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Abstract

Psychiatric classifications refer to clusters of behavioral symptoms. We know much about how psychiatric classifications
are intended to be used in theory. Yet the scientific study of the practice of classification to date is limited. We aimed to
explore how individuals navigate and make sense of the complexity surrounding an ADHD classification. We used thematic
analysis to analyse stakeholder perspectives from seven focus groups: adults classified with ADHD, adolescents classified
with ADHD, parents of children classified with ADHD, clinicians, researchers, teachers, and policy makers. We found seven
themes in how stakeholders navigate the classification ADHD. Yet, what stood out was an overarching discursive pattern:
individual stakeholders expressed highly ambivalent ideas about ADHD but did not address their own ambivalence. We
suggest that promoting a social kinds perspective on ADHD may help us navigate the complexity and ambivalence associ-

ated with ADHD more competently.
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Introduction

Psychiatric classifications, such as ADHD, are names that
refer to clusters of behavioral symptoms [1, 2]. These names
matter. A classification is often taken by a person to repre-
sent how their story is understood by a therapist. This in turn
impacts the therapeutic alliance, a robust mediator of treat-
ment outcome [3—7]. Moreover, the impact of classifications
has come to stretch well beyond the realm of mental health-
care [8—10]. Psychiatric classifications indirectly shape the
way we understand psychological differences in society.
We know much about how psychiatric classifications are
intended to be used in theory. Yet the scientific study of the
practice of classification, the way our use of classifications
is realized in professional and daily life, is limited. We use
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the term ‘classification’ rather than ‘diagnosis’, as we focus
specifically on the classifications assigned to individuals and
not on the broader process of psychiatric diagnosis. From a
theoretical perspective, we know that classifications were
developed to increase reliability, validity and communica-
tion in diagnostic practice and research [11-14]. In addi-
tion, classification aims to provide an indication of prognosis
and guide decisions regarding care and treatment allocated
to affected individuals, including children with ADHD
[11-15]. On the other hand, the increase in the prevalence
of ADHD-classifications has raised questions on the reliabil-
ity and validity. This increase has been argued to represent a
social and cultural shift in the perception and acceptance of
diversity among young people [16—19]. Moreover, the word
‘disorder’ can be taken to suggest that the term ADHD rep-
resents a stable and causal ‘core deficit’ in the functioning
of the child, promoting fatalism and inappropriate interven-
tions [18, 20-22].

Empirical studies of the effect of diagnostic classifica-
tions show that individuals with an ADHD classification
report feeling more understood and recognized because of it.
These studies find that classification can reduce the blame-
worthiness of difficulties [21, 23]. On the other hand, the
negative stigma that is often associated with classifications
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such as ADHD [24] affects access to services, being treated
justly and fairly, treatment adherence, resilience and advo-
cacy, [25], all of which in turn affects the development of
children in ways that are not yet understood. Concerns are
also increasingly being raised about the failure of biomedical
research to uncover definitive causes of and cures for DSM
categories [12, 15, 16].

Despite the extensive theoretical and empirical litera-
ture, we know little about how individuals navigate and
make sense of the complexity surrounding an ADHD clas-
sification. Our previous work shows different conflicts in
how ADHD is explained by experts in psychoeducational
materials [26], but does not provide information on how
this is integrated and understood by ADHD stakeholders
in practice. This integration of information can be linked
to the concept of tinkering: the attempt to understand, inte-
grate and negotiate the complexity of available knowledge
and technologies to accomplish ‘good care’ [27].

In this study, we aimed to explore the practice of clas-
sification, by investigating how a broad set of stakeholders
navigated the classification ADHD. The results may be
useful in advising stakeholders how to better navigate a
classificatory term such as ADHD °‘in the wild’. We ana-
lyzed perspectives on the ADHD classification from seven
stakeholder groups: adults classified with ADHD, adoles-
cents classified with ADHD, parents of children classified
with ADHD, clinicians, researchers, teachers, and policy
makers. We collected verbatim data from the seven focus
group discussions on this topic and analysed the discus-
sion prompted by our questions using thematic analysis.
We hypothesized that perspectives on ADHD classification
would vary both between stakeholder groups and between
participants within a stakeholder group. However, we had
no a-priori hypotheses on the nature of these perspectives
and aimed to explore a broad range of different perspec-
tives on ADHD classification.

