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Chapter 1

Introduction

This dissertation is about (perceived) wild and willful child behavior. In many cases, this behavior 

is classified as Attention-deficit/hyperactivity disorder (ADHD). In this chapter, I introduce my 

Ph.D. research by describing the definition of ADHD, the trends in ADHD classifications and 

medication use, the controversy surrounding ADHD and its trends, and the pros and cons of 

a classification. I will then discuss normalization and demedicalization, different perspectives 

towards child behaviors and ADHD, and a stepped and contextual approach towards these 

behaviors. I will conclude the introduction section with an outline of the dissertation.

ADHD
ADHD is a psychiatric disorder that is classified in the Diagnostic and Statistical Manual of 

Mental Disorders (DSM) as problematic hyperactivity, impulsivity, and attention deficit 

(American Psychiatric Association, 2013). To be classified with ADHD, a child must, according 

to informants, meet 6 out of 9 defined criteria for inattention and/or 6 out of 9 criteria for 

hyperactivity and impulsivity. Additionally, the age criterion, context criterion, impairment 

criterion, and the other-classifications criterion should apply. These four criteria mean: those 

behaviors causing problems were present before the age of 12; several disabilities are present 

in two or more settings (for example, at school and home); the disabilities clearly interfere with 

or reduce the quality of social, academic, or occupational functioning; and the behaviors are 

not better explained by another mental disorder and do not happen solely during the course 

of schizophrenia or another psychotic disorder, respectively. ADHD has a high comorbidity rate, 

especially with Oppositional defiant disorder (ODD)1. This dissertation mainly focuses on ADHD 

and ADHD-related behavior; however, in some cases, there might be comorbid ODD/ODD-

related behavior since it is quite common and not an exclusion criterion. The terminology that 

is mostly used in this dissertation is “perceived wild and willful behavior” since it is supposed 

to be more neutral, refers to classified and non-classified behaviors without a medical label, 

and acknowledges the role of adults who experience problems with the behaviors. However, 

also the terminology ‘wild and willful’ can be seen as a classifying label.

1 Oppositional defiant disorder (ODD) is a psychiatric disorder that is classified in the DSM as the display of a problematically 
angry or irritable mood, argumentative or defiant behavior, or vindictiveness (American Psychiatric Association, 2013). 
To be classified with ODD, a child must meet at least 4 out of 8 defined criteria on any of the previous three categories. 
Additionally, the disturbance in behavior should be associated with distress in the individual or others in their immediate 
social context, or it should negatively impact social, educational, occupational, or other important areas of function-
ing, and the behaviors should not occur exclusively during the course of a psychotic disorder, substance use disorder, 
depressive disorder, or bipolar disorder, and the criteria must not be met for disruptive mood dysregulation disorder. 
ADHD has ODD as a comorbid classification in 25-75% of cases (Masi & Gignac, 2015); correlative coefficients between 
the symptoms of ADHD and ODD of 0.67 and 0.80 are found (Martel, Gremillon, Roberts, Von Eye, & Nigg, 2010; Sterba, 
Egger, & Angold, 2007).
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Trends in classifications and medication use
Over the past decades, worldwide the number of children who have been classified with 

ADHD has risen significantly (Danielson, Visser, Gleason, Peacock, Claussen, & Blumber, 2017; 

Giacobini, Medin, Ahnemark, Russo, & Carlqvist, 2018; Visser, Bitsko, Danielson, Perou, & 

Blumberg, 2010; Zuvekas & Vitiello, 2012) and ADHD has become one of the most common 

psychiatric classifications worldwide for children (Hinshaw & Scheffler, 2014; Rigler, Manor, 

Kalansky, Shorer, Noyman & Sadaka, 2016). This trend is also visible in the Netherlands. The 

exact number of classifications is difficult to determine, but from 2008 to 2011, an estimated 

35% increase in specialized healthcare facilities that were used for problems that were related 

to inattentive and hyperactive child behavior was found (Health Council of the Netherlands, 

2014a). The rise in ADHD classifications has been accompanied by a rise in the number of ADHD 

medication prescriptions worldwide (Bachmann et al. 2017; McCarthy et al. 2012; Stephenson et 

al. 2013; Zuvekas and Vitiello 2012). This trend is also visible in the Netherlands: methylphenidate 

(MPH) prescriptions for children who are 4 to 18 years old more than quadrupled from 2003 to 

nearly 4.5% in 2013 (Health Council of the Netherlands, 2014a). Over the past few years, MPH 

prescriptions for children have slowly declined in the Netherlands, especially for children who 

are 6 to 15 years old (Stichting Farmaceutische Kengetallen, 2019).

