good because, you know, the people that read really slowly, like 
people that have learning disabilities and read really slowly— I mean, 
I'm not trying to insult them, but, you know, they come off sounding 
kind oidumb. And that's — you know, I've always been able to read in 
a way that sounds good, so it's helped to kind of— maybe conceal that I 
have that reading problem a little more or at least, you know, kind of 
make up for it (Nfichael, UA). 

I think I'm like most other people. I don't think my learning disability 
makes me very different. I just think that it's something that one has to 
realize that they have and try and overcome it. And not try and be like 
everyone else, because I always tried to be just as smart as everyone 
else, because I always tried to be just as smart as everyone else and I 
tried to keep up with the Joneses, you know? And it didn't work. 
(Donna, UA). 

The difference is, basically, it's learning to work hard, really hard, if I 
want something done. It's not going to get done any other way (Katie, 
UA). 

Passing can be a double-edged sword for people with a hidden disability such as 

LD. Robertson points out that[p]assing' can woiic in either transitive or intransitive 

ways, or both. It can refer to what someone does to purposively efface their difference or 

otherness, and it can refer to what is achieved, consciously or unconsciously, when an 

observer does not recognize one's difference or otherness" (1998:87). Students who can 

non-purposively "pass for normal" may have a difficult time persuading others to accept 

the fact that they have such extreme difficulties with "normal, everyday" activities (such 

as reading) that they are entitled to accommodations and need help with tasks presented 
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by daily life. Indeed, some professors remain skeptical that these students' claims are 

legitimate or forget that they have previously accepted the student's claim. Such reactions 

either confuse or anger students with LD; they do not understand why their lack of 

academic success and specific patterns of difficulty are not recognized as a disability, and 

they become frustrated and angry at the lack of understanding. 

Of course, sometimes students try to "pass" but are unsuccessful in their attempts. 

Such experiences are embarrassing, but do not necessarily dissuade students from trying 

again. Repeated failures to "pass for normal" lower self-efficacy and self-esteem and 

cause other problems that are more generalized than LD: anxiety, internalized and/or 

diffuse anger, social phobias, depression, and poor social skills. As a result, these 

students have more difficulty handling stress than their peers, and are significantly less 

resilient than students who do not attempt to "pass." One interviewee described such 

students as "crazy, or more crazy than the rest of us." 

"Success" and "Failure" 

Over time, students with LD form personal definitions of "success" and "failure" 

that do not fully match those of other people. For example, a student with LD may be 

thrilled to receive a grade of "C" or "D," grades that are considered to be very low by 

most people in U.S. academic culture. One interviewee, diagnosed with dyslexia, told me 

that "success" and "failure" do not have the same meaning for "dyslexics" as they do for 

"everyone else." "There is no middle ground," she said. She then explained to me that, in 

her experience, people with dyslexia who try something new either fail at it "miserably" 

or succeed "brilliantly." They often cannot predict which outcome they will experience. 
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but know almost immediately whether or not they will ever be able to perform the task 

well. Therefore, many are willing to try new tasks and experiences, since it is possible 

they may find they are innately skilled at them, which makes them feel excited, happy, 

and proud. It seemed to me that this helped explain why so many people with dyslexia 

who I have known are risk-takers; she thought this "made sense" because 

[1] People with dyslexia (and other LD) see the world differently than 
people without dyslexia, in part because they face different problems, and 
must solve these problems in alternative ways. 

[2] Key socioeconomic pathways are closed to these individuals (or are 
difficult to negotiate) because school-task-related difficulties make some 
jobs too difficult to make acceptable careers. Therefore, people with 
dyslexia must be willing to explore less-usual means to economic 
independence or find alternative means to succeed in more traditional 
venues. 

[3] They also might find, upon trying something brand-new, that they are 
skilled in the area; this expands their view of themselves as able people, a 
view that many find tenuous without experiencing specific successes. (23) 

In short, this interviewee asked, why not try? Why not take the chance that this 

new attempt will resuh in success, since it feels so good to succeed? In this line of 

reasoning, resilient students are not only likely to take more risks than their non-resilient 

peers with LD, but are also more likely to take risks than most of their non-LD peers, 

who have been able to succeed within the narrowly-defined boundaries of "normalcy" 

(and who therefore do not evaluate risk in the same way). Perhaps this type of risk 

assessment partially explains why the "Lists of Famous People with LD" are not only 

long, but include many artists, entrepreneurs, entertainers, and other social risk-takers. 

On the other hand, repeated experiences of failure can be devastating. This is 

especially true if failures occur in a wide variety of task sets; and / or the student has few 
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social supports, an educational management group of limited expertise, other important 

problems, low resilience, and / or low generalized self-efficacy. Prophecies of failure can 

become self-fulfilling; students who use avoidance-oriented coping strategies sometimes 

select tasks or classes that they know will be extremely difficult or impossible, describing 

this as "challenging myself" (24) These students are rarely surprised when they fail in 

such classes; rather, the experience usually confirms their self-perceptions of intellectual 

inadequacy and reinforces their low self-efficacy and self-esteem. 

Students diagnosed with LD have to "try harder" than their peers in mukiple 

contexts and in multiple ways. Tasks are harder, developing coping strategies creates 

more work, and "everyday" tasks that others consider routine can repeatedly cause 

frustration. Nonetheless, most interviewees did not consider themselves "disabled" and 

believed that their diagnosed disability had positive aspects, teaching them to look at the 

world from alternative perspectives, to become more empathetic, and to be more creative. 

Attention deficit disorder to me is... who I am. It's like it's how I decide to 
pay attention to things... .Like I don't even consider that shit a disorder. I 
consider that shit like a sign of genius. (LW Antioch) 

I think that the whole learning disability thing is -1 really just feel that I 
think in a different way. And I think...that in education there should be a 
push to understanding that not everyone leams the one way. And often the 
one way that they teach isn't the best way for most people. And so I think 
that kind of dialogue is really important, that we need to respect different 
ways of processing and learning and exhibiting what you've learned. And 
that people aren't standardized...! think that the biggest problem is that 
there's just not a recognizing that there is this broad spectrum of the way 
that people learn. But people think that it's just this one way and are trying 
to fit everyone into a box and then the people who don't fit in, you know, 
are deviants. But I don't think that's reality... .1 guess through the 
recognition that there is a norm, disability exists. (DK, Antioch) 
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Endnotes to Chapter 9 

(1) Professors who become "popular" with students through word-of-mouth advertising 
in student circles are frequently overwhelmed by the number of students with LD who 
take their classes. This imposes an additional burden on them, especially in terms of time. 
When professors see this happening, they often try to establish boundaries and safeguard 
their time by becoming less involved with these students. Thus structural and logistic 
constraints on professors mitigate against their providing as much support to students 
with LD as they otherwise would. Parents and students who are used to being able to lay 
claim on teachers' time have a great deal of difficulty coping with this situation, in which 
the best professors have the most limited availability. 

(2) The difficulty many have in discerning subtle differences between voiced and 
unvoiced sounds, for example, has created the conunon misperception that students 
"reverse letters" such as b and p. Several students have reported to me that, when 
learning to write, they could not hear the difference between these letters, and so could 
not figure out which was supposed to be used when writing a given word. One student 
commented that it seemed "random." Since no rule was apparent, the student did not 
bother trying to figure out and learn to apply a rule. 

(3) "Slow processing speed" indicates that the student who is labeled in this way 
responds to cognitive tasks at a significantly slower rate than age- and/or grade- matched 
peers, but completes the task with the same level of understanding and success if 
additional time is allowed. The amount of time and degree of statistical significance are 
proportional to one another; this score is one of the justifications for testing 
acconmiodations that provide additional time on tests and quizzes. At times, this 
difference in rate is striking. One student I worked with, whose tested IQ was above 
average, was considered by some peers to be "mentally retarded" for the first two years 
the student attended UA because of his slower processing speed. These students are able 
to maintain the clearest understanding of what is transpiring in a conversation if their co-
conversants are comfortable in repeating information and parsing complex information 
and processes into their component, smaller parts. 

(4) This is especially true of students who see their LD as indicating that they are 
"broken." 

(5) Students in general typically prefer these ofRce hours, as such arrangements are 
interpreted as being informal, offering the potential for closer, more personal relations 
with the professor. Professors who make such arrangements are often described as 
"fiiendly," and as caring about their students "as people" as well as "as students." 

(6) The use of gesture is related to class, ethnicity, geography, and social race in the U.S. 
Upper- and upper-middle-class white Protestants, especially from the southeast and 
noitheast tend not to use much gesture; students who gesture "wildly" may 
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unintentionally and unknowingly make professors and employers from such backgrounds 
uncomfortable and defensive. 

(7) Most people in academia are more likely to forgive the use of alternative punctuation, 
format, and spelling in email messages. They are also more accepting of colloquialisms 
and slang. Some professors, however, hold email to the same standard of writing that 
they would require in a formal paper. This is upsetting to some students, who sometimes 
quite vehemently express their frustration at what they see as an improper use of email 
and a breach of on-line etiquette. Since students rarely communicate with teachers via 
email before college (Stellin 2001), they assume that the informality of general emails 
and other forms of on-line conmiunication is appropriate. 

(8) Such events also happen outside the classroom, of course. Friends and families are 
typically more understanding and may joke about "off the wall" comments that the 
student makes. However, they may also label the student as being "flaky" or "ditzy," i.e., 
with negative informal labels that are acceptable or forgiven (to at least some degree) 
because of the closeness of the relationship. 

(9) For example, students who read or balance their checkbooks in class during lectures 
may receive discipline-related warnings, even if they can prove they have been paying 
attention to the information presented in class. Most often, the professor protests against 
the behavior (or forbids it) on the basis of the claim that other students will be distracted. 
This, however, is not always the case and some students engaging in multiple classroom 
behaviors actively try not to distract others. More often, such protest by teachers seem to 
be based on a desire for specific forms of classroom decorum and discipline. 

(10) The extent to which playing with jewehy is considered disruptive depends on the 
piece of jewelry and the context. Twisting a ring, for example, is not considered 
disruptive or problematic at either school. Playing with a large necklace or repeatedly 
taking a piece of jewelry off and putting it back on is considered disruptive at both 
schools. Playing with one's tongue stud (in a piercing) is considered disruptive at UA, 
where piercings are less common, but is considered routine behavior or a behavior 
indicating thoughtfulness at Antioch. 

(11) This is in part because these students are more likely to be assigned graduate-level 
readings, in part because more pages are assigned per class than at UA, and in part 
because difficulty of reading load is seen as a marker of professionality by professors in 
some departments; resultant cultural mores among professors have increas^ students' 
reading loads over time. 

(12) At UA, 100-level classes are designed primarily for first-year students, 200-level for 
second-year, and so on. This is not the case at Antioch, although all courses that are 
named as being an Introduction to a specific major are 100-level. Those that are named as 
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being an Introduction to a specific academic discipline may include graduate-level 
readings, however. 

(13) Professors also tend to assume that spellcheckers and grammar checkers are more 
accurate than they actually are. 

(14) "Busy work" is work assigned to students in order to keep them busy; pre-college in-
class "busy work" is often assigned so teachers can get other work done (e.g., grading 
papers) while students work on the assignment, or because the teacher believes in the 
value of drill and/or repetition. Such assignments are especially finstrating to students 
with AD; indeed, before college they are often given the accommodation of doing "every 
other problem" or a similarly-delineated portion of the work in order to help them 
maintain their motivation and compliance. 

(15) "Manipulables" are three-dimensional objects (e.g., pieces of plastic shaped like 
rods, squares, or pie-slices) that are physically manipulated by students in order to 
concretize their understanding of math concepts. They are used by teachers who are 
instructing children in arithmetic and basic geometry. They are also useful for instructing 
older students on topics such as fractions (a common weakness in many U.S. students), 
algebra, and advanced geometry; they have also been successfully used to help students 
learn how to structure essays and other written work. However, they are typically not 
used for older students in part because they are stigmatized as "children's" tools, and in 
part because teachers of older students are typically not trained in their implementation. I 
have seen a college student with only rudimentary arithmetic skills "catch up" to her 
peers in an introductory college algebra class in less than one month of working with 
manipulables; she had not been expected to learn these skills at all, and was being 
discouraged fi'om seeking a career in biology. Conversely, professors actively seek 
information on how to use such tools for students with physical disabilities, such as 
blindness, from Disability Service providers. 

(16) Professors often do not know students are engaging in alternative practices. Trusted 
professors are often informed, sometimes in detail. Cheating is more negatively viewed 
by students at Antioch and by professors and administrators at both schools than by UA 
students. 

(17) Formal accommodational testing centers are often more strict in their prevention of 
cheating than people proctoring in-class tests can be. The proctor-to-student ratio is 
higher, and students are more limited in what they can bring to their working area. 

(18) For a comprehensive list, see Payne &. Nantz (1994). 

(19) The paperwriters noted above informed me that, in their experience, students who 
bought more than three papers almost invariably "failed out" of school, i.e., they did not 
earn a high enough GPA to be allowed to stay in school. One, in fact, told me that he 
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regularly warns students of this. Their hypothesis (arrived at separately) was that these 
students simply did not attain the necessary skills or form necessary relationships with 
professors. In my experience, it is possible for some students to "buy their way through" 
college, but these students are rare. 

(20) Some students, of course, have no difficulty with time. 

(21) In some ways, their situation is comparable to that of homeless people, who also 
have difRculty finding jobs because they cannot give a reliable phone number. See, for 
example. Snow and Anderson (1993). This comparison is not lost on students, several of 
whom have independently pointed it out to me. 

(22) As there is no public transportation linking students with more distant areas, the 
campus often is effectively isolated from outside contact, leading to its nickname, "the 
bubble." 