Method
Procedure

In this qualitative study, we assessed how the classifica-
tion ADHD is used and understood in daily practice. Over
the course of 18 months, we organized seven focus groups
with the following stakeholders: adults with ADHD, ado-
lescents with ADHD, parents of children with ADHD,
clinicians, researchers, teachers, and policy makers. There
was a separate focus group for each of the stakeholder
groups. We opted for homogeneous focus groups to gain
insight into the different stakeholder perspectives and to
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stimulate conversation around similar experiences, with-
out hierarchy or status differences. [28] We prompted dis-
cussion on the classification ADHD with a standardized
set of questions (see Data Collection and Supplement 1).
The Medical Ethical Committee of the University Medi-
cal Centre Utrecht judged that the overall research project
did not require evaluation based on the Medical Research
Involving Human Subject Act (WMO) and that it com-
plied with the Netherlands Code of Conduct for Research
Integrity. Reporting of the study methods and results
was informed by the Consolidated Criteria for Reporting
Qualitative Research (COREQ; 32).

Participants

We identified seven stakeholder groups, each involved in,
or subject to the process of diagnostic classification. Indi-
viduals who self-identified as a member of any of the seven
groups were eligible to participate. Four to eight partici-
pants were recruited for each group, as recommended in the
literature [28-30]. Several clinicians unexpectedly brought
colleagues to this focus group, so we included a higher num-
ber of participants in this group (10). We used a variety
of different recruitment methods: we invited stakeholders
using online advertising and social media posts (purposive
sampling), we invited individuals through our own network
(convenience sampling) and asked interested participants to
recruit within their own networks (snowball sampling). A
general description of participants in each group is provided
in Table 1.

Data Collection

The first three focus groups (adults with ADHD, parents
of children with ADHD and clinicians) were organized in
conference rooms of the University Medical Centre Utre-
cht. Due to COVID-19 restrictions, we held the subsequent
focus groups using the video-conference platform WebEx.
As recommended in the literature [28], focus groups lasted
approximately two hours. They included a 5-10 min intro-
duction and a 15 min break. Audio recordings were made of
each focus group meeting.

We designed a preliminary list of topics with questions
for the focus groups. We discussed this list with colleagues
from our broader research project on diagnostic labels
(https://www.uu.nl/en/research/dynamics-of-youth/research/
interdisciplinary-hubs/developmental-labels-the-good-the-
bad-and-the-contested). Based on their feedback, we refined
the topic list and designed the focus group manual provided
in Supplement 1. This manual was used for all focus groups
and served as a general guide for discussion.
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Table 1 Participant Participants Number Female/Male Average Age Age Min/Max
demographics per focus group

1 Adults with ADHD 5 4/1 39,8 23/52

2 Parents 4 4/0 50,0 44/60

3 Clinicians 10 7/3 46,5 28/65

4 Teachers 6 4/2 44,1 27/64

5 Researchers 6 472 31,7 26/34

6 Policy Makers 4 311 50,5 43/57

7 Adolescents with ADHD 4 2/2 14,5 12/17

Two researchers (BvH and MvL) moderated the focus
groups. At the start of each session, we introduced the
research project and urged participants to ask any lingering
questions. All participants then signed for informed consent.
We then started the recording and initiated the introduction
round. Subsequently, we introduced the questions, as stated
in the manual. During the focus groups, we encouraged
stakeholders to talk freely and openly with one another. Par-
ticipants were specifically instructed to discuss topics they
found most relevant and ask each other questions to elucidate
their answers. At the end of the session, a short debriefing
took place, during which participants had the opportunity to
ask questions and reflect on the focus group.

Analysis

A detailed overview of our analysis plan is provided in
Supplement 2. All focus groups were analyzed separately,
before results were combined and integrated. We tran-
scribed all focus group recordings verbatim. We imported
the transcriptions into NVivo 12 Pro and carried out a the-
matic analysis. We identified the most important themes
in each of the groups using a bottom—up approach without
preconceived ideas or structures of what the data should
represent. We used the coding method, as described by
Corbin and Strauss [31], that includes three steps; open,
axial and selective coding. In open coding, we broke up
and described all textual data, in axial coding we created
broader categories connecting open codes together and
in selective coding we created large overarching themes
that captured our core findings. MvL carried out the first
two steps of the coding process, open coding and axial
coding for each of the focus groups separately. For each
separate focus group, she visualized the coding schemes in
PowerPoint and wrote memos on the content of the data.
The preliminary thematic structure of the data was also
visualized in the PowerPoint and these presentations were
used to guide discussion and exploration of the data dur-
ing in-depth discussions between MvL and BvH. Memos

were written solely as notes kept by MvL, to track ideas,
thoughts or findings.

