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Abstract
Parents of children with ADHD experience several difficulties while raising their children and report lower levels of knowledge about their children’s life and behaviors. A recent study found that low levels of parental knowledge mediated the
association between ADHD symptoms and risk-taking behavior (RTB) in adolescents. The current study aimed to investigate
this previous finding further by replicating it, by taking peer influence into account as additional social factor of importance
and by extending it and also investigate the role of parental knowledge in the association between ADHD symptoms and
homework problems. Three studies were performed: study 1 (N=234) replicated previous work on parental knowledge
mediating the association between ADHD symptoms and RTB, study 2 (pre-registered, N=313) added peer influence, and
study 3 (pre-registered, N=315) assessed whether parental knowledge mediated the association between ADHD symptoms
and homework behavior. Parental knowledge consistently mediated the association between ADHD symptoms on one hand
and RTB and homework problems on the other, and also predicted stronger resistance to peer influence. Because parental
knowledge was repeatedly linked to ADHD-related problems, it seems promising to include parental knowledge in treatment of ADHD-related problems in adolescents, by improving the parent-child relationship. Future studies should test more
directly how improvement of the parent-child relationship can be used to optimize parental knowledge, which in its turn
reduces ADHD-related problems.
Keywords Attention-Deficit/Hyperactivity Disorder (ADHD) · Risk-taking behavior · Parental knowledge · Homework
problems · Replication · Pre-registration

General Introduction
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Attention-Deficit/Hyperactivity Disorder (ADHD) is a
neurodevelopmental disorder characterized by inattention,
hyperactivity and impulsivity [1], occurring in 5.3-7.2% of
the adolescents [2–4]. ADHD is associated with impairment
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in many domains of daily life [5, 6]. For example, ADHD is
linked to a wide range of risk-taking behaviors, such as substance abuse, risky driving, gambling problems and sexual
risk taking (see [7] for a review). Also, children and adolescents with ADHD encounter more academic problems and
have poor learning outcomes relative to their peers without
ADHD [8, 9]. ADHD symptoms and related problems do
not only affect the child itself, but also challenge parenting.
A meta-analysis demonstrated that parents of children with
ADHD reported more parenting stress than parents of children without ADHD, and parental stress levels were associated with the severity of the ADHD symptoms of their children [10]. Also, relationships between children with ADHD
and their parents are characterized by increased negativity
[11, 12]. Altogether, this implies that parenting practices
are related to ADHD symptoms and associated impairment.
An important aspect of parenting is parental knowledge,
defined as “knowing where, how and with whom children
spend their time” [13]. A longitudinal study revealed that
ADHD symptoms measured at 8.5 years old predicted lower
levels of parental knowledge 10 years later [14]. Low levels
of parental knowledge can have severe negative long-term
consequences like delinquency and substance use [13, 15].
Moreover, a recent study demonstrated that parental knowledge as reported by adolescents mediated the link between
ADHD symptoms and general levels of risk-taking behavior
(RTB) in adolescents: higher levels of ADHD symptoms
were related to lower levels of parental knowledge, which
were related to higher engagement in RTB [16]. In this
Pollak et al. study, other parenting indices like disengaged
relationships or behavioral autonomy did not mediate the
association between ADHD symptoms and RTB.
The mediating role of parental knowledge in the association between ADHD symptoms and RTB observed by Pollak
et al. is highly relevant to treatment – as it suggests to focus
treatment of adolescents with ADHD on the increase of
parental knowledge. However, the study by Pollak and colleagues is the first to demonstrate this mediation effect, had a
relatively small sample size for assessing mediation (N=92)
and focused only on the relation between ADHD symptoms,
parental knowledge and RTB. Here, we report three studies that replicate the pioneering study by Pollak and colleagues and extend it by adding peer influence as additional
mediator in the link between ADHD symptoms and RTB,
and by investigating the possibility that parental knowledge
also mediates the link between ADHD symptoms and other
domains of impairment, in this case homework problems.
The first study was a conceptual replication study, testing
the mediating1 role of parental knowledge in the association
1