(23) The emphasis in regular and special education classrooms on what students with LD 
cannot do, and the emphasis within self-advocacy training on how to explain one's 
problems to others makes it difficult for many students with LD to name and explain their 
strengths. In many cases, students are only able to name general categories when asked to 
describe their strong points (e.g., "I have good social skills," "I'm creative") and cannot 
elaborate further when asked, while they become quite specific when describing their 
weaknesses. 

(24) Students who see their disability as a challenge but do not use avoidance strategies 
are more likely to select classes and tasks that are within their capabilities, but require 
them to work hard. 
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Chapter 10 
Exeunt — The Curtain Falls: 

Conclusion 

Without deviation from the norm, progress is not possible. 
- Frank Zappa, slogan on popular counter-culture button 

In this dissertation I have described how attention to the performance of disability 

and the agency of persons labeled LD can give us new insights into medicalization and 

normalization, enabling us to revise social labeling theory. Social labeling theory as 

outlined by theorists such as Goflman (1980) and (Susman 1994) is incomplete. The 

performances of social actors and the forces that structure and ground those performances 

must be taken into account. In the case of LD, structures such as school requirements and 

processes such as medicalization, normalization, and bureaucratization have set the stage 

for performances involving students, parents, peers, teachers, counselors, and 

administrators. In this chapter, I will highlight the limitations of social labeling theory 

while reviewing the case of LD, and will suggest how it should be revised to incorporate 

performance theory. I then make suggest avenues for future research in LD and other 

forms of disability. 

Categories of "Deviance " 

Social labeling theory has traditionally focused on "negative deviance" and on 

people who are negatively socially stigmatized. Research on LD has often created the 

impression that there are two types of people - those who are "normal" and those who are 

; learning disabled." This dualism is problematic. It leaves out the "average person" 

diagnosed with LD: the individual who struggles with tasks of daily living within U.S. 
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culture, but sustains her- or himself adequately. This person has both strengths and 

weaknesses and is not a "supercrip." The label LD, when used in opposition to "normal," 

essentializes complex life experiences of people who "have LD" but are not "LD." In this 

dissertation, I have allowed a range of people with LD to speak for themselves, including 

students who are unsuccessful in college. If anything, I have made it a point to highlight 

"average" students with LD. While much attention is focused on "losers" and the lives of 

"exceptional" individuals, much can be learned from those who stand out the least. 

Agency and the Desire for the T.D Tnhel - Medicalization Reconsidered 

Social scientists making use of social labeling theory write about people who 

don't want their labels. In the case of LD, the label may be actively sought. The history of 

the category itself involves empowerment and a process of layperson consensus-building. 

In the early 1960s, parents and other activists actively sought diagnosis for children 

having school-related diflficulties. Their actions were designed to [1] help their children 

succeed in school (and therefore in the workforce), [2] exonerate themselves and their 

children from blame for apparent school failure, and [3] ensure that their children would 

not be given a more negatively-regarded label, such as "brain-damaged" or "retarded." 

Since these benefits are best obtained and legally supported through medicalization of the 

children's problems, it was practical for these activists to exercise collective agency and 

pursue medicalization. Attempts to medicalize LD have used the rhetorics of consumer 

rights and Civil Rights. (1) 

Individuals diagnosed with LD are not powerless. Legally, they have some 

control over the disclosure of their LD status. Students have more control over 
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information flow about their "condition" than their professors. This means they have 

options. They cab provide as much or as little information about their diagnosis as they 

see fit. They can disclose, mindfully "pass," (Goffinan 1980, Garfinkel 1967) or decide 

"not to bother" to disclose. This flexibility gives a student with LD the agency to reject, 

seek, or demand support. 

Students invoking the label "LD" are entitled to additional school support and 

individualized educational plans. LD requirements are based on a medical model which 

commands great power in the U.S. Since LD are generally considered to be "medical 

conditions," the rhetoric of "medical need" can be effectively employed, as can the threat 

of lawsuits if dispensations are not granted. Parents and students use the rhetorics of 

medicine and law to pressure colleges and workplaces to grant assistance to LD-labeled 

individuals. 

Schools also use the LD diagnosis strategically to "work the system." For 

example, some non-affluent, "inner city" school districts have taken advantage of funding 

laws to gain increased Federal funding by diagnosing higher numbers of students with 

LD. Other schools have used the medicalization of LD (particularly AD) to manage 

students through systematic medication rather than examining how schools can be made 

more "LD-friendly ." This strategy exonerates schools from much of the blame for student 

failure and allows for the exclusion of poor-performing students on "testing" days that 

help determine levels of school assessment and funding. 

The medicalization of LD also serves the interests of the medical and 

pharmaceutical industries. While schools gain extra resources or are able to explain away 
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poor performance by using the LD diagnosis, the medical industry gainsby treating 

problems instead of people. 

Identity and the Internalization of Labels 

Social labeling theorists typically argue that once a label is applied, it is 

internalized and becomes a central, negatively-valued aspect of the labeled person's 

identity. The label and all it stands for become a self-fulfilling prophecy. Either the 

labeled person becomes the label or tries to reject it entirely. The LD case illustrates the 

limitations of this conception. People with "LD" have diverse ideas about the meanings 

of their label. Moreover, not all interviewees or others diagnosed with LD believe that 

"normal" is "good." Indeed, some individuals embrace the label of LD and celebrate 

their differences from the norm. Others are more ambivalent about the label - they 

alternatively see it as positive, negative, and neutral. Such variation in the evaluation of 

labels merits further investigation. 

With respect to internalizing LD, I have made a point in this dissertation to note 

that it is far more common for those diagnosed with LD to say " I have an LD" than for 

them to say "I am LD." This is a crucial difference and not merely a matter of semantics. 

Most of the students I interviewed students do not see LD as a primary aspect of their 

identity. They see their difficulties less as a trait and more in relation to their ability to 

function in a world that impacts their identities. It is the state of the world which draws 

out their shortcomings. Contexts create demands that affect identity. People have LD in 

context, not in general. This contrasts with how they presented other enduring aspects of 
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their identity, articulated when they introduced themselves at the beginning of the 

interviews: "I can a college student," "I am a young Black woman," "I am queer." 

Individuals diagnosed with LD often confront people who label them and see their 

weaknesses without looking to their strengths. Such people commonly pity or disparage 

the LD student. In return, they are manipulated by students who leam how to play the 

"poor me" game or who become adept at appealing to people's sense of "fairness." 

Students placed in a role leam to perform well and develop scripts turned toward their 

own advantage. (2) 

Labeling Onpnelf IT) 

Social labeling theory does not deal with self-labeling and socuses on the impact 

of social labeUng at the hands of experts or the community. My research on LD indicates 

that self-labeling can often have more powerful effect on identity, self-esteem, self-

efficacy, and social interaction than formal labels given to someone by an expert. LD is a 

specifically ambiguous label in common circulation in U.S. society - everyone knows 

someone who "has it." I found, during my research at Antioch specifically indicates that 

students "self-diagnose" and describe themselves as "having" LD when they have never 

been tested. The label has positive connotations, most often when associated with 

creativity among "late bloomers." Although in most cases connotations were negative, 

"negative" connotations of LD were sometimes acknowledged for positive reasons. For 

example, "negative" social labels might be embraced if they made a person feel more a 

part of community. 
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Diagnosis by treatment was also documented during my study. Students thinking 

they might have LD took medication for LD and took on the diagnosis if they felt the 

medications helped. This process reflects actual methods of diagnosis by physicians, 

further legitimizing self-labeling processes in students' eyes. Other students - as well as 

others in society - believe that "Ritalin or Adderall help everyone," making the LD label 

ambiguous and socially applicable to everyone at some time. 

Labels as Fluid and Changeable 

A major problem with social labeling theory is that it assumes that labels are 

static; An individual internalizes a label's characteristics and reproduces them. The script 

plays the person - the person does not perform the script with any sense of agency. This 

is not true in the case of LD. A person with LD performs situationally and on many 

different stages, rather than acting only one way. Moreover, individuals with LD have 

"good days" and "bad days." On different days, the same task might be relatively easily 

accomplished or impossible. One reason LD-related difficuhies are inconsistently labeled 

is because they are inconsistently visible. Those with LD choose at different times and in 

different places to hide or make known their status. In some cases, diagnosed individuals 

present themselves as having more difficulties than they actually do. One interviewee 

referred to this as "playing blonde:" acting as though one does not have a skill so that 

others will perform the unwanted task. (3) Such actions are the opposite the concept of 

"passing," but are equally performances involving agency. Social labeling theory does 

not consider either. 
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The Stage and Performance 

Social labeling theory would be greatly enhanced if a performance theory 

perspective that acknowledges agency were added to it. Social labeling theory has 

considered aspects of performance from its earliest days in its discussions of identity 

management. However, such considerations have largely been restricted to research on 

"passing." They and have largely ignored other aspects of performances of disability and 

other socially marked statuses. Furthermore, social labeling theory has not considered the 

co-performance and co-construction of scripts by those occupying the same stage. Also 

underappreciated is the interactions between performers and those factors that set the 

stage for particular types of performances. 

In the case of LD, the stage is primarily setup by the political economies and legal 

as well as cultural processes. The stage informs the performance of LD in that it both 

constrains and opens spaces for enacting agency. LD is enacted in a fairly predictable set 

of environments in which individuals learn to manipulate, resist, and yield to various 

roles. On different stages, actors - such as parents, physicians, and actors in the legal 

arena - play scripted roles. As the stage itself changes from large to small classroom, 

counseling center to courtroom, etc., an individual's presentation of self may change 

profoundly. 

Individuals do not simply respond to the stage, however. Their performances also 

change the stage. Individuals diagnosed with LD change the rules laid down to structure 

behavior, especially if they gain or co-opt the support of school administrators and those 

in the legal system. They can change the rules of the game and afiTect the political 
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economy of education by making demands or leaving public school systems for 

alternative schools. Their individual acts may carry significance beyond an individual 

class or school and afifect the larger stage of a college or entire school system. 

While this dissertation has focused on LD as a case study, the points [ am making 

have relevance beyond LO. The need to integrate a performance perspective with a social 

labeling perspective has value beyond the study of disability and chronic illness more 

generally. This revised theoretical stance would be valuable in research conducted in 

medical anthropology more generally - for example, in studies on doctor-client 

communications, health-related decision-making, and household and community 

production of health. It would better inform research involving members of any socially 

marginalized group that is affected by sociocultural forces and expectations that set the 

stage for particular types of sickness performance and other identity performances. (4) 

Conclusion 

I will conclude by identifying productive areas further research on LD that 

emerge from my dissertation fieldwork. There is great need to document the experiences 

of students diagnosed with LD who are not from affluent socioeconomic classes, whose 

first language is not English, and who not aspire to traditional educational careers. The 

voices of peers, service providers, siblings, and parents are also largely absent from the 

literature. Longitudinal outcome studies are almost non-existent, especially for 

individuals who are not "positive deviants" or "super-achievers." The experience of 

students in graduate schools or who are working full-time as undergraduates are also 

largely invisible; such research may increase in importance as legal interpretations of 
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laws concerning accommodations change. This underscores the importance of research 

on disability law to legal anthropologists. The pattern of LD diagnosis in countries 

outside the U.S. also merits further investigation by researchers interested in cultural 

imperialism. 

What are a few applied research priorities that might be further explored to 

improve outcomes related to LD? Specific research on the relationships between 

measured levels of resiliency, self-esteem, perseverance, and self-efficacy is needed to 

test some of the formative research lessons documented by this research project. Studies 

on student decision-making would inform service provider understandings of how to best 

support these students. Projects further investigating professor models of LD and the way 

these impact on student-teacher interaction could help improve and needs could help 

improve communication and teaching. Finally, research on pedagogies based in French 

Enlightenment and humanist principles might test the effectiveness of alternative ways of 

better dealing with LD such as incorporating whole-person principles into "regular" 

education. It is possible that pedagogical practices developed for use with students with 

LD might contribute to a revitalization of the U.S. education system. Innovative 

programs, successful "inclusion" and "mainstreaming" programs and the pedagogies of 

"breakthrough" teachers are currently being proposed and implemented on limited bases 

as a way of re-engaging students (e.g., Levine 2002). 

How can cross-disciplinary research between Disability Studies and 

Anthropology contribute to the growth of both disciplines? I have documented in this 

dissertation that LD are both mindfully performed and purposefully hidden. This research 
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speaks to the need for an ethnographic approach when trying to understand any form of 

"disability." As a contested category of disability, LD contributes to medical 

anthropology by calling attention to a phenomenon which brings the "culture-bound" 

debate to our own soil and time here in the U.S. "Learning Disabilities" (LD) are a very 

"American" phenomenon. In many ways, the values, ideologies, and medical and legal 

structures of the U.S. have contributed to the creation of the category "LD." The 

disability category "LD," although contested, is a social fact with broad social currency. 

It is grounded in educational, legal, economic, familial, and medical institutions, and is 

generally accepted as "real" enough to be considered by schools, legislators, judges, and 

families in their decision-making. This illness category is also spreading world-wide. 

Medicalization is an important dimension of globalization. Ideas are contagious as well 

as disease categories, and the medical and pharmaceutical industry is geared up and 

contributing to the spread of the LD diagnosis. The global spread of LD is a broad topic 

begging for anthropological research. 

Endnotes to Chapter 10 

(1) It is important to note that such activism is not limited to LD. Activists and grassroots 
demands have also affected the medicalization and cultural construction of disabilities 
such as post-traumatic stress disorder, muscular dystrophy and, more recently, autism. 