In preparation for the third step of selective coding, MvL
relistened and reread each individual focus group and stud-
ied all coding schemes, memos, and notes. Subsequently,
MvL and BVH integrated data and patterns across focus
groups. To integrate analyses, we studied and compared
which themes were present in all focus groups, and which
themes were specific to one or a subset of focus groups. An
overarching coding scheme was then constructed by com-
bining the separate NVivo files, and the themes were further
defined, named and described in Nvivo to support analyses
and find relevant text excerpts.

Results

We found a total of seven different themes in our focus group
discussions. Four themes were present in most or all focus
groups and three themes were specific to a (subset of) focus
group(s). In addition, we found one discursive pattern that
we will describe first, as it was present across the first four
themes.

Discursive pattern
Dormant ambivalence

We hypothesized that perspectives on ADHD classification
would vary both between stakeholder groups and between
participants in a particular stakeholder group. Unexpect-
edly, we identified a different pattern. We found that par-
ticipants would endorse differing perspectives, even if these
perspectives conflicted. So rather than choosing a ‘side’ in
a particular debate, participants would agree with all ‘sides’
within a debate at different points during the conversation.
Consequently, a single stakeholder would make conflict-
ing statements in the course of a focus group. Interestingly,
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participants seemed to be largely unaware of this conflict.
We call this phenomenon ‘dormant ambivalence’. Partici-
pants appeared to agree with opposing perspectives but did
not actively address the opposition or ambivalence dur-
ing the conversation. The data are lacking in statements
such as ‘on one hand (....), but on the other hand (....).
Instead, multiple realities appeared to exist simultaneously
for participants, without participants discussing the extant
contradictions.

Themes present in all or most focus groups
ADHD says both nothing and a lot about a person

We started each of the focus groups with the following ques-
tion: “What does having ADHD say about a person?”. A
straightforward answer would have been to name the associ-
ated symptoms of hyperactivity, inattention and impulsiv-
ity. Yet, this was not the response we got. One of the first
responses we received across all groups was a variation on
the statement: “Having ADHD says nothing about a per-
son”. Noticeably, this answer did not correspond with the
data from the rest of the conversations. After participants
noted that having ADHD meant nothing, they would often
list a multitude of things having ADHD does say about a
person. Occasionally, DSM criteria were mentioned, but
other responses included: (1) having ADHD suggests that
someone experiences difficulties or problems, (2) having
ADHD suggests that a person deviates from the norm, (3)
having ADHD suggests that a person needs additional help
and support, (4) having ADHD means that someone has vis-
ited a clinician and received psychological assessment, and
(5) having ADHD indicates that someone has altered brain
structure or functioning. Exemplary quotes for this theme
can be found in Table 2.

The impact of the classification ADHD is both positive
and negative

Throughout the focus groups, participants extensively
discussed the advantages and disadvantages of having an
ADHD classification. Positive aspects mentioned included:
(1) it takes away blame from an individual child and stimu-
lates the acceptance of diversity, (2) it provides clarity, (3)
it explains why children behave the way they do and (4)
it opens doors to support and treatment. In the same vein,
participants discussed negative aspects of having an ADHD
classification. Many of the disadvantages mentioned were
direct contradictions to the advantages mentioned. These
included: (1) having a classification might lead to stigma
and stimulate focus on negative characteristics of a child. As
such, it may lead to less acceptance of individual variation

@ Springer

and lay blame with that individual. (2) The classification
does not indicate what an individual needs and might be
taken to suggest that all individuals with the classification
require the same approach and treatment. (3) The diagnosis
(participants usually referred to ADHD as a diagnosis rather
than a classification) is vague, unclear, and unspecific. Every
individual with a classification is different and knowing his
or her classification does not help to understand an indi-
vidual child. Exemplary quotes for this theme can be found
in Table 3.