Note that by using the term mediation, we certainly not mean to
make any causal inferences. We are aware of the debate in statistical
literature on this topic [48, 72]. Where we mention mediator, this can
be interpreted as an indirect effect.
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between ADHD symptoms and RTB in a larger sample of
adolescents (N=234) than the original study.
Parents may not be the only social factor influencing
RTB in adolescents. As children mature into adolescents
their need for autonomy grows and the influence of parents
declines, whereas at the same time peer influence increases
[17]. A wealth of experimental studies demonstrate that adolescents take more risks when they are either observed or
explicitly encouraged to take risks by peers relative to when
they are alone (e.g., [18–20]). Adolescents with ADHD may
be particularly susceptible to peer influences as they experience social problems like peer rejection and involvement in
deviant peer groups more often than adolescents without
ADHD [21–24]. Therefore, in the second study, we again
investigated the same mediation model (parental knowledge
as potential mediator in the link between ADHD symptoms
and RTB), now extending the design by investigating (low)
resistance to peer influence as an alternative social factor
that may result in RTB (i.e., resistance to peer influence
was added as additional mediator). This time we used a preregistered design and methodology, implying that the design
and data-analytic approach were determined beforehand, and
could not be changed during the course of the study. Preregistration of studies prevents flexibility in data-analysis,
and confirmation of previous findings using pre-registered
methods increases confidence in the findings [25].
The influence of parental knowledge likely goes beyond
RTB and potentially extends to other ADHD-related problems that typically occur during adolescence. Another
domain in which parental knowledge may be relevant to
understand ADHD-related impairment is homework problems. Adolescents with ADHD experience increased rates
of academic problems [26] and relative to typically developing adolescents, they are more disorganized, lose homework
more quickly, deliver more incomplete work and make more
careless mistakes because of rushing through their homework [27, 28]. Homework problems are highly impairing
for adolescents with ADHD [29], academic problems often
persist with age [30] and the economic burden of academic
problems related to ADHD is substantial [31]. Parents often
have a supportive role in adolescents with homework problems [32–34] and parental knowledge is critical to support
an adolescent in doing homework [35]. Paradoxically, adolescents high in ADHD symptoms likely need parental support in doing homework most, but parental knowledge is
usually low in this group of adolescents [14]. In the third
study, we therefore investigated if increased homework problems in adolescents high on ADHD symptoms may be mediated by parental knowledge as well.
In all three studies large samples were recruited from
the general population. This is in line with several accounts
regarding ADHD symptomatology as dimensional rather
than categorical (cf. [16]; see [36] for a review), as well as
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Table 1  Sample characteristics and descriptive statistics on outcome measures of study 1, 2 and 3. Range represents the minimum and maximum
score in the sample, M = Mean, SD = Standard Deviation

Age, M (SD)
Sex, % girls
ADHD Rating Scale, M (SD; range)
Parental Knowledge, M (SD; range)
Risk-taking behavior, M (SD; range)
Resistance to Peer Influence, M (SD; range)
Homework Problems, M (SD; range)

Study 1 (N=234)

Study 2 (N=313)

Study 3 (N=315)

17.12 (.69)
53%
17.23 (7.20; 3–40.5)
26.21 (6.17; 2–36)
24.56 (12.64; 2–66)
NA
NA

17.23 (1.31)
65%
15.17 (8.78; 0–45)
26.23 (7.71; 0–36)
18.89 (12.60; 0–73)
31.56 (4.30; 19–40)
NA

17.11 (1.13)
61%
15.40 (9.43; 0–50.5)
25.34 (8.28; 0–36)
NA
NA
16.60 (10.45; 0–56)

with recent developments that encourage studying psychopathology in general as dimensional (e.g., Research Domain
Criteria (RDoC); [37, 38]). An additional advantage of
recruiting adolescents from the general population is that
larger sample sizes can be obtained which are necessary to
study the hypothesized mediation effects [39]. However, to
ensure the inclusion of participants high on ADHD symptoms we recruited many of the participants at a so-called
“multimedia college”. The creative nature of the school curriculum potentially attracts more adolescents high on ADHD
symptoms [40], thereby purposefully oversampling the high
end of the ADHD symptomatology continuum.

Study 1
In the first study, we conceptually replicated the study by
Pollak et al. (2017) on the mediating effect of parental
knowledge on the association between ADHD symptoms
and RTB. Following recent replication guidelines [41], the
sample size of the current study was 2.5 times as large as
that of the original study. Based on the original study we
expected that (I) ADHD symptoms correlated positively
with RTB; (II) ADHD symptoms correlated negatively with
parental knowledge; (III) parental knowledge correlated
negatively with RTB and (IV) there was an mediating effect
of parental knowledge on the association between ADHD
symptoms and RTB.