(2) It is important to note that "performing well" does not necessarily mean "succeeding 
according to external standards." Students may, for example, learn how to be dependent 
on others. 

(3) Blonde hair is associated with being "dumb" or "stupid" in the U.S. 

(4) An example would be gender studies, an area of interest for both social labeling 
theory (e.g., Garfinkel 1967) and performance theory (e.g., Robertson 1998). 
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APPENDIX A 
Cultural Framings of Schools in the U.S. 

Framing Key Characteristics 

Site of Workplace Preparation 
Regulations of schools highlighted, 
obedience and compliance emphasized, 
routinization of tasks and schedule, non-
personalized and non-individualized, 
preparation for employment often tacit; 
worker-oriented 

Student and / or Family as Consumer 
Emphasis on consumer rights over 
institutional decision-making and 
evaluation, individualized attention 
demanded, threat of legal action by student 
most common; consumer- or student-
oriented 

Total Institution (esp. army, prison) 
Emphasis on obedience and compliance 
without emphasis on skill acquisition, high 
routinization, perception of school as site 
of confinement and "time wasting;" 
worker-oriented 

Failed Social System / Institution 
Emphasis on lack of resource availability, 
inadequate teaching, poverty of districts, 
portrayal of schools as "holding areas" -
not punitive, but not providing instruction 

Academy 
School as a site of learning and communing 
with educated individuals, pleasure in 
learning for its own sake rather than being 
goal-directed; student- or person-oriented 

"Party Central" 
School as a setting for social interaction 
that is neither work- nor learning-related, 
as a place to have a "final fling" r "last 
chance at fiin" before entering the 
workforce; person-oriented 

Site of Personal Transformation 
School as a place to self-actualize (Maslow 
1954), to grow personally in ways not 
possible elsewhere, emphasis on ethics and 
spirituality as well as on academic learning; 
student- or person-oriented 

Community 
School as a place to gain social, leadership, 
and citizenship skills as well as academic 
and skill learning; student- or person-
oriented 
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APPENDIX B 
Peraonalized Framings of LP 

Also found by Lipowski (1970): 
Personal Weakness Problems are seen as reflecting personal 

insufficiency or failure. Often seen as 
personal moral failing. Can be overcome. 

Irreparable Loss or Damage Permanent difficulty, caused by situation 
beyond one's control. People holding this 
view are more likely to see selves as 
inadequate or "dis-abled." 

Challenge to be Overcome Difficulties can be responded to and 
overcome or bypassed. Personal growth is 
possible of one "rises to" the challenge. 

Enemy Difficulties are antagonistic to self 
Problems may not be able to be overcome 
or bypassed. War or fight metaphor can be 
energetically draining and reduce 
perseverance and resilience. 

Relief Diagnosis serves as explanation and / or 
forgiveness for problems. Problems not 
seen as due to personal weakness or moral 
failure. 

Value Difficulties exist in balance with and reflect 
inseparable positive characteristics of self 

Emerged From Data in This Study: 
Punishment Difficulties reflect externally-imposed 

negative sanctions; a moral fi-aming of 
difficulties co-exists. 

Externalized Entity Difficulties are not part of the self 
Controlling Force or Entity Difficuhies control one's actions, beliefs, 

and /or emotions. Difficulties may be seen 
as external or internal to the person. A 
framing of the self as helpless often co
exists. 

Created by the Sociocultural Matrix 
(Sociogenic) 

Difficulties are situationally and 
socioculturally constructed. There is a 
mismatch between person and environment 
/ task requirements. 

Behavioral Consequents of Personalized Framings (Lipowski fl970|): 
Tackle Problems Directly 
Capitulate in the Face of Difficulty 
Actively Avoid Problems or Actions 
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APPENDIX C 
SAMPLES OF DYSGRAPHIA 

Note "overwriting" and letter formation. 
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APPENDIX D 
Life History Interview Protocol 

Birthdate: Gender: 

What year are you in? Name Code: 

Father's Occupation: Begin: 

Mother's Occupation: End: 

Family Religion: Personal Religion: 

Family Income: 
(incl. mobility & as broken down by wage earner if possible) 

School district/city: 
Type of school attended: 
(including switches) 
Size of the school (estimated): 

Number of siblings: Place in birth order: 
# of adults in household when growing up: 

Does anyone else in the family have a diagnosed LD/AD? Y N ? 
If Y/?, who? 

Do you suspect anyone else in your family has an undiagnosed LD/AD? Y N ? 
If Y/?, who? 
Why do you think this? 

Were you prone to ear infections as a child? 
Did you ever have tubes in your ears? 

Have you ever used a speech / language therapist? 
If Y, how long? 

Were you ever in a speech class or team? 
If Y: When? Tell me about it. 
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Do you ever get headaches when you read? 

Do you have any allergies? 
If Y, to what? 
Tell me about them. 

Do you have asthma? 
Tell me about it. 

Do you have any problems with sleep? 
If Y, what? 
Do you snore? If Y, tell me about it. 

Do you smoke? 
If Y, when during the day do you smoke? 
How does it affect you? 
Do you ever smoke to help you focus? 

Do you drink cafffeinated drinks (coffee, colas, mountain dew, tea, etc.) 
If Y, when? 
How do they affect you? 

Does sunlight/cloudiness affect you? 
If Y, how? 
Have you ever tried using a light box? 
If Y, what effect did it have? 

QUESTIONS 
I. Introduction 

A. Who are you? 
1. To start with, please tell me about yourself 
2. What activities are important to you? 
3. What do you like to do most? (in/out of school) 
4. What do you like to do least? (in/out of school) 
5. What comes easily to you? 
6. What things in life are frustrating to you? 
7. What problems have you overcome in life? 
8. What are your strong points? 
9. What would you change about yourself if you could? 
10. How would other people describe you? 
11. Tell me about your friends. 

n. History 
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A. View of LD 
1. What does it mean to you to say you have a LD/AD? Do you think this has 
changed over time? 
2. If I introduced you as "a person with LD/AD" what would I be leaving out? 
3. Who do you tell you have a LD/AD? 

When do you tell them? How do you tell them? 
Why was it important for them to know? 
If nec: Pretend I am a profiTA; what would you say to me? 

4. Who do you consciously NOT tell? Why not? 
5. Was there ever someone you didn't want to tell but later did? 

Why was it important to you that they didn't know? 
Why did you decide to tell them eventually? 
What happened? 

6. Was there ever someone you regretted telling? Why? 
7. Has waiting ever caused a problem for you? 
8. Are there any strengths you developed because of your LD/AD? 

If Y: Tell me about them. 

B. Areas of special difficulty/strength 
1. Do / did you have any areas that were especially easy for you? 

If Y, what were they? Tell me about them. 
2. Do / did you have any areas that were especially hard for you? 

If Y, what were they? Tell me about them. 
What did you do to overcome these problems? 
Were there any special people who helped you overcome them? 

C. Diagnosis 
1. Tell me about when you were diagnosed. (Get details.) 

Specific reasons for referral 
Who referred 
Who made the diagnosis 
What was done in the session? 

(may not know the answers to specific questions) 
2. Did the tester explain your diagnosis to you? Y N 

If Y, what was said? 
Was it helpful? Y N 
Please explain. 
Did you have any questions? Y N 
If Y, what were they? 
Did anyone else try to explain it to you? Y N 
If Y, who? 

How did that person(s) explain it? 
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Was it helpful? Y N 
Please explain. 

3. How do you feel about the diagnosis? 
4. How did other people react? (&mily, fiiends, teachers, etc.) 
5. Describe to me your LD/AD as you understand it. 
6. What differences in your life do you think it has made to have a LD/AD? 

D. Medication 
1. Are you now taking (or have you taken) any medications for your LD/AD? 

Prescribed? Monitored? 
2. How does it work (as you understand it)? 
3. Tell me about it. 

Frequency/dosage 
Special times 
Exactly as prescribed? Why/not? 
Hide/reveal taking it? (who/why?) 
Effects? 
Are the effects always the same? If N, how different? 
Have the effects changed over time? 

E. School/school memories 
1. Tell me about learning to read. 
2. Tell me about learning to do math. 
3. Tell me about learning to write. 
4. What are your important memories about school before college? 
5. Is there anyone who stands out as being especially helpful? 

If Y, tell me about it. 
6. Is there anyone who stands out as being especially a problem? 

If Y, tell me about it. 
7. Are there any situations that were especially hard for you? 

If Y, tell me about it. 
8. Are there any situations that made you feel especially proud? 

If Y, tell me about it. 
9. Are there any situations that were especially embarrassing? 

If Y, tell me about it. 
10. Are there any special strategies or tricks you used to help you succeed? 

If Y, what were they? 
Did they work? 
Tell me about them. 

11. Did you use any special services? If Y, what were they? 
12. Are there people you made sure to tell? If Y, tell me about it. 
13. Tell me about your fnends. 

F. Community College/College - 4-13 above 
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14. Some students have difficulties with lecture formats specifically. Do you? 
If Y, please explain. 

15. Some students have difficulties with test-taking specifically. 
Are there any test formats that are especially easy or difficult for you? 
If Y, please explain. 

*G. Has your LD/AD affected your job/FWSP position/coop in any way? 
If so, how? 
Did you receive any support for this? 
Did you inform your employer of your LD/AD? 
If Y, how? 
What happened? 

H. Stigma 
1. Some LD/AD students say that they have met people who thought they were 
"scamming" or who "don't believe in LD/AD." Has this happened to you? If Y, 
please explain. 
2. Some students have reported that when they asked professors or teachers for 
accommodations (extra credit assignments, extra time, etc.), they were told, "But 
then I'd have to do it for everyone." Has this ever happened to you? If Y, tell me 
about it. How did you respond? Is there another response you wish you had had at 
the moment? Is there anything you would have liked top have said? If Y, what? 

I. Unusual accommodations 
I. Some students have said that using color helps them learn. Is this true for you? 

If Y, how so? 

J. Services; I am going to read you a list of services that are often available to students. 
[Not all of these are relevant to students at Antioch.] Please rate them on a scale of 0-10 
(with 0 being "useless" and 10 being "essential for any success") as to how useful they 
are to 
A.You; 

1. Early Registration 
2. Testing Services: 
3. Separate Computer Lab Facilities 
4. Notetakers 
5. Having a writer in testing 
6. Texts on tape 
7. Tutoring 
8. Extra Academic Counseling 
9. Having a reader in testing 
10. Advocacy 
11. Formal support group meetings 
12. (Juiet room for study 
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13. Quiet room with single computer 
*14. Extended time on tests 
*15. Extended time for papers 

B. Students with LD/AD generally; 
1. Early Registration 
2. Testing Services; 
3. Separate Computer Lab Facilities 
4. Notetakers 
5. Having a writer in testing 
6. Texts on tape 
7. Tutoring 
8. Extra Academic Counseling 
9. Having a reader in testing 
10. Advocacy 
11. Formal support group meetings 
12. Quiet room for study 
13. Quiet room with single computer 

C. What kind of space do you study best in? 

D. What kind of situation do you learn best in? 

m. VIEW OF THE FUTURE 

A. Future in education 
1. What are your plans for school after this year? 
2. Have you ever considered grad school at any point in the fiiture? 

If Y, tell me about it. 
Will you wait or continue directly? 
Have you considered a major? 
If Y, is it the same or different from your major now? Please explain. 

3. Have you started applying? If Y, tell me about it. 
4. Do you think you will have any special aids or accommodations to succeed in 
grad school? If Y, tell me about it. 

B. Future in work arena 
1. Do you have any plans for work after you finish school? If Y, tell me about it. 
2. Describe for me your perfect job. 
3. What would you like to do least as a job? 
4. What kinds of jobs would you apply for? Why? 
5. What kinds of jobs would you NOT apply for? Why not? 
6. Do you plan to tell your employers you have an LD/AD? 
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Why or why not? 
What would you say? 

7. Do you think you will need any special accommodations from your employer? 
If Y, which? Why? 

C. Future social life 
1. Do you think you will stay in contact with the people who are our friends now? 

Why or why not? 
2. What kind of social life would you like to have after you graduate? 

Do you think this will happen? Why or why not? 

D. Future family life 
1. Do you have any future plans for a family? 

If Y, tell me about them. 
2. Would you like to have children? 

Why or why not? 
How many? 
Do you think they will have any specific educational needs? 

If Y, what would they be? 

How do you see yourself changing in the future? 
How do you see yourself staying the same? 
Do you consider yourself to be disabled? 

Why or why not? 
If Y, how so? 

V. "THE PERFECT. .." 

A. If you could structure an ideal school, how would you do it? 
[ex; What would you include in it? What would./wouldn't you want?] 

B. What would your ideal professor be like? 
C. [If applicable;] What would your ideal TA be like? 
D. [If applicable;] What would your ideal tutor be like? 
E. [If applicable;] What would an ideal [AD/LD] services program be like? If you 
designed an ideal services program, what would you include/not include in it? 

VI. SEMANTIC NETWORK 

If I say Pat is smart, what am I saying? 
If I say Pat is stupid, what am I sajdng? 
If I say Pat is succeeding, what am I saying? 
If I say Pat is failing, what am I saying? 

E. AYO 
1. 
2. 
3. 
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What is "cheating"? Is it ever justified? If Y, when? 

I would like to read you some words and have you tell me what they mean. Some are 
similar to others, some are very different; 

attention medication disorder race learning teach 
dialect disability school intelligence Ritalin tutor 
deficit accent class talent diagnosis dysfiinction 
resilience gifted dysfiinction remediation handicap drug 
education ethnicity at-risk [social class if necessary] hyperactivity 
grade lazy work cheating 

To the best of your understanding, what does Ritalin do? How does it work? 