Considering ADHD to be a category is both helpful
and harmful

Across all groups, participants mentioned that the classifica-
tion ADHD can function as a convenient shorthand to under-
stand what an individual needs quickly. It indicates the need
for a certain treatment or approach and helps parents, teachers,
and clinicians to make an initial quick assessment of treat-
ment options. Yet simultaneously, in all groups participants
mentioned that the classification does not actually provide
any information about an individual. They discussed that care
should always be provided based on individual needs rather
than based on a classification. In several groups, participants
would criticize and even ridicule parents, clinicians and teach-
ers who did, in fact, use the classification as a shorthand. In
other words, participants stated that the classification can and
should be used as a shorthand and at the same time criticized
individuals around them who did so. Both perspectives are
not necessarily mutually exclusive, but it was noticeable that
participants did not attempt to actively integrate these perspec-
tives. Exemplary quotes for this theme can be found in Table 4.

ADHD is rooted in the brain and in society, both as a cause
and a consequence

We noted that discussions surrounding causality and conse-
quences of ADHD were complex, confusing, and often diffi-
cult to follow. This was because ADHD was described both as
a cause of problematic behaviors, and a consequence of these
same behaviors. Simultaneously, ADHD was described as both
a neurobiological and a societal problem. Participants noted
that society leaves little room for children to develop freely.
Children who deviate from the norm are quickly labeled.
Society leaves little space for developmental variability and
children are expected to excel and perform at a high level
from a young age. Yet in most focus groups, participants also
described ADHD as a disorder of the brain. The neurobiology
of individuals with a classification was said to be different
from the neurobiology of individuals without a classifica-
tion. Participants referred to this phenomenon as an ‘ADHD
brain’. It was difficult to pin down participants’ point of view
in these discussions, as participants seemed to jump from one
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Table 5 (continued)

“But with children, we say, okay, so now we know that you are not a blue flower, you are a pink flower. So we give you pills, so that you can have blue flow-

Participant 2.1

ers anyway. Well, that is bizarre, right? I think that is completely insane. [Why can’t we] just embrace that this child has pink flowers. It’s great right? It

changes things up.”

perspective to another, without acknowledging or interpreting
the differences and similarities between perspectives. Exem-
plary quotes for this theme can be found in Table 5.

Themes specific to (a set of) stakeholder
groups

Adults and adolescents with ADHD

In the two stakeholder groups of adults and adolescents
classified with ADHD, there was a specific focus on
medication. This theme was extensively discussed in both
groups and medication use was experienced differently by
various participants. Participants were interested in each
other’s experiences and clearly wanted to discuss the topic
of medication. Noticeably, there was no in-depth discus-
sion of the impact and implications of medication use in
any of the other groups.

Participant 1.5: “But, I solved that by saying, society
benefits much more if I take Ritalin, and that is why I take
it. Not because it makes me better, but because then I
can just contribute more. And that is the reason I take it,
because otherwise I would also be like, yes, it is actually
unfair, but what is unfair about contributing more?”.

Participant 7.2: “I do have a question, for those of you
who take pills, how do you guys feel about those pills?”.

Participant 7.2: “And sometimes I try to just pretend
that I took my pills, because sometimes I find them a little
bit annoying, because then I am suddenly very calm and
serious.”

Parents and teachers

In the two stakeholder groups with parents and teach-
ers, there was much focus on the quality of teaching and
schooling. Parents extensively discussed their children’s
and their own experiences with the school system and with
teachers and noted many flaws in the system. Specifically,
they discussed a lack of funding for appropriate support,
inadequate teacher expertise regarding the specific needs
of their child and a tendency to overlook individual chil-
dren’s needs. Notably, the stakeholder group with teach-
ers discussed similar topics. Teachers in this focus group
were critical of the expertise of their fellow teachers and
were highly critical of the lack of funding and flexibility in
the school system to support children with special needs.
Similar topics were occasionally mentioned in other focus
groups, but to a much lesser extent.

Participant 2.1: “I really, not once, but on multiple
occasions, left the school crying because I couldn’t get
through to them.
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Participant 2.2: “Very frustrating, that powerlessness.”

Participant 4.2: “But it is all about money, it is all about
getting that piece of paper (diploma) and how a student
gets from A to B doesn’t really matter to them (the schools)
at all.”