Methods
Participants
Participants were 234 late adolescents (see Table 1),
recruited at their school. Inclusion was based on age: adolescents between 16 and 19 years old could participate. There
were no further in- or exclusion criteria. Adolescents were
enrolled in the highest (32.9%) or second-highest (67.1%)
level of high school in the Netherlands (i.e., pre-university or senior general secondary education), and therefore

intelligence of all participants was likely to be above average. Most participating adolescents were from high socioeconomic status neighborhoods, their ethnicity was predominantly Dutch (85% Dutch, 12% non-Western, 3% western;
based on parents’ country of birth). The study was approved
by the IRB of the University of Amsterdam. All participants
gave written informed consent.
Materials
ADHD Self‑report Scale ADHD symptomatology was measured with the Dutch ADHD self-report scale for adults [42].
The scale consists of 23 items using a 4-point Likert scale,
indicating the frequency of reported symptoms over the
last six months. An example of an item is “I get distracted
quickly”. Items resemble DSM-5 ADHD symptoms. Each
symptom was operationalized in one item, except for five
symptoms which were operationalized in two items. For
the analyses, these double items were averaged (cf. [43]).
Hence, scores potentially range from 0 to 54, with higher
scores reflecting more ADHD symptoms. Internal and
external validity were established [44]. In the current study,
although the sample consisted of late adolescents instead
of the adult population the scale was designed for, internal
consistency was good, α = .85.
Risk Taking Questionnaire A self-reported risk-taking questionnaire was administered, which consisted of 28 items
describing different forms of risk-taking behavior (see Supplementary Materials 1 for all items). The questionnaire was
based on the risk behavior questionnaire [45], the adolescent version of the DOSPERT [46] and the ADorTI (Pollak & Aran, unpublished data). An example of an item is
”How often do you use soft drugs?”. On each item, participants indicated how often they engaged in this behavior on
a 5-point Likert scale, ranging from never to every week.
Scores potentially range from 0 to 112, with higher scores
reflecting more RTB. Internal consistency in the current
study was good, α = .84.
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Parental Knowledge Scale To measure parental knowledge,
nine items recommended by Stattin and Kerr [13] were
used. On a 5-point Likert scale, adolescents described their
parents’ knowledge of their life across multiple domains.
Scores potentially range from 0 to 36, with higher scores
reflecting more parental knowledge. An example of an item
is “Do your parents know who you have as friends in your
free time?”. Both internal consistency and test-retest reliability of this scale were good [13]. In the current study,
internal consistency was adequate, α = .78.

European Child & Adolescent Psychiatry (2021) 30:657–669
Table 2  Spearman’s correlations between ADHD Symptoms, Parental Knowledge and Risk-Taking Behavior. All variables reflect sum
scores. Note: ** p < .01, *** p < .001
ADHD symptoms Parental knowledge
ADHD Symptoms −
Parental Knowl−.19**
edge
Risk-Taking
.41***
Behavior

Risktaking
behavior

−
−.34***

-

Procedure
One author (JB) visited the participating school. Adolescents were briefed about the study in class; those willing
to participate gave written informed consent and filled in a
booklet containing demographic questions and all questionnaires. After the study, three gift cards were raffled among
the participants as reward.
Data‑analysis
With a power of .80, and coefficients similar to Pollak et al.
(2017), a sample size of 71 would be sufficient [39]. However, as it is recommended for replication studies to obtain
a 2.5 times larger sample than the original study [41], 230
participants were required (Pollak et al., 2017; N=92). Cronbach’s α was calculated to investigate internal consistency
and normality was checked using a Kolmogorov-Smirnov
test [47]. Correlation analyses were performed on the sum
scores of the outcome measures. The mediation model
with direct and indirect (via parental knowledge) effects of
ADHD symptoms on RTB was tested with the SPSS PROCESS macro (Model 4 [48]; default 5000 samples bootstrapping; standardized values).

Results
Correlation analyses
As ADHD symptoms, parental knowledge and RTB were
not distributed normally (Kolmogorov-Smirnov p’s <
.01), Spearman’s correlation analyses were performed. As
expected, ADHD symptoms correlated positively with RTB,
and negatively with parental knowledge, and parental knowledge correlated negatively with RTB (see Table 2).
Mediation analysis
The mediation model was tested using the SPSS Process
Macro model #4 [48], with ADHD symptoms as independent variable, parental knowledge as mediator, and RTB as
dependent variable. All variables were standardized.
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Fig. 1  Mediation model: standardized regression coefficients for the
relationship between ADHD Symptoms and Risk-Taking Behavior as
mediated by Parental Knowledge. The direct effect of ADHD symptoms on Risk-Taking Behavior, controlling for Parental Knowledge, is
in parentheses; * p < .05, *** p < .001