Vn. QUESTIONS RELATED TO RIGHTS 

A. The Federal government mandates "reasonable accommodations" for students with 
various types of disabilities. What do you think should be provided to students with LD 
and ADD as "reasonable accommodations"? 

B. People with some kinds of disabilities are beginning to become active in order to 
increase understanding of the type of disability they have and in order to be sure that 
people with that type of disability receive reasonable accommodations. Other people, 
usually with different types of disabilities, prefer not to be come politically active and 
like to be "invisible" so that they are not marked as being different fi'om other people. In 
your opinion, should the group of people who have learning disabilities or attention 
deficit disorders be politically active or not? Why or why not? Are you yourself 
interested in being politically active concerning this topic? Why or why not? About other 
topics? Why or why not? 

vm. CLOSING QUESTIONS 

A. Are there any other questions you think I should be asking? 
(If Y, what are they?) 

B. Take a minute and think about your answers to these next questions before you answer 
them, as they are very important. These are the ones that are not on the copy of the 
questionnaire I gave to you. I didn't give them to you before because I wanted you to 
think about them after you reflected on your education by answering the questions in this 
questionnaire. Remember, just like every other question I've asked, you don't have to 
answer them if you don't want to. 
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1. If you could give one message to the University/College, what would it be? [If 
necessary, what are they doing right? What are they doing wrong?] 

2. If you could give one message to the administration, what would it be? [If necessary, 
what are they doing right? What are they doing wrong?] 

3. If you could give one message to your professors, what would it be? [If necessary, 
what are they doing right? What are they doing wrong?] 

4. [If applicable;] If you could give one message to the Academic Support Center, what 
would it be? [If necessary, what are they doing right? What are they doing wrong?] 

5. [If applicable;] If you could give one message to CeDRR (mandated services), what 
would it be? [If necessary, what are they doing right? What are they doing wrong?] 

6. [If applicable;] If you could give one message to SALT, what would it be? [If 
necessary, what are they doing right? What are they doing wrong?] 
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APPENDIX E 
SOaOCULTURAL FRAMINGS OF LD 

Framing Key Characteristics 
Sociogenic; Personal response Difficulties seen as an understandable 

response to problematic social structures 
and processes (e.g., the education system) 

Sociogenic: Medicalization Difficulties seen as a medicalization of 
social problems (e.g., low quality of 
schools or the increased speed of society) 

Sociogenic; Social Control Problems in school and other institutions, 
lessened parental and school control over 
child behavior believed to increase need to 
control behavior; more common for AD 

Moral Model; Laziness Difficulties seen as due to poor work ethic, 
low motivation 

Moral Model; Excuse Diagnosis is meant to explain lower-than-
expected or lower-than-desired level(s) of 
personal achievement 

Fashions in Disease Trends in diagnosis, client demand 
believed to lead to diagnostic "fads" 

Cognitive Difficulties seen as caused by differences 
in learning styles and cognitive processes 

Medical; Body as machine Person may view self as "broken" or 
"repairable;" parts of body are seen as 
isolatable, connected by "wires" or 
mechanical parts such as gears 

Medical; Body as organic entity Person may see self as "permanently 
flawed;" difficulties caused by damage that 
cannot be healed, delayed maturation, 
anatomic malformation, or physiology 

Medical; Body as communication system Emphasis on how organs, parts of organs 
(e.g., lobes of brain) or cells "talk to" one 
another; usually teleological 

Medical; Body as fluid system Difficulties believed to result from low 
blood or other fluid supply to parts of 
brain; low flow is typically seen as causing 
shortages of oxygen, sugar, and other 
metabolites to specific regions of the brain 

Holistic Mind, body and spirit seen as integratively 
connected; problems not localizable in any 
specific part of a person's self 



456 

Framing Key Characteristics 
Genetic Difficulties believed to reflect genetic 

abnormality reflected in "temperament," 
"heritability," observable gene sequence 
difference, or altered organic anatomy and / 
or physiology 

Evolutionary: "Hunter" / "Farmer" Difficulties reflect "hunter" (high activity) 
inability to adapt to a "farmer" (static, 
slow-moving) world 

Evolutionary; Criminality High levels of diagnosis in some nation-
states used as penal colonies, places to send 
dissenters (e.g., U.S., Australia) reflects 
presumed inheritable criminality of these 
early "settlers" 



457 

REFERENCES 

A. A.M.R. (American Association on Mental Retardation). 1992. Mental Retardation: 
Definition, classifications, and systems of support, 9th ed Washington D.C.: Author. 

Adams, George W. Caring for the Men: The history of Civil war medicine. The National 
Historical Society's The Image of War: 1861-1865 Volume IV "Fighting for Time." [on
line]. Available: http://www.civilwarhome.com/medicinehistory.htm. 

Adler, Jerry. 6/14/99. How stress attacks you. Newsweek 133(24): 56-63. 

Alarcon, M., B.F. Pennington, P A. Filipek, and J.C. DeFries. 2000. Etiology of 
neuroanatomical correlates of reading disability. Developmental Neuropsychology, 17(3): 
339-60. 

Alschuler, Alfred S. and Gregory S. Blimling. 1995. Curbing epidemic cheating through 
systemic change. College Teaching 43(4): 123-125. 

Peter Altschul .March 14, 2002. O'Connor: Disabilities Act Has Gaps. Available: 
BlackDisabled@yahoogroups.com and atschu@erols.com and 
BlackDisabled@onelist.com. 

A.M.P. 1998. Nutrition; Superfoods. Psychology Today. 31(6): 20. 

Bandura, Albert. 1977. Social Learning Theory. (Englewood Cliffs, NJ: Prentice Hall). 

Bandura, Albert. 1982. Self-efficacy mechanism in human agency. American 
Psychologist, 37(2): 122-147. 

Bandura, Albert. 1989. Human agency in social cognitive theory. American Psychologist, 
44(9): 1175-1184.] 

Bandura, Albert. 1990. Some reflections on reflections. Psychological Inquiry 1: 101-
105. 

Barkley, Russell A., Gail Grodzinsky, and George J. DuPaul. 1992. Frontal lobe 
functions in attention deficit disorder with and without hyperactivity; A review and 
research report. Journal of Abnormal Child Psychology 20(2): 163-188. 

Baldessarini, R.J. (1985). Chemotherapy in Psychiatry: Principles and practice. 
(Cambridge; Harvard University Press). 

http://www.civilwarhome.com/medicinehistory.htm
mailto:BlackDisabled@onelist.com


458 

Becker, Alton L. 1979. Text-building, epistemology, and aesthetics in Javanese shadow 
theatre. In: The Imagination of Reality: Essays in Southeast Asian Coherence Systems. 
A.L. Becker and Aram Yengoyan, eds. (Norwood, NJ: Ablex). pp. 211-243. 

Behr, Ira Steven. 1995. Star Trek Deep Space Nine The Ferengi Rules of Acquisition by 
Quark, as Told to Ira Steven Behr. (NY: Pocket Books). 

Bellah, Robert N., Richard Madsen, William M. Sullivan, Arm Swidler, and Steven M. 
Tipton. 1985. Habits of the Heart: Individualism and commitment in American Life. 
(Berkeley: University of California Press). 

Biklen, Douglas. 1987. Framed; Print journalism's treatment of disability issues. In: 
Images of the Disabled: Disabling images. Alan Gartner and Tom Joe, eds. (NY: Praeger 
Press).pp. 79-95. 

Bogdan, Robert, Douglas Biklen, Arthur Shapiro, and David Spelkoman. 1990 [1982]. 
The disabled; Media's monster. In: Perspectives on Disability: text and readings on 
disability. Mark Nagler, ed. (Palo Alto, CA; Health Markets Research), pp. 138-42. 

Bondi, Nicole. 2001. /4/01. Jerry Lewis telethon inspires record donations and protests, 
[on-line]. Available; http;//www.ican.com/news/fullpage.cfm/articleid/688BDF42-57CB-
40EC-BC97A3 AA64779219/cx/news.nonprofit_news/article.cfni. 

Borkan, Jeffrey M., Mark Quirk, and Michael Sullivan. 1990. Finding meaning after the 
fall; Injury narratives from elderly hip fracture patients. Social Science in Medicine. 
33(8); 947-957. 

Borsting, E., W.H. Ridder HI, K. Dudeck, C. Kelley, L. Matsui, and J. Motoyama. 1996. 
The presence of a magnocellular defect depends on the type of dyslexia. Vision Research, 
36(7); 1047-53. 

Boucagnani, L.L. and R.W. Jones. 1989. Behaviors analogous to frontal lobe dysfunction 
in children with attention deficit hyperactivity disorder. Archives of Clinical 
Neuropsychology 4; 161-173. 

Bourhis, Richard Y., Sharon Roth, and Glenda MacQueen. 1989. Communication In the 
hospital setting; A survey of medical and everyday language use amongst patients, 
nurses, and doctors. Social Science and Medicine 24 (4); 339-346. 

Bowe, Frank G. 1978. Handicapping America: Barriers to disabled people. (NY; Harper 
and Row). 

Bowe, Frank G. 1990. Employment and people with disabilities; Challenges for the 
mneties.OSERS News in Print. 3 (3); 2-6. 



459 

Bowe, Frank G. 1992. Empowerment: Dependence vs. independence. OSERS News in 
Print. 5 (2): 4-7. 

Boyd, Tracy. 2001.8/28/01. Advocates protest MDA telethon Annual Jerry Lewis 
fundraiser called 'pity party.' [on-line]. Available: 
http://www.ican.coni/news/fullpage.cfni/articIeid/486C7BE6-578C-43D3-
B57D1A7C AE47F06 l/cx/news.nonprofitnews/article.cfm. 

Brantley, McKinzie. McKinzie Brantley: My view. Jerry Lewis is not an easy villain, 
[on-line]. Available: http://www.ican.coni/news/fullpage.cfm/articleid/BCE3688E-70FD-
4C2D-A78521F11573 A9D0/cx/ news.nonprofitnews/article.cfm 

Braxton, Greg and Shawn Hubler. January 17, 1997. How America "knew" Ennis Cosby. 
Seattle Times [on-line]. Available: 
http://seattletimes.nwsource.com/extra/browse/html97/enni_011797.html 

Bronner, Ethan. March 11, 1998. High schools fear telling colleges all about Johnny. New 
York Times. 147:Al. 

Brower, Wendy S. Lewis Pity-thon Perpetuates Stereotypes of People with Disabilities, 
[on-line]. Available: http://www.disabilityinstitute.org/news.htm. 

Brown, Steven E. 2000. The League of the Physically Handicapped & Independent 
Living in 1935. http://www.disabilityworld.org/10-12_00/il/league.htm. 

Bury, Michael. 1982. Chronic illness as biographical disruption. Sociology of Health and 
Illness. 4(2): 167-182. 

Butterworth, Brian. 10/22/01. Dyscalculia. British Dyslexia Association, [on-line]. 
Available: http://www.bda-dyslexia.org.uk/press/z04sci.htm. 

Byrd, E. Keith and Timothy R. Elliott. 1988. Media and disability: A discussion of 
research.. In-. Attitudes Toward Persons with Disabilities. Harold E. Yuker, ed. (NY: 
Springer Publishing Co.). pp. 82-95. 

Carrier, J.G. 1983. Explaining educability: An investigation of political support for 
"Children with Learning Disabilities Act" of 1969. Journal of Sociology of Education, 2: 
125-140. 

Cassell, Eric J. 1976. Disease as an "it:" Concepts of disease revealed by patients' 
presentation of symptoms. Social Science artdMedicine, 10: 143-6. 

Celltech. September, 2001. "Introducing Metadate CD capsules." Ladies' Home Journal 
108 (9): 147-8. 

http://www.disabilityinstitute.org/news.htm
http://www.disabilityworld.org/10-12_00/il/league.htm
http://www.bda-dyslexia.org.uk/press/z04sci.htm


460 

Cestnick, L. and J. Jerger. 2000. Auditory temporal processing and lexical / nonlexical 
reading in developmental dyslexics. Journal of the American Academy ofAudiology, 
11(9); 501-13. 

Chafe, Wallace. 1990. Some things that narratives tell us about the mind. /«: Narrative 
Thought and Narrative Language. Bruce K. Britton and A-D. Pellegrini, eds. (Hillsdale, 
NJ: Lawrence Erlbaum Associates), pp. 79-98. 

Charmaz, Kathy. 1980. The social construction of self-pity in the chronically ill. Studies 
in Symbolic Interation, 3 •. 123-145. 

Christina. 9/13/00. Did government approve citizens as toxic waste sites? The Disability 
Grapevine [on-line]. Issue 27. Available: 
http://groups.yahoo.com/group/DisabilityGrapeVine/message/1422. 

Conrad, Peter, and Joseph W. Schneider. 1992. Deviance andMedicalization: From 
badness to sickness. (Phladelphia, PA: Temple University Press). 

Cooley, Charles Horton. 1999 [1902]. The looking glass self. Social Theory: The 
multicultural and classic readings. Charles Lemert, ed. (Boulder CO: Westview Press), 
pp. 188-189. 

Crip Commentary. This weekend ~ Labor Day ~ we're coming OUT OF OUR HOUSES 
to protest the Jerry Lewis Pity-Thon. Available; 
http://www.cripcommentary.com/LewisVsDisabilityRights.htmi. 

Davila, Robert R. 1991. Goals for improving services to minority individuals with 
disabilities. OSERS News in Print 3(4);2-5. 

DeGrandpre, Richard. 2000. Ritalin Nation: Rapid-fire culture and the tran^ormation of 
human consciousness. (NY: W.W. Norton Co.) 