ADHD researchers

The stakeholder group with ADHD researchers was the
only group where a clear meta-discussion of the utility and
meaning of psychiatric classifications developed. The other
groups mostly worked from the assumption that ADHD
is a valid category and that we need to work out how to
apply this category properly, whereas this was elaborately
discussed (and disputed) in the group of ADHD research-
ers. Other groups elaborated on the direct implications of an
ADHD classification, its advantages and disadvantages and
when to use it. The researchers also discussed the utility of
a classification for children and what these classifications
mean, including concepts of reification and circular reason-
ing in psychiatry.

Participant 5.5: “Yes, but I think indeed that it is a disad-
vantage that people sort of see it as, oh I have ADHD, so it is
because of that... Then you start to see it as an explanation,
which it isn’t really, of course, because it is actually more of
a description of how a child behaves.”

Participant 5.6: “Well, I think that researchers themselves
have slowly started to believe that it (ADHD) is a concrete
thing... that is the thing about these terms, if they exist for a
long time, they start to live a life of their own. And then that
makes me think about my own neuroscientific research and
many of you have also done this. On some level think that it
also secretly plays a role in my thinking, that I make it more
of a thing (ADHD) than it really is.”

Discussion

We carried out an exploratory thematic analysis of the per-
spectives of participants in seven focus groups of stakehold-
ers on the classification ADHD. We aimed to explore the
practice of classification, as opposed to the theory of clas-
sification. We found seven different themes in how stake-
holders navigate the classification ADHD. Four themes
were common to all or most stakeholder groups, while three
themes were unique to a (subset of) focus group(s). The four
themes common to all groups were: ADHD says both noth-
ing and a lot about a person, the impact of the classification
ADHD is both positive and negative, considering ADHD
to be a category is both helpful and harmful and ADHD is
rooted in the brain and in society, both as a cause and a con-
sequence. Each of these links to various aspects of a broader
discussion around the psychiatric classification ADHD, as

@ Springer

outlined by Frances [12, 16], Werkhoven [32], Corrigan [8]
and Stangl [25]. However, what stood out in our study was
an overarching discursive pattern: participants expressed
highly ambivalent ideas on ADHD, but made little or no
reference to their ambivalence.

We hypothesized that perspectives on ADHD classi-
fication would vary both between stakeholder groups and
between participants within a stakeholder group. However,
we were left confused by the contradictory accounts from
stakeholders, where they agreed with different sides of a
debate sequentially. Conflicting accounts of ADHD were not
debated between participants; rather, they were endorsed by
the same individuals, with participants switching between
perspectives as the discussion evolved. Ambivalence is a
common phenomenon, defined as a state in which both posi-
tive and negative feelings are simultaneously associated with
an object [33, 34]. However, the experience of conflict and
ensuing negative affect determines whether objective ambiv-
alence becomes subjective ambivalence (conflict is expe-
rienced) or remains dormant (conflict is not experienced)
[34-36]. In our stakeholder groups, participants did not put
the conflict between (their own) different perspectives into
words. As such, we hypothesize that their ambivalence was
dormant, in that participants were not aware of the conflict-
ing aspects of their accounts.

This is relevant, as unacknowledged ambivalence may
hinder the development of care practices for individuals
with an ADHD classification. Mol, Moser and Pols note
that “good care requires persistent tinkering in a world full
of complex ambivalence and shifting tensions”. Manag-
ing ambivalence is, therefore, of paramount importance to
‘good care’ and requires adaptability and ‘attuned atten-
tiveness’ [27, 37]. In our focus groups, we noted that par-
ticipants do indeed tinker with their accounts of ADHD, as
they attempted to combine and utilize different perspectives
to navigate good care for ADHD. However, participants
remained unaware of the conflicts that ensued. This aligns
with findings from an earlier project, where we found similar
conflicts in how ADHD is explained by experts in psychoe-
ducational materials [26]. As such, we speculate that more
competence in expressing and navigating ambivalence in our
understanding of ADHD will result in better care practices.