Controversy
The developments in ADHD classifications and medication use do not necessarily have to be 

problematic. One could argue that there is currently more knowledge: ADHD is well known 

and, therefore, more frequently recognized (Pomerantz, 2005). The increases in recognition, 

classifications, and medical treatments could mean that more people are being seen and are 

receiving help for their problems (Health Council of the Netherlands, 2014a). However, it is not 

that simple. There is much debate about this subject and the developments that have been 

made over the past decades. ADHD is not only one of the most frequently occurring psychiatric 

disorders worldwide, but it is also one of the most controversial psychiatric disorders (Wolraich, 

1999; Quinn & Lynch, 2016).

A closer examination of the high number of ADHD classifications demonstrates that there 

is a high heterogeneity among people who have been classified with ADHD. Differences in 

behavior are possible, but there are also differences in the severity of problems that those 

who have been classified with ADHD experience. Approximately 15% of children who have 

been classified with ADHD suffer from severe problems. Most experts agree about this group 

of children regarding their classification. However, more than 85% of the children who have 

been classified with ADHD display mild to moderate problems (Visser, Bitsko, Danielson, Perou, 

& Blumberg, 2010). Despite the mild-to-moderate problems, these children did receive a formal 
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classification, although a child should officially only be classified when the criteria behaviors 

lead to significant problems in functioning (American Psychiatric Association, 2013).

Pros and cons of a classification
Classification provides several advantages. First, it might lead to more understanding and 

support (Broom & Woodward, 1996; Danforth & Navarro, 2001; Furedi, 2008; Harborne, Wolpert, 

& Clare, 2004). Second, classifying a set of behaviors as a disorder with a name may give some 

people the feeling of better understanding why they or someone else is exhibiting those 

behaviors. Third, in many cases, treatment is only accessible and reimbursable with a formal 

classification (Batstra, Hadders-Algra, Nieweg, Van Tol, Pijl, & Frances, 2012; Dolman, 2006; 

Baecke, 2012).

In addition to these possible advantages, an ADHD classification and its treatment (often 

medication and/or expensive specialist care) can also be accompanied by disadvantages. First, 

a classification itself can have negative consequences for the child; for example, they can be 

affected by related stigmas (Ben-Zeev, Young, & Corrigan, 2010; Singh, 2011; Walker, Coleman, 

Lee, Squire, & Friesen, 2008), self-stigma (Ben-Zeev, Young, & Corrigan, 2010; Walker, Coleman, 

Lee, Squire, & Friesen, 2008; Rüsch, Corrigan, Todd, & Bodenhausen, 2010), lower or negative 

expectations in their environments that result in underperformance (Batzle, Weyandt, Janusis, 

& DeVietti, 2010; Sayal, Owen, White, Merrell, Tymms, & Taylor, 2010; Tymms & Merrell, 2006), 

and difficulties later in life (Frances, 2010). Besides, a formal classification might limit the range 

of opportunities for development and potential that would otherwise be available to a child 

since it includes information about the course of the disorder, which might negatively influence 

or restrict other developmental opportunities. Second, pharmaceutical treatment for children 

with ADHD is questionable since evidence for long-term beneficial effects is lacking (Riddle 

et al., 2013; Smith et al., 2010; Swanson et al., 2017; Vogt & Lunde, 2018) and possible negative 

side effects such as a decreased appetite, weight loss, and abdominal pain in the short term 

are possible (Holmskov et al., 2017), as well as cardiovascular risks (Hennissen et al., 2017) and 

growth retardation (Swanson et al., 2017) in the long term.

In addition to these drawbacks for the child, there are also more societal disadvantages. 