Diller, Lawrence H. 1998. Running on Ritalin: A physician reflects on children, society, 
and performance in a pill. (NY: Bantam Books). 

DSSHE-L listserv. Disabled Student Services in Higher Education. 9/30/97-10/23/97. 
Road Rage. Available through: DSSHE-L@LISTSERV.ACSU.BUFFALO.EDU. 

Durkheim, Emile. 1983 [1933]. The Division of Labor in Society. George Simpson, 
transl. (Glencoe, IL: Free Press). 

Duster, Troy. 1996. The prism of heritability and the sociology of knowledge. Naked 
Science: Anthropological inquiry into boundaries, power, and knowledge. Nader, Laura, 
ed. (NY: Routledge). pp. 119-130. 

http://groups.yahoo.com/group/DisabilityGrapeVine/message/1422
http://www.cripcommentary.com/LewisVsDisabilityRights.htmi
mailto:DSSHE-L@LISTSERV.ACSU.BUFFALO.EDU


461 

Eisenberg, Leon. 1977. Disease and illness. Culture, Medicine, and Psychiatry. 1; 9-23. 

Eliot, T.S. The love song of J. Alfred Prufrock. (1917) [on-line]. Available: 
http://www.bartleby.eom/l 98/1 .html 

Elliott, Deni. 1994. Disability and the media: The ethics of the matter. In: The Disabled, 
the Media, and the Information Age, Jack A. Nelson, ed. (Westport ,CT: Greenwood 
press), pp.73-80. 

Erchack, G.M. and R. Rosenfeld. 1989. Learning disabilities, dyslexia, and the 
medicalization of the classroom. In: Images of Issues: Typifying social problems. J. Best, 
ed. (NY: Aldine de Gruyter). p. 79-95. 

Fagerheim, T., P. Raeymaekers, F.E. Tormessen, M. Pedersen, L. Tranebjaerg, and H.A. 
Lubs. 1999. Journal of Medical Genetics, 36(9): 664-9. 

Fahmy, Sameh. 2001. Health: Some children thought to have attention-deficit disorders 
are actually just sleep deprived. Monroe News-Star 1/3/01; submitted to The Disability 
Grapevine 48 [on-line] by Robert Rhodes on 2/7/01. Available: 
http://groups.yahoo.eom/group/DisabilityGrapeVine/messages/2134. 

Feingold, Ben. 1985. Why Your Child is Hyperactive. (NY: Random House). 

Festinger, Leon. 1957.^4 Theory of Cognitive Dissonance. (Evanston IL: Row, Peterson). 

Field, L.L. and B.J. Kaplan. 1998. Absence of linkage of phonological coding dyslexia to 
chromosome 6p23-p21.3 in a large family data set. American Journal of Human 
Genetics, 63(5): 1448-56. 

Finlan, Thomas G. 1994. Learning Disabilities: The imaginary disease. (Westport, CT: 
Bergin and Garvey). 

Flannery, K.A., J. Liederman, L. Daly and J. Schultz. 2000. Male prevalence for reading 
disability is found in a large sample of black and white children free from ascertainment 
bias. Journal of the International Neuropsychological Society, 6(4): 433-42. 

Fletcher, Jack M., Sally E. Shaywitz, Donald P. Shankweiler, Leonard Katz, Isabelle Y. 
Liberman, Karla K. Steubing, David J. Francis, Anne E. Fowler, and Bennett A. 
Shaywitz. 1994. Cognitive profiles of reading disability: Comparisons of discrepancy 
and low achievement definitions. Journal of Educational Psychology 86(l):6-23. 

Flood, Craig. December 15, 2000. Closing statement, EDEQUTTY Male Dialogue, [on
line] Available: edequity@phoenix.edc.org 

http://groups.yahoo.eom/group/DisabilityGrapeVine/messages/2134


462 

Floyd, Barbara. Medicine in the Civil War. [on-line]. Available: 
http://www.cl.utoledo.edu/canaday/quackery/quack8.htnil. 

Foley, Lee. 1995. Washington update. LDA Newsbriefs. 30 (5): 5-6. 

Frankenberg, Ronald. 1980. Medical anthropology and development: A theoretical 
Social Science and Medicine. 14B: 197-207. 

Friere, Paulo. 1989. Pedagogy of the Oppressed. (NY: Continuum). 

Fujimura, Joan H. and Fortun, Michael. 1996. Naked Science: Anthropological inquiry 
into boundaries, power, and knowledge. Nader, Laura, ed. (NY: Routledge). pp. 160-173. 

Gaiman, Neil. 2000. The Quotable Sandman: Memorable lines from the acclaimed series. 
(NY: D.C. Comics Vertigo). 

Garfinkel, Harold. 1967. Passing and the managed achievement of sex status in an 
interested person, part 1. In: Studies in Ethnomethodology. (Englewood Cliffs: Prentice-
Hall), pp. 116-185. 

Garrett headed to Supreme Court; most service providers not worried. (October 2000). 
Disability Compliance for Higher Education 6(3): 8. 

Gayan, J., S.D. Smith, S.S. Chemy, L.R. Cardon, D.W. Fulker, A.M. Brower, R.K. 
Olson, B.F. Pennington and J.C. DeFries. 1999. (^antitative-trait locus for specific 
language and reading deficits on chromosome 6p. American Journal of Human Genetics., 
64(1): 157-64. 

Gearan, Anne. 2002. Senator lectures Justice Rehnquist. Disability Grape Vine 2 [on
line]. Submitted by D. Davis. Available: 
http://groups.yahoo.com/group/DisabilityGrapeVine/messages/3856 and 
http://dailynews.yahoo.eom/htx/ap/20020313/pl/scotus_congress_l .html. 

Geertz, Clifford. 1973. The Interpretation of Cultures. (NY: Basic Books). 

Gephart, Dan, and Ed Filo, eds. 2001. Know These Cases! The most important judicial 
decisions and OCR rulings in higher education. (Horsham PA: LRP Publications). 

Gerber, P.J. and Reiff, H.B. 199L Speaking for Themselves: Ethnographic Interviews 
with Adults with Learning Disabilities. International Academy for Research in Learning 
Disabilities, Monograph Series No. 9 (Arm Arbor: University of Michigan Press). 

Gilroy, Dorothy E. and Tim R. Miles. 1996. Dyslexia at College. (NY: Routledge). 

http://www.cl.utoledo.edu/canaday/quackery/quack8.htnil


463 

Gipe, Joan P. 1991. Corrective Reading Techniques for Classroom Teachers, ed. 
(Scottsdale AZ: Gorsuch Scarisbrick, Pub.). 

Goffinan, Erving. 1990 [1959]. Asylums: Essays on the social situation of mental patients 
and other inmates. (NY: Doubleday Books). 

Goffinan, Erving. 1980. The Presentation of Self in Everyday Life. (NY: Garden City 
Publications). 

Gonzales and Bartlett: Similar lawsuits result in strikingly different decisions. (October 
2000). Disability Compliance for Higher Education 6(3); 1,6. 

Goodwin, Joseph P. 1989. Better blatant than latent. More Man than You 'II Ever Be: Gay 
folklore and acculturation in middle America. (Bloomington; University of Indiana 
Press), pp. pp. 61-77. 

Gould, Stephen Jay. 1981. The Mismeasure of Man. (NY: W.W. Norton & Co). 

Gracey, Harry L. 1999. Learning the student role; Kindergarden as boot camp.. In: Down 
to Earth Sociology: Introductory readings, 10th edition. James M. Henslin, ed. (NY; The 
Free Press.) pp. 418-430. 

Greenfield, Patricia Marks. \9%A. Mind and Media: The effects of television, video 
games, and computers. (Cambridge; Harvard University Press). 

Griffith, Mary. 1998. The Unschooling Handbook: How to use the world as your child's 
classroom. (Rockland CA; Prima Pub.). 

Grigorenko, E.L. 2001. Developmental dyslexia; An update on genes, brains, and 
environment. Journal of Chid Psychology and Psychiatry and Related Disciplines, 42( 1); 
91-125. 

Grubb, Henry Jefferson. 1992. Intelligence at the low end of the curve; Where are the 
racial differences? African American Psychology: Theory, research, and practice. A. 
Kathleen Hoard Buriew, W. Curtis Banks, Harriette Pipes McAdoo, and Daudi Ajani ya 
Azibo, eds. (Newbury Park, CA; Sage Publications), pp. 219-228. 

Hahn, Robert A. 1984. Rethinking "illness" and "disease." Asian Systems of Healing. E. 
Valentine Daniel and Judy F. Pugh, eds. (Leiden; E.J. Brill) pp. 1-23. 

Hallahan, Daniel P., James M. Kaufifman, and John Wills Lloyd. 1985. Introduction. In: 
Introduction to Learning Disabilities, 2^ ed (Englewood Cliffs, NJ; Prentice-Hall, Inc.) 
pp. 2-27. 



464 

Hanks, William F. 1999 [1991], Foreword. In: Situated Learning: Legitimate peripheral 
participation. Jean Lave and Etienne Wenger. (Cambridge University Press) pp. 13-24. 

Haraway, Donna. 1991. Simians, Cyborgs, and Women: The reinvention of nature. (NY: 
Routledge). 

Hartmann, Thorn. 1996. Beyond ADD: Hunting for Reasons in the past and present. 
(Grass Valley, CA; Underwood Books). 

Heiervang, E., K Hugdahl, H. Steinmetz, A. Inge Smievoll, J. Stevenson, A. Lund, L. 
Ersland, and A. Lundervold. 2000. Planum temporale, planum parietale, and dichotic 
listening in dyslexia. Neuropsychologia, 38(13); 1704-13. 

Henderson, Nan and Mike Milstein. 1996. Resiliency in Schools: Making it happen for 
students and educators. (Thousand Oaks, CA; Corwin Press). 

Herzog, Jane E. 1990. Training students with learning disabilities for careers in the 
human services. OSERSNews in Print 3(3); 14-17. 

Hohenwarter, Anne. 1/25/02. RE; books on tape. Independent Colleges and Universities 
listserv. icu@lists.netimpact.net. 

Howard, Adam. 2000. Pedagogy for the affluent. ENCOUNTER: Education for Meaning 
andSocialJustice 13(2); 34-40. 

Hung, Jenny. 9/20/99. Surviving a year of sleepless nights. Newsweek 133; 9. 

Hynd, George, Richard M. Marshall, and Margaret Semrud-Clikeman. 1991. 
Developmental dyslexia, neurolinguistic theory and deviations in brain morphology. In: 
Reading Disabilities: Genetic and neurological irtfluences. Bruce F. Pennington, ed. 
(Dordrecht; Kluwer Academic Publishers), pp. 157-174. Reprinted from 1991. Reading 
and Writing: An interdisciplinary journal, 3(3-4); 345-362. 

Im, Eun-Ok and Wonshik Chee. 2001. A feminist critique of research on cancer pain. 
Western Journal of Nursing Research 23(7); 726-752. 

Ingersoll, B. 1988. Your Hyperactive Child: A parents' guide to coping with attention 
deficit disorder. New York; Doubleday. 

Jacoby, Russell and Naomi Glauberman, eds. 1995. The Bell Curve Debate: History, 
documents, opinions. (NY; Random House). 

Jaksa, Peter. 1999. Editorial; ADHD myths, Ritalin fears, and media responsibility. 
ADDA, [on-line]. Available; http;//www.add.org/content/research/editorial.htm. 

mailto:icu@lists.netimpact.net
http://www.add.org/content/research/editorial.htm


465 

Janis, Irving. (1972). Victims of Groupthink. Boston, MA; Houghton Mifflin. 

Janis, Irving. (1982). Groupthink; Psychological studies of policy decisions and fiascoes. 
Boston, MA; Houghton Mifflin. 

Janzen, John M. 1987. Therapy management: Concept, reality, process. Medical 
Anthropology Quarterly. 1(1); 68-84. 

Johnson, Stanley W. and Robert L. Morasky. 1980. Learning disabilities - A historical 
survey. /«; Learning Disabilities, 2^ ed (Boston; Allyn and Bacon., Inc.). pp. 3-14. 

Kantrowitz, Barbara and Karen Springer. 10/6/97. Why Johnny stayed home. Newsweek 
[on-line]. Available; http;//www.idonline.org/ld_indepth/special_education/johnny.html 

Kaplan, Arline. 2001. Psychiatric Times, 17(3), submitted to The Disability Grape Vine 
[on-line] 3/11/01 by Christina. Available; http;//www.mhsource.com/pt/p01030la.html 

Kasnitz, Dewa and Russell P. Shuttleworth. 2001. Engaging anthropology in disability 
studies. Semiotics and Dis/ability: Interrogating categories of difference. (Albany; State 
University of New York Press), pp. 19-42. 

Keiler, Garrison. Lake Wobegon Days. National Public Radio syndicated program. 

Kelly, Kate and Peggy Ramundo, 1993. You Mean I'm Not Lazy, Stupid or Crazy?! A 
self-help bookfor adults with Attention Deficit Disorder. (Cinncinati; Tyrell and Jerem 
Press). 

Kennedy, Elizabeth Lapovsky and Madeline D. Davis. 1993. Boots of Leather, Slippers 
of Gold: The history of a lesbian community. (NY; Penguin Books, Ltd.). 

Kirk, Samuel A. and Barbara Bateman. 1962. Diagnosis and remediation of learning 
disabilities. Exceptional Children 29(2); 73. 

Kleinman, Arthur. 1986. Illness meaning and illness behavior. In: Illness Behavior. S. 
McHugh and T. Vallis, eds. (NY; Plenum Press), pp. 149-160. 

Kleinman, Arthur. 1980. Patients and Healers in the Context of Culture. Berkeley; 
University of California Press. 