In navigating the complexity of psychiatric classifica-
tions, a social kinds perspective may allow for more leeway
than a natural kinds perspective. A natural kinds perspec-
tive suggests that classifications are representations of natu-
rally existing categories which ‘cut nature at its seams’ [10,
38-40]. This approach leads to the (implicit and explicit)
hypothesis that distinct biological mechanisms underly
classifications, which are therefore fixed and lie within the
individual. In contrast, a social kinds approach assumes
that classifications are societal constructs that we have cre-
ated and embraced [41, 42]. This allows for a more critical
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assessment of the current diagnostic system and suggests
that we can decide if and when to classify experienced dif-
ficulties. Specifically, we surmised that participants in our
focus groups (implicitly) operated largely from a natural
kinds approach, where they believed classifications capture
‘true biological entities’ that cause problematic behaviours.
Yet participants do attempt to integrate ideas from the social
kinds approach into their rationale, and this leads to (unde-
tected) conflict. Promoting a social kinds perspective, where
the descriptive and a-theoretical nature of psychiatric clas-
sifications is stressed [43], may provide a framework for
developing more awareness and competency in navigating
the complexity of psychiatric classification.

We found three themes that did align with our hypothesis
that perspectives on ADHD would vary between stakeholder
groups. In the first of these, we found that youth and adults
with ADHD often shared individual experiences with medi-
cation use. There was a lack of discussion about medica-
tion in the other focus groups, most noticeably in the focus
groups of professional care providers. This may point to
an underestimation of how, for individuals living with an
ADHD classification, thoughts about ADHD classification
and thoughts about medication are connected. In the second
theme, we found that parents and teachers extensively dis-
cussed teaching and schooling, and their experiences with
what they perceived to be a flawed system. This discussion
highlights the importance of the school system in dealing
with ADHD, and specifically of listening to those who are at
the forefront of the diagnostic process. For both themes, the
contributions of stakeholders with a lived experience under-
line important themes that may otherwise be missed. The
third focus group-specific theme was found among ADHD
researchers and revolved around a conceptual discussion of
the ADHD classification [17, 44, 45]. This theme addressed
the ongoing scientific discussion on the validity and util-
ity of diagnostic classifications [12, 16, 17, 44, 45]. This
discussion has been ongoing among Dutch researchers for
numerous years, yet our results suggest that this debate has
not yet spread beyond the academic environment.

Overall, we found conflicts in the way stakeholders under-
stand ADHD that stakeholders themselves seemed unaware
of. If we can encourage more awareness and competence in
expressing and navigating the ambivalence associated with
an ADHD classification, this may ultimately lead to better
care practices.

Limitations

A first limitation in our study is that participants were not
representative of all stakeholders in ADHD. Although we
attempted to invite stakeholders with different backgrounds
and perspectives, selection bias was introduced by (of neces-
sity) including only individuals willing to participate. This
selection bias is evident in both age and ethnicity and may
have been exacerbated by the recruitment of participants
through our own network. Moreover, our sample had an
overrepresentation of women, therefore concealing any gen-
der differences in perspectives on ADHD. However, we were
able to probe a variety of different perspectives and in this
sense our sample was informative for this exploratory analy-
sis. A second limitation is that we did not discuss our results
with participants. This could be highly relevant to a follow-
up study, as it may well be interesting and informative to ask
participants to reflect on their dormant ambivalence.

Implications and future directions

The conflicts we found in stakeholders’ understanding of
ADHD highlights the need to encourage more awareness
and competence in expressing and navigating the ambiva-
lence associated with the classification. The conflicts were
related to subtle, but relevant misunderstandings in how we
discuss and communicate about ADHD. We need to develop
clearer communication about what we do and do not know
about psychiatric classifications and what they do and do
not mean. Promoting a social kinds perspective, where the
descriptive and a-theoretical nature of psychiatric classifica-
tions is stressed [43], may provide a framework for doing so.
Moreover, knowledge of the nature of our psychiatric clas-
sifications should extend beyond the academic community.
It should be shared, discussed and, most importantly, inter-
preted at the societal level, with all stakeholders involved.
Future research could, therefore, address whether stake-
holders are aware of their own ambivalence surrounding the
ADHD classification and if so, how they interpret it. By
asking them directly about the conflicts in their accounts,
we may gain a better understanding of how they have come
to understand ADHD. For example, we could ask them how
they understand ADHD as both a definition and a cause of
behaviors; we could ask how the advantages and disadvan-
tages directly opposing one another compare; and we could
ask how a classification can guide our understanding of an
individual, while simultaneously not saying much about the
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individual. Subsequent focus groups or individual interviews
could provide answers to such questions.

Supplementary Information The online version contains supplemen-
tary material available at https://doi.org/10.1007/s00787-023-02290-w.
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