First, although many children with mild-to-moderate problems and their families are on the 

growing waitlists for youth care, so are those with severe problems who desperately need 

specialized care (Centraal Bureau voor de Statistiek, 2019; Health Council of the Netherlands, 

2014a). Second, diagnostic procedures and specialized treatments are expensive and often 

result in problematically high youth care costs for governments (Huisman, 2019). When one 

takes all these possible disadvantages and risks into account, one could perceive the significant 

rise of ADHD classifications and medical treatment for children as concerning.



11

Introduction

Normalization and demedicalization
The Dutch government noted the developments related to ADHD and rated them as alarming 

(Health Council of the Netherlands, 2014a). The Health Council of the Netherlands (2014a) 

conducted extensive research to explore the rise in childhood ADHD and medication use in 

greater detail. They concluded that, although the request for professional help for ADHD has 

risen significantly, this could not be linked to an actual increase in the prevalence of psychiatric 

problems that children experience. Other aspects seem to have influenced these developments, 

such as changing attitudes towards psychiatry, changing requirements for children in school 

and other contexts, and changes that could be associated with the healthcare and educational 

systems. Consequently, the Health Council of the Netherlands (2014a) has appealed for the 

normalization and demedicalization of child behaviors.

In this context, normalization does not mean that certain behaviors should be changed 

or corrected so that they become what is considered normal but refers to considering and 

reconsidering what is normal. More broadly, raising children is difficult; doubt, questions, and 

problems are normal and common. The reality of child-rearing should be accepted more and 

should not be a taboo. More specifically, the criteria for ADHD include normal child behaviors 

only extended to an excessive extent. Sometimes, a behavior that might be seen as grounds for 

classifying a child with ADHD could be a relatively normal response to the child’s circumstances. 

Children develop in different ways and at different paces. People should extend more tolerance 

towards these differences, and difficulties do not necessarily mean that a child will experience 

major and lasting problems. The arbitrary boundaries of what is considered normal could be 

broadened without minimizing or negating the gravity of actual mental health issues that are 

related to wild and willful behavior and ADHD (Batstra & Frances, 2012).

To explain the concept of demedicalization, the term “medicalization” must first be 

explained. Medicalization refers to a process of defining a problem in medical terms, using 

medical language to describe it, adopting a medical framework to understand it, or using a 

medical intervention to ‘treat’ it, which is visible in many aspects of daily life (RVS, 2017). This 

sociocultural process – which is also applicable to the concept of ADHD (Conrad & Bergey, 

2014) – may or may not involve the medical profession, lead to medical social control or medical 

treatment, or be the result of intentional expansion by the medical profession (Conrad, 1992). 

Briefly, demedicalization is the counter-movement that opposes medicalization (Halfmann, 

2012), which means that a problem no longer retains its medical definition (Conrad, 1992). 

However, this does not necessarily imply that the medical field should be excluded from cases 

of behavioral problems (Timimi, 2015b).

To further define the concepts of normalization and demedicalization, the Dutch 

government has decentralized and transformed the youth care system by enacting the Child 
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and Youth Act in 2015. This act makes local governments responsible for youth care services 

and instructs them to focus on addressing prevention and youths’ and parents’ capacities, 

demedicalizing and normalizing child behavioral problems, offering early intervention and 

support for children and their families, and making more use of social networks within 

children’s direct environments to consequently reduce the number of children in specialized 

care (Bosscher, 2012). Before the Child and Youth Act, the Appropriate Education Act (“Wet 

Pasend Onderwijs”) was launched in 2014, which stated that schools have a duty of care. This 

act obligates schools to provide students with the most appropriate educational context and 

to construct a suitable educational program within their school or another school within the 

regional school alliance. This inclusive approach should result in more customized educational 

programs for every child, regardless of whether they have special educational needs, and the 

normalization of child behavior (European Agency for Special Needs and Inclusive Education, 

2019).