Kleinman, Arthur, 1978. Concepts and a model for the comparison of medical systems as 
cultural systems. Social Science in Medicine. 1; 91-102. (definition of EM) 

Kleinman, Arthur, Leon Eisenberg and Byron Good. 1978. Culture, illness, and care. 
Annals of Internal Medicine. 88 (2); 251-258. 



466 

Kohl, Herbert R. 1969. The Open Classroom. (NY: Vintage Books). 

Kolata, Gina. 1999. Flu: The story of the great influenza pandemic of 1918 and the 
search for the virus that caused it. (NY: Farrar, Straus, and Giroux). 

Kozol, Jonathan. 1991. Savage Inequalities. (NY: Crown, Pub.). 

Kriegel, Leonard. 1987. The cripple in literature. Images of the Disabled: Disabling 
images. Alan Gartner and Tom Joe, eds. (NY: Praeger Press), pp. 31-63. 

Kronick, Doreen. 1988. New Approaches to Learning Disabilities: Cognitive, 
metacognitive, holistic. (Philadelphia: Grune and Stratton). 

Kubler-Ross, Elisabeth. 1969. On Death and Dying: What the dying have to teach 
doctors, nurses, clergy and their own families. (NY: Collier Books). 

KuHck, Don. Becoming a travesti. Travesti: Sex, gender and culture among Brazilian 
transgenderedprostitutes. (Chicago: University of Illinois Press), pp. 44-95. 

Langer, Ellen J. and Benzion Chanowitz. 1988. Mindfulness / mindlessness: A new 
perspective for the study of disability. /«: Attitudes Toward Persons with Disabilities. 
Harold E. Yuker, ed. (NY: Springer Publishing Co.). pp. 68-81. 

Lasch, Christopher. 1982. On medicalization and the triumph of the therapeutic. In: The 
Use and Abuse of Medicine. (NY: Praeger Press.) pp. 36-41. 

Lave, Jean. 1996. The savagery of the domestic mind. Naked Science: Anthropological 
inquiry into boundaries, power, and knowledge. Nader, Laura, ed. (NY: Routledge). pp. 
87-100. 

Lazerson, Marvin. 1983. The origins of special education. Special Education Policies: 
Their history, implementation, andfinance. Jay G. Chambers and William T. Hartman, 
eds. (Philadelphia: Temple University Press.) pp. 15-47. 

Legal Roundup. (December 2000). Disability Compliance for Higher Education 6(5): 13-
15. 

Lemer, Janet. 1976. Children with Learning Disabilities: Theories, diagnosis, teaching 
strategies, Z"' ed (Boston: Houghton Mifflin Company). 

Leonard, Vickie. 1984. Banners not babies, off our backs. 14(11): 16. 

Lessard, Bill and Steve Baldwin. 2000. netslaves: True tales of working the Web. (NY: 
McGraw-Hill). 



467 

Lester, Gillian & Mark Kelman. 1997. State disparities in the diagnosis and placement of 
pupils with learning disabilities. Journal of Learning Disabilities 30(6): 599-607. 

Levine, Eliot. 2002. One Kid at a Time: Big Lessons from a small school. (NY: Teacher's 
College). 

Levine, Robert. 1997. A Geography of Time. (NY; Basic Books). 

Levinson, Harold N. 1984. Smart But Feeling Dumb: The challenging new research on 
(fyslexia - and how it may help you. (NY: Warner Books, Inc.). 

Linde, Charlotte. 1993. Life Stories: The Creation of Coherence. (NY: Oxford University 
Press). 

Lipowski, Z.J. 1970. Physical illness, the individual and the coping process. Psychiatry in 
Medicine 1(2): 91-102. 

Lipsky, Alan and Dorothy Kerzner Gartner. 1989. The Yoke of Special Education: How 
to break it. Working Paper. (Rochester NY: National Center on Education and the 
Economy). 

Longmore, Paul K. 1987. Screening stereotypes: Images of disabled people in television 
and moving pictures. In: Images of the Disabled: Disabling images. Alan Gartner and 
Tom Joe, eds. (NY: Praeger Press), pp. 65-78. 

Luria, A.R. 1966 Higher Cortical Functions in Man. (NY: Basic Books). 

Lyon, Margaret L. 1996. C. Wright Mills meets Prozac: The relevance of "social 
emotion" to the sociology of health and illness. In: Health and the Sociology of Emotions 
Veronica James and Jonathan Gabe, eds. (Cambridge, MA: Blackwell Publishers Ltd.). 
pp. 55-78. 

Mackey, Paul A and Andrew Kopras. 4/3/01. Medication for Attention 
Deficit̂ yperactivity Disorder (ADHD): an Analysis by Federal Electorate. Current 
Issues Brief11 2000-01. [on-line]. Available: 
http://www.aph.gov.aU/library/pubs/cib/2000-0l/01cibll.htm#causes. 

Maddux, James E. and John Lewis. 1995. Self-efficacy and adjustment: Basic principles 
and issues. In: Self-Efficacy, Adaptation, and Adjustment Theory: Theory, Research, and 
Application. James E. Maddux, ed. (NY: Plenum Press), pp. 37-68. 

Maloufl^i John M. 1996. Disability accommodations that lower course standards. College 
Teaching. 44 (1): 2. 

http://www.aph.gov.aU/library/pubs/cib/2000-0l/01cibll.htm%23causes


468 

Martin, Emily. 1992. The Woman in the Body. (Boston: Beacon Press). 

Martin, Emily. 1994. Flexible Bodies: The role of immunity in American culture from the 
days ofpolio to the age of AIDS. (Boston; Beacon Press). 

Maslow, Abraham H. 1954. Motivation and Personality. (NY; Harpers). 

Maslow Abraham H. 1001. Critique of self-actualization theory. yow/Tia/ of Humanistic 
Education and Develop 

Mather, Nancy. 1994. An Instructional Guide to the Woodcock-Johnson Psycho-
Educational Battery-Revised. (Brandon, VT: Clinical Psychology Publishing Company, 
Inc.). 

Mather, Nancy. 1993. Critical issues in the diagnosis of learning disabilities addressed by 
the Woodcock-Johnson Psychoeducational Battery-Revised. Journal of 
Psychoeducational Assessment Monograph, pp. 103-122. 

Mather, Nancy and William Healey. 1990. Deposing aptitude-achievement as the 
imperial criterion for learning disabilities. Learning Disabilities: An Interdisciplinary 
Journal. 1 (2): 40-48. 

Mather, Nancy and Lynne JafFe. 1992. Woodcock-Johnson Psycho-Educational Battery-
Revised: Recommendations and Reports. (Brandon, VT: Clinical Psychology Publishing 
Company, Inc.). 

McDermott, R.P. 1993. The acquisition of a child by a learning disability. In: 
Understanding Practice: Perspectives on activity cmd context. Seth Chaiklin and Jean 
Lave, eds. (Cambridge University Press), pp. 269-305. 

McKenzie, Pamela. 2001. A Student Services Survey; Program Development for the 
Academic Support Center of Antioch College. Senior Project in Self, Society, and 
Culture. 

McLoughlin, James A. and Rena B. Lewis. 1994. Assessing Special Students, 4th edition. 
(NY; Macmillan College Pub. Co.) 

Mead, George Herbert. 1962 [1934]. Mind, Self, and Society: From the standpoint of a 
social behaviorist. Charles W. Morria, ed.(Chicago; University of Chicago Press). 

Mendoza-Denton, Norma. 1995. Pregnant pauses; Silence and authority in the Anita Hill 
- Clarence Thomas heanngs.Gender Articulated: Culture and the Culturally-Constructed 
Self. Kira Hall and Mary Bucholtz, eds.(NY; Routledge). pp. 51-66. 



469 

Mercer, Cecil. 1983. History. ln\ Students with Lecaning Disabilities, T''. ed. (Columbus, 
OH: Charles E. Merrill Publishing Company), pp. 3-30. 

Meyer, Michael. 11/29/99. Flying out of control. Newsweek, p. 42. 

Miller, Bruce R. December 12, 1996. Cos and effect. Entertainment Friday [on-line]. 
Available; http://www.trib.com/scjoumal/ARC/1996/DEC/12_27_96/en 1 .html 

Mittaas, Joanne.2/1/02. Rep. Obey 'point man' for U.S. education funding. Wisconsin 
Education Association Council (WEAC), [on-line]. Available: 
http://www.weac.org/CapitoI/2001-02/feb02/obey.htm 

Montague, Susan P. 1976. How Nancy gets her man: An investigation of success models 
in American adolescent pulp literature. In: The American Dimension: Cultural myths and 
social realities. W. Arens and Susan P. Montague, eds. (Port Washington, NY: Alfred 
Pub. Co.). pp. 99-116. 

Morris, D.W., L. Robinson, D. Turic, M. Duke, V. Webb, C. Milham, E. Hopkin, K. 
Pound, S. Fernando, M. Easton, M. Hamshere, N. Williams, P. McGuffin, J. Stevenson, 
M. Krawczak, M.J. Owen, M.C. O'Donovan and J. Williams. 2000. Family-based 
association mapping provides evidence for a gene for reading disability on chromosome 
15q. Human Molecular Genetics, 9(5): 843-8. 

Mrozek, Donald R. 1985. The cult and ritual of toughness in Cold War America. In. 
Rituals and Ceremonies in Popular Culture. Roy Browne, ed. (Bowling Green 
University, OH: Popular Press). 

Murphy, Robert. 1987. The Body Silent. (NY: Henry Holt and Co., Inc.). 

Murphy, Robert, Jessica Scheer, Yolanda Murphy, and Richard Mack. 1988. Physical 
disability and social liminality: A study in the rituals of adversity. Social Science and 
Medicine 26(2): 235-242. 

Musashi, Miyamoto. 1974. A Book of Five Rings: The classic guide to strategy. Victor 
Harris, transl. (Woodstock NY: The Overlook Press). 

Nader, Laura, ed. 1996a. Naked Science: Anthropological inquiry into boundaries, 
power, and knowledge. (NY: Routledge). 

Nader, Laura. 1996b. The three-cornered constellation: Magic, science, and religion 
revisited. In: Naked Science: Anthropological inquiry into boundaries, power, and 
knowledge. Laura Nader, ed. (NY: Routledge). 

Neill, A.S. 1960. Summerhill: A radical approach to child rearing. (NY: Hart Pub. Co.). 



470 

Nelson, Jack A. 1994. Broken images; Portrayals of those with disabilities in American 
media. In: The Disabled, the Media, and the Information Age, Jack A. Nelson, ed. 
(Westport ,CT: Greenwood Press), pp. 1-24. 

Newman, Renee M. 1998. The Dyscalculia Syndrome. M.S. Thesis in Special Education, 
[on-line]. Available: http;//www.dyscalculia.org/thesis.html or 
http://www.shianet.org/~reneenew/thesis.html. Inquiries to reneenew@shianet.org. 

Newman, Katherine. 1988. American nightmares. Falling From Grace: The experience 
of downward mobility in the American middle class. (Glencoe, IL: The Free Press). 

Nichter, Mark and Nancy Vuckovic. 1994. Agenda for an anthropology of 
pharmaceutical practice. Social Science and Medicine. 39(11): 1509-1525. 

Nopola-Hemmi, J., M. Taipele, T. Haltia, A.E. Voutilainen and J. Kere. 2000. Two 
translocations of chromosome 15q associated with dyslexia. Journal of Medical Genetics 
(Online), 37(10): 771-5. 

Orton, Samuel. 1937. Reading, Writing and Speech Problems in Children. (NY: Norton 
Books). 

Parsons, Talcott. 1951. The Social System. (Glencoe, IL: The Free Press), pp. 439-47. 

Parsons, Talcott. 1972. Definitions of health and illness in the light of American values 
and social structures. In-. Patients, Physicians and Illness: A Sourcebook of Readings, 2nd 
ed E.G. Jaco, ed. (NY: Free Press), pp. 107-127. 

Paulescu, E., J.F. Demonet, F. Fazio, E. McCrory, V. Chanoine, N. Brunswick, S.F. 
Cappa, G. Cossu, M. Habib, C.D. Frith, U. Frith. 2001. Dyslexia, Cultural diversity and 
biological unity. Science 291(5511): 2165-7. 

Payne, Stephen L. and Karen S. Nantz. 1994. Social accounts and metaphors about 
cheating. College Teaching 42{3): 91, 93. 

Phillips, Marilynn J. 1990. Damaged goods: Oral narratives of the experience of 
disability in American culture. Social Science and Medicine. 30(8): 849-857. 

Piscitelli, Beverly V. 7/19/01. RFBD. Independent Colleges and Universities listserv. 
icu@lists.netimpact.net. 

Rapp, Doris. \99\. Is This Your Child? Discovering and treating unrecognized allergies 
in children and adults. (NY: William Morrow and Co.). 

http://www.shianet.org/~reneenew/thesis.html
mailto:reneenew@shianet.org
mailto:icu@lists.netimpact.net


471 

Raskind, W.H., L. Hsu, V.W. Beminger, J.B. Thompson, and E.M. Wijsman. 2000. 
Familial aggregation of dyslexia phenotypes. Behavior Genetics 30(5): 385-96. 

Ratnesar, Romesh. 9/14/98. Lost in the middle. Time 152 (11): 60-64. 

Rich, John Martin, and Joseph L. DeVitis. 1992. Competition in Education. (Springfield, 
IL: Charles C. Thomas, Pub.). 

Richards, T.L., D. Corina, S. Serafini, K. Steury, D.R. Echelard, S.R. Dager, K. Marro, 
R.D. Abbott, K.R. Maravilla, and V.W. Beminger. 2000. Effects of a phonologically 
driven treatment for dyslexia on lactate levels measured by proton MR spectroscopic 
imaging. American Journal of Neuroradiology, 21(5); 916-22. 

Ridder, W.H. in, E. Borsting, M. Cooper, B. McNeel, and E. Huang. 1997. Not all 
dyslexics are created equal. Optometry and Vision Science, 74(2); 99-104. 

Ritzer, George. 1992. The McDonaldization of society. In\ Down to Earth Sociology: 
Introductory readings, lOth edition. James M. Henslin, ed. (NY; The Free Press.) pp. 
543-5556. 

Robertson, Jennifer. 1998. Takarazuka: Sexual politics and popular cidture in modem 
Japan. (Berkeley; University of California Press). 

Robinson, Martina. 12/2/01. Turket and Eagle Awards - excerpt from overall report in 
the posting (doesn't include Eagles). BlackDisabled. Available; BIackDisabled@yahoo 
groups.com. 

Rottnek, Matthew, ed. 1999. Sissies and Tomboys: Gender nonconformity and 
homosexual childhood (NY; University). 

Rowen, Beth. Timeline of Kennedy Tragedies, [on-line]. Available; 
http ;//www.infoplease.com/spot/kennedytimeline. html. 

Rueda, Robert and Hugh Mehan. 1986. Metacognition and passing; Strategic interactions 
in the lives of students with learning disabilities. Anthropology and Education Quarterly 
17;145-165. 

Rumsey, J.M., B. Honvitz, B.C. Donohue, K.L. Nace, J.M. Maisog and P. Andreason. 
1999. Brain and Language, 70(2); 187-204. 

Russell, Marta. 2000. The political economy of disablement. Dollars and Sense [on-line] 
231. Available; brc-news@lists.tao.ca. 

http://www.infoplease.com/spot/kennedytimeline
mailto:brc-news@lists.tao.ca


472 

Safibrd, Philip L. and Elizabeth J. Safford. 1996. A History of Childhood and Disability. 
(NY: Teachers College Press). 

Sanday, Peggy Reeves. 1990. Fraternity Gang Rcpe: Sex, brotherhood, and privilege on 
campus. (NY; New York University Press). 

Scheiman, Mitchell. 1992. tfidden eye problems can block learning. Learning!, 
reprinted from Leaming9I. 3 pp. 

Schneider, Joseph and Peter Conrad. 1980. The medical control of deviance: Contests 
and consequences. Research of Sociology of Health Care 1:1-53. 

Schorr, Melissa. 2000. Some children with attention disorder may have hearing problem 
instead. ABC News, [on-line]. Available: 
http://abcnews.go.eom/sections/living/DailyNews/CAPD.html. 

Schulte-Kome, G., W. Deimel, J. Bartling, and H. Remschmidt. 2001. Speech perception 
deficit in dyslexia adults as measured by mismatch negativity. International Journal of 
Psychophysiology. 40(1): 77-81. 

Scotch, Richard K. 1984. From Good Will to Civil Rights: Tran^orming Federal 
disability policy. (Philadelphia; Temple University Press). 

Scott, Colin. 1996. Science for the West, myth for the rest? The case of James Bay Cree 
knowledge construction. In. Naked Science: Anthropological inquiry into boundaries, 
power, and knowledge. Laura Nader, ed. (NY: Routledge). pp. 69-86. 

Seligman, Martin E.P. 1975. Helplessness: On depression, development, and death. (San 
Francisco: W.H. Freeman & Co.). 

Shakespeare, William. (1992) Romeo and Juliet. Reissue edition. (NY: Washington 
Square Press). 

Shapiro, Joseph P. 1993. No Pity: People with disabilities forging a new Civil Rights 
Movement. (NY: Random House). 

Shapiro, Joseph P. 1994. Disability rights as civil rights: The struggle for recognition. In: 
The Disabled, the Media, and the Information Age. Jack A. Nelson, ed. (Westport CT: 
Greenwood Press), pp. 59-67. 

Shapiro, Joseph P. 1994 [1990], The Americans with Disabilities Act: News 
coverage.. .and commentary. In: The Disabled, the Media, and the Information Age. Jack 
A. Nelson, ed. Reprinted from The Disability Rag. (Westport CT: Greenwood Press), pp. 
68-71. 

http://abcnews.go.eom/sections/living/DailyNews/CAPD.html


473 

Shaywitz, B. A., J. M. Fletcher, J. Holahan, and S. E. Shaywitz. 1992. Discrepancy 
compared to low achievement definitions of reading disability; Results from the 
Connecticut Longitudinal Study. Journal of Learning Disabilities. 25:639-648. 

Sheridan, E.Marcia. 193. Reading Disabilities; Are there fewer in Japan? Reading 
Horizons. 33(3); 245-257. 

Shiota, M., T. Koeda, and K. Takeshita. 2000. Cognitive and neurophysiological 
evaluation of Japanese dyslexia. Brain and Development 22(7); 421-6. 

Sigmon, Scott B. 1990a. Overview. In: Critical Voices on Special Education: Problems 
and progress concerning the mildly handicapped. Scott B. Sigmon, ed. (Albany; SUNY 
Press), pp. 9-10. 

Sigmon, Scott B. 1990b. Remarks on social inequality and measured cognitive abilities in 
the schools. In: Critical Voices on Special Education: Problems and progress concerning 
the mildly handicapped. Scott B. Sigmon, ed. (Albany; SUNY Press), pp. 11-20. 

Skottun, B.C. 2000. The magnocellular deficit theory of dyslexia; The evdence from 
contrast sensitivity. Vision Research, 40(1); 111-27. 

Sleeter, C.E. 1990. Learning disabilities; The social construction of a special education 
category. In: Critical Voices on Special Education: Problems and progress concerning 
the mildly handicapped. Scott B. Sigmoa, ed. (Albany; SUNY Press), pp. 21-35. 

Smith, Shelley D., William J. Kimberling, and Bruce F Penington 1991. Screening for 
muhiple genes influencing dyslexia. In: Reading Disabilities: Genetic and neurological 
influences. Bruce F. Pennington, ed. (Dordrecht; Kluwer Academic Publishers), pp. 97-
110. Reprinted from 1991. Reading and Writing: An interdisciplinary journal, 3(3-4); 
285-298. 

Snow, David A. and Leon Anderson. 1993. Dawn on Their Luck: A study of homeless 
street people. (Berkeley; University of California). 

Sontag, Susan. 1979. Illness as Metaphor. NY; Vintage Books. 

Spring, Joel. \996. American Education, ed (NY; McGraw-Hill, Inc.). 

Starr, Paul. 1982. The Social Tranrformation of American Medicine: The rise of a 
sovereign profession and the making of a vast industry. (NY; Basic Books). 

Stein, David B. 2001. Unraveling the ADD /ADHD Fiasco: Succes l̂ parenting without 
drugs. (Kansas City MO; Andrews McMeel Pub.). 



474 

Stein, Howard F. 1988. [check] Neo-Darwinism and survival through fitness in Reagan's 
America. Journal of Psychohistory 10(2); 163-187. 

Stein, Howard F. 1986. "Sick people" and "trolls": A contribution to the understanding of 
the dynamics of physician explanatory models. Culture, Medicine, and Psychiatry 10; 
221-229. 

Stein, J.F., A.J. Richardson and M.S. Fowler. 2000. Monocular occlusion can improve 
binocular control and reading in dyslexics. Brain, 123 (Part 1); 164-70. 

Stein, J.F. 1991. Hemispheric specialization and dyslexia. In: Reading Disabilities: 
Genetic and neurological irifluences. Bruce F. Pennington, ed. (Dordrecht: Kluwer 
Academic Publishers), pp. 247-252. Reprinted fi"om 1991. Reading and Writing: An 
interdisciplinary journal, 3(3-4): 435-440. 

Steinmen, Jim. 1993. It just won't quit. From: Bat Out of Hell II: Back into Hell. MCA 
Records, Inc. 

Stellin, Susan. 1/17/01. E-mail contact with teachers rare. The New York Times [on-line]. 
Available: http://partners.nytimes.eom/2001/01/17/technology/17EDUCATlON.html 

Stevenson, J. 1991. Which aspects of processing text mediate genetic effects? In: 
Reading Disabilities: Genetic and neurological influences. Bruce F. Pennington, ed. 
(Dordrecht: Kluwer Academic Publishers), pp. 61-81. Reprinted fi-om 1991. Reading 
and Writing: An interdisciplinary journal, 3(3-4): 249-269. 

Stromberg, Peter G. 1985. The impression point: Synthesis of symbol and self Ethos 
13(1): 56-74. 

Susman, Joan. 1994. Disability, stigma and deviance. Social Science and Medicine, 
38(1): 15-22. 

Tannen, Deobrah. 1984. Spoken and written narrative in English and Greek. In: 
Coherence in Spoken and Written Discourse (Advances in Discourse Processes, Vol. 12). 
Deborah Tannen, ed. (Norwood, NJ: Ablex). pp. 21-41. 

Temple, E., R.A. Poldrack, J. Salidis, G.K. Deutsch, P. Tallal, M.M. Merzenich, and J.D. 
Gabrieli. 2001. Disrupted neural responses to phonological and orthographic processing 
in dyslexic children: an fMRI study. Neuroreport, 12(2): 299-307. 

Teplin, Emily. Disability activists hate the Jerry Lewis MDA Telethon as much as you 
do. [on-line]. Available: http://www.sfbg.com/SFLife/35/48/cult2.html. 

http://www.sfbg.com/SFLife/35/48/cult2.html


475 

Torrey, E.Fuller. July 18, 1997 Stop the madness; adapted from the Summer issue of the 
Manhattan Institute's City Journal. The Wall Street Journal [on-line]. Available; 
http;//www.psych-health. com/madness 1 .htm 

Turner, Victor. 1974. Preface. Itv. Dramas, Fields, and Metaphors. (Ithaca; Cornell 
University Press). 

Turner, Victor. 1992. Variations on liminality. In: Blazing the Trail: Way marks in the 
explorations of symbols. Edith Turner, ed. (Tucson; University of Arizona Press), p. 48-
65. 

U.S. Department of Commerce, Economics, and Statistics Department. 1994. Statistical 
Abstract of the United States 1994, 114"' edition. (Washington D.C .; Ofice of the 
Census). 

U.S. Department of Education. 1994. Attention deficit disorder; 
Beyond the myths [on-line]. (Washington, D.C.) Available; 
http ;//www. Idonline. org/ld_indepth/add_adhd/add_doe_myths. html 

Veenhuis, Philip E. 4/11/01. Book Review; The Kennedy Family and the Story of Mental 
Retardation. JAMA, 285 (14). [on-line]. Available; http;/y5ama.ama-
assn.org/issues/v285n 14/ffull/jbk0411 -3 .html. 

Vess, Susan. 5/31/99. Personal Communication, susan.vess@maine.edu. 

Vogel, Susan A. and Stephen Reder 1995. Learning disabilities and literacy symposium. 
LDA Newsbriefs. 30(6);3-5. 

Wall, Charles C. and Holly Culhane, 1991. Project employment; A model for change. 
OSERS News in Print 4( 1); 17-21. 

Wallin, Wallace. 1924. The Education of Handicapped Children. (Boston; Houghton 
Mifflin). 

Wallis, Claudia. 1994. Life in overdrive. Time. 42-50. 

Weber, Max. 1999. [1978] The types of legitimate domination. In: Social Theory: The 
multicultural and classic reading, eds. Charles Lemert, ed. (Boulder CO; Westview 
Press), pp. 112-115. This excerpt was from Guenther Roth & Charles Wittich, eds. 
Economy and Society, Vol. I. (Berkeley: University of California Press), pp. 212-216. 

Wender, Paul H. 1987. The Hyperactive Child, Adolescent, and Adult: Attention deficit 
disorder through the lifespan. (NY; Oxford University Press). 

http://www.psych-health
mailto:susan.vess@maine.edu


476 

Willson, Victor L. and Cecil R. Reynolds 1984-5. Another look at evaluating aptitude-
achievement discrepancies in the diagnosis of learning disabilities. Journal of Special 
Education 18(4) All-Ail. 

Wingert, Pat, & Barbara Kantrowitz. Oct. 27, 1997. Why Andy couldn't read. Newsweek 
130(17): 56-64. 

Winzer, Margaret. 1993. The History of Special Elducation: From isolation to integration. 
(Washington D.C.; Gallaudet University Press). 

Wise, Nicole. November 2000. When your kids are stressed out. Good Housekeeping, pp. 
89-90. 

Wood, Frank, Lyrm Flowers, Monte Buchsbaum, and Paula Tallal. 1991. Investigation of 
abnormal left temporal functioning in dyslexia through rCBF, auditory evoked potentials, 
and positron emission tomography. In. Reading Disabilities: Genetic and neurological 
influences. Bruce F. Pennington, ed. (Dordrecht: Kluwer Academic Publishers), pp. 191-
205. Reprinted from 1991. Reading and Writing: An interdisciplinary journal, 3(3-4): 
379-393. 

Wright, Beatrice A. 1988. Attitudes and the fundamental negative bias: Conditions and 
corrections. In\ Attitudes towards Persons with Disabilities. Harold E. Yuker, ed. (NY: 
Springer Publishing Co.). pp. 3-21. 

Yell, Mitchell L. 1998. The Law and Special Education. (Upper Saddle River, NJ: 
Prentice-Hall, Inc.). 

Yost, Deborah S., Stan F. Shaw, Joseph P. Cullen, and Stephen J. Bigaj. 1994. Practices 
and attitudes of postsecondary LD providers in North America. Journal of Learning 
Disabilities 11 {\Q): 631-640. 