Different perspectives
Perspectives on behavioral problems and disorders such as ADHD are assumed to spread along 

a conceptual dimension that includes some combination of biomedical and psychosocial 

knowledge (Engel, 1977; McLeod, 2007). On the biomedical side of the spectrum, the focus is 

on the biological aspects of behavior (i.e., the onset and development). ADHD is described as 

a heritable, chronic medical condition that is characterized by brain abnormalities (Buitelaar & 

Paternotte, 2013; Giedd, Blumenthal, Molloy & Castellanos, 2001; Hoogman et al., 2017; Li, Sham, 

Owen & He, 2006; Qiu et al., 2009; Biederman 2005; Barkley, 2006; Williams et al., 2010) that 

cause hyperactive, impulsive, and inattentive behavior (Barkley, 2006; Biederman & Faraone, 

2005). Medication corrects these brain abnormalities and is, therefore, an important part of 

the treatment of ADHD (Barkley, 2006; Buitelaar & Paternotte, 2013). From this perspective, 

the conception of classification is based on realism or essentialism (Nieweg, 2005): the world 

exists by itself, independent of the thinking of humans. Science has the task and possibility to 

discover the structure inherent to that world. Good scientific classifications correspond to an 

existing order in nature. The dominance of this biomedical view is evident in many textbooks 

(Freedman, 2016; Te Meerman, Batstra, Hoekstra & Grietens, 2017), children’s books (Batstra, 

Foget, Van Haeringen, Te Meerman, & Thoutenhoofd, 2020), media and online media (Bourdaa 

et al, 2015; Gonon, Bezard, & Boraud, 2011; Mitchell & Read, 2012; Erlandsson, Lundi, & Punzi, 

2016), and in many scientific articles (Gonon et al., 2011). However, this perspective interferes 

with the normalization and demedicalization of inattentive and hyperactive behaviors.

The psychosocial perspective on the other side of the spectrum, however, may promote 

normalization and demedicalization, since it focuses more on pedagogical and sociological 
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aspects of challenging behavior and treats ADHD as a social and cultural construct (Mather, 

2012; Timimi & Taylor, 2004; Quinn & Lynch, 2016). ADHD is seen as a descriptive diagnosis: it is 

a name that classifies hyperactive, impulsive, and inattentive behaviors that are perceived as 

problematic (Batstra, 2017; Nieweg, 2005; Whitely, 2010; Whitely, 2015). From this perspective, 

the conception of classification is based on nominalism (Nieweg, 2005): scientific terms and 

classifications do not represent a human-independent reality, but originate out of our thinking 

about things. Our classifications are our classifications, organizing the world into artificial or 

nominal types. The classification depends on social norms regarding what is (ab)normal (Batstra 

& Frances, 2012) and is influenced by political, economic, and professional interests (Erlandsson 

& Punzi, 2016); it describes behavior that does not match with modern society’s requirements 

(Batstra, 2017; Baughman, 2006; Hinshaw & Scheffler, 2014). Hence, what is considered to be 

problematic behavior depends on the context. Furthermore, according to this perspective, 

the label “ADHD” does not imply any information about the cause of the behavior (Thapar, 

Cooper, Eyre, & Langley, 2013; National Institutes of Health, 2000; Te Meerman, Batstra, Grietens, 

& Frances, 2017) nor to what treatment a child or family will respond to best (Kupfer, First, 

& Regier, 2002). It concerns an umbrella concept with many possible causal and influential 

factors related to the behavior, such as the predisposition or temperament of the child and 

environmental factors such as the socioeconomic status (SES) or the school system (Batstra, 

2017). The psychosocial perspective states that environmental factors are important in defining 

what is problematic and in analyzing and dealing with the problems, but these factors are 

often underestimated (Clark, 2014).

A stepped and contextual approach
Previous paragraphs lead to the conclusion that there might be a need for a broader 

perspective regarding perceived wild and willful behavior by promoting a more psychosocial 

(as opposed to biomedical) approach, which is supported by policies, municipalities, and 

several scientists (Thomas, Mitchell, & Batstra, 2013; Vogt & Lunde, 2018; De Winter, 2008; De 

Vos, Glebbeek, & Wielers, 2009). Meaningful opportunities for different approaches should be 

explored. Therefore, this dissertation explores the possibilities of utilizing the psychosocial 

perspective to address perceived wild and willful behavior since this underexposed perspective 

might be an interesting and valuable addition and might counterbalance and nuance the 

dominant biomedical perspective. Whether a psychosocial perspective is useful, how we can 

draw attention to this perspective, and how we can implement it in youth care and society, in 

general, must be investigated. Hence, two starting points for this dissertation will be elaborated.

The first key element in utilizing a different, more psychosocial approach is utilizing a 

‘stepped care’ and ‘stepped diagnosis’ approach (Batstra, Nieweg, Pijl, Van Tol, & Hadders-Algra, 
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2014). Stepped care is a model of healthcare delivery that requires treatments of differing 

intensity; the recommended treatment should be the least restrictive of those currently 

available but should still provide significant health gains (Bower & Gilbody, 2005). Using such 

a treatment approach might result in deriving the greatest benefit from available therapeutic 

resources. There are many actions to consider and try with children who exhibit non-severe 

problems before referring them to a specialist for assessment or treatment for ADHD (Timimi, 

2015b). Medical treatment should be saved as a last resort in the treatment of less severe 

cases (Batstra, Nieweg, Pijl, Van Tol, & Hadders-Algra, 2014). Most guidelines recommend a 

stepwise approach in the treatment of ADHD (Thapar & Cooper, 2016). However, according to 

De Winter (2011), many experts skip some lower steps or “run up the stairs” too often in case 

of mild problems. Stepped diagnosis is an extension of stepped care. This approach aims 

to improve diagnostic specificity and push back diagnostic inflation; it also takes advantage 

of the powerful healing effects of time, support, and placebo (Batstra & Frances, 2012). In 

a stepped diagnosis approach, a classification is not a prerequisite for treatment and is not 

essential. Treatment can also be effective and should also be available without a classifying label 

(Batstra, Nieweg, Pijl, Van Tol, & Hadders-Algra, 2014). Diagnostic procedures and the decision 

to use a definitive psychiatric classification is postponed or saved for those with severe and/

or persistent problems. This approach is used to minimize the risk of false positives and false 

negatives (Batstra, Hadders-Algra, Nieweg, Van Tol, Pijl, & Frances, 2012). A stepped care and 

stepped diagnosis approach may benefit mild-to-moderate cases and severe cases since they 

allow each group to access appropriate help in accordance with the severity of the problems 

an individual experiences.

The second key element in utilizing a psychosocial approach in this dissertation is a 

contextual approach. In cases of challenging child behavior, contextual factors often remain 

underexposed. People should focus more on children’s contexts when dealing with challenging 

behavior, which aligns with the psychosocial perspective towards behavior (Batstra et al., 

2014; Health Council of the Netherlands, 2014a; Johnston & Mash, 2001; Knorth, 2017; Taylor 

et al., 2004; Whitely et al., 2018). This covers broader social factors as well as factors that are 

influenced by a child’s direct environment. Even when the environment is not a key factor 

in causing or influencing a child’s behavioral problems, it can still be of utmost importance 

in reducing and dealing with their behavioral problems. This contextual approach is a child-

friendly way of dealing with challenging behavior. A contextual approach that is combined 

with normalization and demedicalization can also be linked to the concept of a pedagogical 

civil society (De Winter, 2008): “It takes a village to raise a child.” (Clinton, 1996). This concept 

focuses on the strengths of families and the support provided by social networks (Kesselring, 

De Winter, Horjus, & Van Yperen, 2013). Additionally, strengthening basic services for children 
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is important, which is illustrated in the two lower layers of the intervention pyramid shown in 

Figure 1.1 (“social considerations in basic services and security” and “strengthening community 

and family supports”), because doing so facilitates prevention and a positive and nurturing 

environment (IASC Reference Group MHPSS, 2010).

Focused
(person-to-person) 

non-specialised
supports

Specialised
services

Strengthening
community and
family supports

Social considerations
in basic services 

and security

Intervention pyramid

Advocacy for basic services that are
safe, socially appropriate and protect
dignity

Activating social networks
Communal traditional supports
Supportive child-friendly spaces

Basic mental health care by PHC doctors. 
Basic emotional and practical support by
community workers

Mental health care by mental health 
specialists (psychiatric nurse, 
psychologist, psychiatrist, etc.)