Young, Allan. 1982. The anthropologies of illness and sickness. Annual Review of 
Anthropology. Palo Alto, CA: Annual Reviews. 

Young, Allan. 1995. The Harmony of Illusions: Inventing Post-Traumatic Stress 
Disorder. (NJ: Princeton University Press). 

Zahn, Margaret A. 1973. Incapacity, impotence, and invisible impairment: Their effects 
on interpersonal relationships. Journal of Health and Social Behavior 14:115-123. 

Zametkin, Alan J. & Judith L. Rapoport. 1987. Neurobiology of attention deficit disorder 
with hyperactivity: Where have we come in 50 years? Journal of the American Academy 
of Child and Adolescent Psychiatry 26: 676-686. 



477 

Zastrow, C.R 1970. Cheating among college graduate students. Journal of Educational 
Research 64: 57-60. 

Zemike, Kate and Meloly Petersen. (2001) Schools' backing of behavior drugs comes 
under fire. The Disability Grapevine [on-line] 24. Available: 
disablegrapevine@yahoogroups.com, and 
http://www.nytimes.coni/2001/08/19/health/children/19RITA-html?ex=999216647&ei=l 
&en=21 a6e41G079dd5 7 

Zimmerman, Marcia. 1999. The ADD Solution: A drug-free thirty-day plan. (NY: Henry 
Holt & Co.). 

Media References 

Animal House. (1978). Writer: Douglas Kenney and Harold Ramis. Director: John 
Landis. Producer: Ivan Reitman. 

Anya'sBell. (1999). Writer: David Alexander. Director: Tom McLoughlin. Producer: 
Sam Okum. 

Back to School. (1986). Writer: Rodney Dangerfield and Greg Fields. Director: Alan 
Metter. Producer: Harold Ramis and Estelle Endler. 

Benny and Joon. (1993). Screenplay: Barry Berman. Director Jeremiah Chechik. 
Producers: Susan Arnold and Donna Roth. 

The Blackboard Jungle. (1955). Screenplay: Evan Hunter and Richard Brooks. Director: 
Richard Brooks. 

Blind Fury. (1989). Writer: Charles Robert Camer. Director: Philip Noyce. Producer: 
Robert W. Cort and David Madden. 

Bone Collector, The. (1999). Writer: Jeremy lacone. Director: Philip Noyce. Producer: 
Dan Jinks and Michael Klawitter. 

Brian's Song. (1971). Writer: William Blinn. Director: Buzz Kulik. Producer: Paul 
Junger Witt. 

Children of a Lesser God. (1986). Writer: Hesper Anderson. Director: Randa Haines. 
Producer: Burt Sugarman. 

Conan the Barbarian. (1982). Writer: John Milius, Oliver Stone, and Robert E. Howard. 
Director: John Milius. Producer: Dino De Laurentiis. 

mailto:disablegrapevine@yahoogroups.com


478 

"Cosby Show, The." (1984-1992). Writer: Bill Cosby. Director Neema Bamett. 
Producer: Tom Werner, Marcy Carsey. 

"Dark Angel." (2000-present). Writer: Charles H. Eglee. Director: James Cameron. 
Producer: James Cameron. 

DangerousMinds.(l995). Screenplay: Ronald Bass, based on the novel My Posse Don't 
Do Homework by LouAnne Johnson. Director: John N. Smith. 

"Detention." (1999). Executive Producer: Jean MacCurdy. 

"Dexter's Laboratory." (1996-present). Writer: Seth McFarlane. Animator: Genndy 
Tartakovsky. Director: Robert Alvarez. Producer: Sherry Gunther. 

Dr. No. (1962). Writer: Terence Young. Director: Richard Maibaum. Producer: Harry 
Saltzman. 

Dr. Strangelove, or How I Learned to Stop Worrying and Love the Bomb. (1964). Writer: 
Stanley Kubrick andTerry Southern. Director: Stanley Kubrick. Producer: Stanley 
Kubrick. 

"Father Knows Best." (1954-1963). Directors: William D. Russell, Peter Tewksbury. 
Producer: A B. Rodney Production. 

"Fugitive, The." (1963-1967). Writer: Alan A. Armer. Director: Alexander Singer. 
Producer: Quinn Martin. 

"Hawaii 5-0." (1968-1980). Writer: Richard Adams. Director: Corey Allen. Producer: 
Philip Leacock. 

House of Wax, The. 1953). Writer: Crane Wilbur and Charles Belden. Director: Andre De 
Toth. Producer: Bryan Foy. 

Hunchback of Notre Dame, The. (1923). Writer: Edward T. Lowe, Jr. Director: Wallace 
Worsley. Producer: Carl Laemmle and Irving Thalberg. 

It's a Wonderful Life. (1946). Screenplay: Philip Van Doren Stem. Director: Frank Capra. 

"Invader ZIM." (2001-present). Writer: Jhonen Vasquez. Director: Steve Ressel. 
"Door-to-Door" 

"King of the Hill." (1997-present). Writer: Jonathan Aibel. Director: Wesley 
Archer.Producer: Jonathan Aibel. Untitled episode: Bobby is diagnosed with ADD. 



479 

"Leave it to Beaver." (1957-1963). Writer: Katherine Albert. Director: Hugh Beaumont. 
Executive Producer Joe Connelly. 

Love, Mary. (1985). Writer: Clifford Campion. Director: Robert Day. Producer: Ellis A. 
Cohen. 

"Malcolm in the Middle." (2000-present). Writer: Linwood Boomer. Director: Todd 
Holland. Executive Producer: Linwood Bonner. 

Mask. (1985). Writer: Aima Hamihon Phelan. Director: Peter Bogdanovitch. Producer: 
Martin Starger. 

The Miracle Worker. (1962). Screenplay: William Gibson. Director: Arthur Perm. 

Monty Python's Life of Brian. Writer: Graham Chapman and John Cleese. Director: Terry 
Jones. Producer: Denis O'Brien and George Harrison. 

One Flew over the Cuckoo's Nest. Writer: Bo Goldman and Laurence Hauben, based on 
the novel of the same name by Ken Kesey. Director: Milos Foreman. Producer: Saul 
Zaentz and Michael Douglas. 

Other Side of the Mountain, The. (1975). Screenplay: David Seltzer. Director: Larry 
Peerce. Producer: Edward S.Feldman. 

Other Side of the Mountain, The. Part IL (1978). Screenplay: Douglas Day Stewart. 
Director: Larry Peerce. 

Pecker. (1998). Writer: John Waters. Director: John Waters. Producer: Jonathan Weisgal. 

"Pelswick" (2000-present). Writer: John Callahan. Animator: John Callahan. Director: 
Charles E. Bastien. Producer: Clive Smith. 

"Queen for a Day." (1956, 1969) 1956: Director: Dickson Ward, Jim Washburn. 
Producer: Raymond Morgan. 1969: Director: Dick Weinberg. Producer: Dickson Ward 
and Jim Washburn. 

"Quest for Fitness. 1998 [1996] History Channel. A&E Home Video. (NY: New Video 
Group). 

Secret, The. (1992). Writer: Cynthia A. Cherbat. Director: Karen Arthur. Producer: 
Robert Halini, Sr. 

"The Simpsons." (1989-present). Writers: Matt Groening, James L. Brooks. Producers: 
James L. Brooks, Gabor Csupo, Sam Simon. "Brother's Little Helper" 



480 

"South Park." (1997-present). Writers: Trey Parker, Matt Stone. Director Trey Parker. 
Producers, Trey Parker, Matt Stone. 

Substitute, The. (1996). Writer: Roy Frumkes. Director: Robert Mandel. Producer: Steven 
Bakalar. 

"Terry Fox Story, The." The. (1983). Writer: Howard Hume. Director: Ralph Thomas. 
Producer: Michael A. Levine. 

"Twin Peaks." (1990).Writer: David Lynch. Director: Davis Lynch. Producer: Mark 
Frost, David Lynch. 

Up the Down Staircase. (1967). Screenwriter: Tad Mosel, based on the novel of the same 
name by Bel Kaufman. Director: Robert Mulligan. 

Wait Until Dark. The. (1967).Writer: Robert and Jane Howard Carrington. Director: 
Terence Young. Producer: Mel Ferrer. 

"Wild, Wild West." (1965-1970). Writer: Ed Adamson. Director: Jus Adiss. Producer: 
Bruce Lansbury. 

Unauthored Websites 

ABC News ADHD study. Available: 
http://abcnews.go.coni/sections/living/DailyNews/adhdstudy99090l.html. 

A Chronology of the Disability Rights Movement. Available: 
http ://www. sfsu.edu/~hrdpu/chron. htm. 

A History of Rhode Island Education - Chapter 2. Available: 
http ://www. ridoe. net/history/chapter2. html 

Arc of United States Milestones, The. History Of The National Association For Retarded 
Children Inc. Available: http://www.arcarizona.org/arc_of_united_states_milestones.htm. 

Bathroom Girls. — Rosemary Kennedy — Monica Lewinsky —Elvis— Why nominate an 
honorary bathroom girl? Available: 
http://www.bathroomgirls.com/honorary/honorary.html 

Brain Drug. Site Scientists gain insight into treatment of Attention Deficit Disorder. 
http://abcnews.go.eom/sections/living/DailyNews/braindrug9901l5.html. 

http://abcnews.go.coni/sections/living/DailyNews/adhdstudy99090l.html
http://www.arcarizona.org/arc_of_united_states_milestones.htm
http://abcnews.go.eom/sections/living/DailyNews/braindrug9901l5.html


481 

Chekhov, Anton. Available; 
http ;//www.geocities. com/Heartlan(i/Bluffs/7745/chekhov. htm#T 1 

Condition of Education 1997, The. The Condition of Education, Indicator 46 1997 
Available: http://nces.ed.gov/pubs/ce/c9746a01 .html. 

DAIS. Recent Supreme Court Decisions. Available: 
http ://www.janej arrow. com/tv_station/spec_edition. html. 

DAPS Diversity, University of Arizona. Available: 
http://daps.arizona.edu/daps/scat/FOO/Diversity/divfr.html. 

DAPS Persistence Rates, University of Arizona. Available: 
http://daps.Arizona.edu/daps/scat/FOO/PersistenceRates/perfr.html. 

Disability Militancy - the 1930s. Available: 
http://www.disabilityhistory.org/niilitanc.html. 

Drug Topics, http://www.rxed.org/drugtopics/ce/2001/ce070201.pdf 

Dycalculia. http://www.dys.dlc/eng/typ.html. 

Fluoride Exposure. 1995. Flouride Exposure During Pregnancy - Links to Learning 
Disabilities, Attention Deficit, and Behavior Disorders. Neurotoxicology and Teratology, 
17(2). [on-line], http://www.chem-tox.com/pregnancy/fluoride.htm 

Forgotten Population, The. Facts About "The Forgotten Population." 15"* Annual NAMI 
Convention. Available; http://www. namimass.org/articles/facts.htm. 

Garrett Case, The. New Challenge to the ADA. 6/18/01 updated. Available: 
http ://www. bazelon.org/garrettcase. html. 

Hildebrand, Joel, [on-line]. Available: 
http://www.brainyquote.eom/quotes/quotes/5/q 106191 .html. 

History of Scrabble, The. Available: 
http://www.msoworld.com/mindzine/news/proprietary/scrabble/features/history.html 

Horace Mann Class of 1819. Available: 
http://www.brown.edu/Administration/University_Relations/History/HoraceMann.htmI 

International Dyslexia Society, http://www.interdys.com. 

LD Basics. Available: http://www.ncld.org/info/index.cfiii 

http://www.geocities
http://daps.arizona.edu/daps/scat/FOO/Diversity/divfr.html
http://daps.Arizona.edu/daps/scat/FOO/PersistenceRates/perfr.html
http://www.disabilityhistory.org/niilitanc.html
http://www.dys.dlc/eng/typ.html
http://www
http://www.interdys.com


482 

MCIL. 9/3/01. MCIL Journal News ADAPT Action Report MATAplus.com Home, [on
line]. Available: http://www.mcil.org/mcil/log/09031og.htm 

Medical Care, Battle Wounds, and Disease. The Civil War Society's "Encyclopedia of 
the Civil War." Available: http://www.civilwarhome.com/cilwarmedicine.htm. 

Mirror Writing Available: 
http://parents.Berkeley.edu/advice/preschoolaged/reversewriting.html. 

Motley Fool. Available: http://www.fooI.co.uk 

NIFL Fact Sheet. (National Institute for Literacy) Fact Sheet: Corrections Education, 
January 2001. Available: http://www.nifl.gov/lincs/facts_statistics/facts_statistics.html 

Paying Now or Paying Later. Center for Effective Collaboration and Practices. Available: 
http://cecp.air.org/resources/schfail/paying.html. 

Ragged Edge. 7/26/01. Ragged Edge EXTRA! Available: http://www.ragged-edge-
mag.eom/extra/jerrylewis052401 .htm. 

SALT. University of Arizona, http://www.salt.arizona.edu 

Similarities. Posted 1/7/98. Similarities Found In Human, Chimp Brains. Available: 
http://www.2think.org/chimp.shtml. 

Stop Pity FAQs. Available: http://www.stoppity.org/faq.php. 

ValleyYouth House. Available: http://www.valIeyyouthhouse.org/digest_ed.htm. 

http://www.civilwarhome.com/cilwarmedicine.htm
http://parents.Berkeley.edu/advice/preschoolaged/reversewriting.html
http://cecp.air.org/resources/schfail/paying.html
http://www.2think.org/chimp.shtml
http://www.stoppity.org/faq.php
http://www.valIeyyouthhouse.org/digest_ed.htm