Examples:

Figure 1.1 Intervention pyramid for mental health and psychosocial support. Reprinted from “Mental health 
and psychosocial support in humanitarian emergencies: What should humanitarian health actors know?” by 
IASC Reference Group MHPSS, 2010, Geneva: Inter-Agency Standing Committee Reference Group for Mental 
Health and Psychosocial Support in Emergency Settings.

In summary, this dissertation explores the possibilities of using a psychosocial perspective 

towards wild and willful behavior and ADHD with a stepped and contextual approach. It is 

a study of the question regarding whether this different perspective and approach can be 

beneficial and how it can be implemented.
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Thesis outline
Most of this Ph.D. research is part of the project “Wild & Willful” (see factsheet in Appendix II), 

which aims to actively connect research and practice in the field of behavior and society and 

more specifically aims to reduce overdiagnosis of ADHD by providing balanced information 

and psychosocial programs for parents and teachers who experience wild and willful behavior 

from children. The findings from this Ph.D. research will be reported in two parts: the first part 

will provide descriptive information about ADHD and medication use concerning contextual 

factors, and the second part will describe several psychosocial interventions that may be 

offered before pharmaceutical treatment is considered.

Part I: Description
The three chapters of the first part of this thesis contain a detailed description of the situation 

and the problems associated with ADHD and medication. The developments related to ADHD 

and medication use will be considered from a contextual angle. The decision for medical 

treatment for children with behavioral problems may not only be influenced by reports on 

the efficacy of medication itself but also by other contextual factors, which will be discussed 

in the following chapters.

Chapter 2 describes the developments in methylphenidate prescriptions in the 

Netherlands over time and how study reports possibly impact these prescription trends. 

Prescription trends will be compared to the publication dates of the largest study on ADHD 

treatments: the Multimodal Treatment Study of Children with ADHD (MTA study) and its follow-

ups.

Chapters 3 and 4 further investigate the view of teachers, who are often the first to 

suggest diagnostic research for an ADHD classification, towards pupils’ ADHD and medication 

use. Based on qualitative research, the cited studies illustrate the advantages of an ADHD 

classification according to teachers and their roles and attitudes concerning ADHD medication 

for pupils.

Part II: Intervention
This second part will describe if and how thinking and actions regarding ADHD may be shifted 

towards a psychosocial perspective. As mentioned in the introduction, the way we think 

influences the way we act. In this part, different interventions regarding challenging behavior 

will be investigated.

Teachers are often the first to suggest an ADHD classification, and teachers and mental 

healthcare professionals work with these children and families. Therefore, in Chapter 5, the 
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effects of an online lecture on the view of upcoming educational and mental health care 

professionals on ADHD will be analyzed. A shift in their view might shift their way of acting.

In addition to balancing views on ADHD and hyperactive and inattentive behaviors, it is 

also important to strengthen the direct environment of a child. Chapter 6 describes the effects 

of group parent management training without formal classification as a way of strengthening 

parents of children with perceived wild and willful behavior

In a stepped diagnosis approach, interventions for teachers and parents are the first steps to 

consider. Interventions that target the environment are highly important. However, sometimes 

direct interventions for children may also be helpful. Next to environmental adjustments or 

when environmental adjustments do not achieve sufficient improvement, the child can learn 

and improve specific skills. In Chapter 7, a self-monitoring intervention for children in the 

classroom that is designed to help them improve on-task behavior will be introduced and 

analyzed. This intervention is used in the naturalistic environment of the child (their classroom).

Chapter 8 contains three paragraphs that provide additional findings. These additional 

findings offer more insight on the interventions and corresponding studies and provide a 

broader picture of interventions in children’s environments, which may improve and expand 

the conclusions of this dissertation. First, the additional effects of parent management training 

are described in two paragraphs: one covers the long-term effects for parents and one covers 

the effects of the training on the professionals who lead the parent groups. In the final 

paragraph, a behavioral teacher program that was designed to strengthen teachers who deal 

with challenging behavior will be briefly evaluated.

1
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