ADHD symptoms significantly predicted parental knowledge, b = -.16, t(232) = -2.42, p = .02; adolescents with
more ADHD symptoms reported less parental knowledge
(see Fig. 1). In a model that also included ADHD symptoms,
parental knowledge significantly predicted RTB, b = -.28,
t(231) = -4.88, p < .001; adolescents reporting more parental knowledge reported less RTB. The total effect of ADHD
symptoms predicting RTB was significant, b = .42, t(232)
= 7.04, p < .001; adolescents with more ADHD symptoms
reported more RTB as well. Also after taking into account
the mediating role of parental knowledge, ADHD symptoms
still predicted RTB, b = .38, t(231) = 6.52, p < .001. The
indirect effect was significant, as the bootstrap derived 95%
confidence interval did not contain zero (.013, .095). The
indirect effect explained 10.5% of the total effect, as established by dividing the standardized b of the indirect effect by
the standardized b of the total effect [49]. The overall model
including ADHD symptoms, parental knowledge and RTB
was significant, F(2,231) = 39.11, p < .001, R2 = .25.
Regression analyses were also performed using bootstrapping of 5000 samples, as the data distribution was not
normal: all b- and p-values were highly similar. Furthermore, the influence of outliers was minimal. After removing
four outliers that deviated at least three standard deviations
from the mean on one or more of the variables, the results
changed only marginally. All correlations, and all pathways
in the mediation model were still significant. Taken together,
the hypothesis was supported, as there was an indirect effect
of ADHD symptoms on RTB through parental knowledge.

European Child & Adolescent Psychiatry (2021) 30:657–669
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Methods
Preregistration

Fig. 2  Mediation model: standardized regression coefficients for the
relationship between ADHD Symptoms and Risk-Taking Behavior as
mediated by Parental Knowledge and Resistance to Peer Influence.
The direct effect of ADHD Symptoms on Risk-Taking Behavior, controlling for Parental Knowledge and Resistance to Peer Influence, is
in parentheses; * p < .05, ** p < .01, *** p < .001

Discussion
The current study was a conceptual replication of the study
by Pollak and colleagues (2017), which demonstrated that
there is an indirect effect of parental knowledge on adolescents’ activities on the link between ADHD symptoms and
risk-taking behavior. The current study, performed by an
independent research group, in a different country, using
a slightly different age range and using a 2.5 times larger
sample size than the original study (cf. guidelines [41]), replicated these findings, which strengthens the robustness and
generalizability of the original findings.

Study 2
The aim of the second, pre-registered study was twofold:
(a) to replicate the previous findings using a pre-registered
design and (b) to investigate whether, apart from parental
knowledge, (low levels of) resistance to peer influence also
mediated the association between ADHD symptoms and
RTB.
As pre-registered, we hypothesized that parental knowledge and resistance to peer influence are both mediating the
association between ADHD symptoms and RTB. The serial
mediation model is depicted in Figure 2. First, we expected
that a higher number of ADHD symptoms predicted more
engagement in RTB, lower parental knowledge and a lower
resistance to peer influence. Second, we expected that higher
parental knowledge predicted a larger resistance to peer
influence, and we expected that both parental knowledge
and resistance to peer influence predicted lower engagement
in RTB. Third, we expected that both parental knowledge
and resistance to peer influence mediated the link between
ADHD symptoms and RTB.

This study was preregistered on AsPredicted (#15669; https
://aspredicted.org/bj73g.pdf). Note that the pre-registration
also contains information about another study, conducted in
the same sample, which will be reported in a separate article.
Participants
Participants were 313 late adolescents (see Table 1),
recruited at their school. There were no exclusion criteria.
Forty-nine participants (15.7%) indicated that they had been
diagnosed with ADHD (any presentation) in the past, 19 of
them (6.1%) were using stimulant medication at the time of
testing. A total of 18.8% of the adolescents had a clinical
ADHD score and reported significant impairment. A total
of 62.6% of the adolescents indicated that they were never
diagnosed with any disorder. Furthermore, lifetime diagnoses of anxiety disorders (9.3%), autism spectrum disorders
(2.9%), disruptive behavioral disorders (0.3%), mood disorders (10.2%), eating disorders (2.9%), obsessive-compulsive
disorders (1.6%), dyslexia (10.2%), substance use disorders
(1.3%) and tic disorders (0.3%) were reported. The large
majority of the participants were enrolled in secondary vocational education in the Netherlands, and therefore intelligence of all participants was likely to be average. Ethnic
identity of the participants was predominantly Dutch (93%
Dutch, 7% Surinamese, 3.8% Antillean, 3.8% Moroccan,
3.5% Turkish, 1.9% Kurdish, 17.9% other)2. The study was
approved by the IRB of the University of Amsterdam. All
participants gave written informed consent.
Materials
For ADHD symptomatology, RTB and parental knowledge,
the same instruments were used as in study 1. In the current sample, internal consistency of the measures was good
(ADHD Self-report Scale: α = .90; Parental Knowledge
Scale: α = .87; RTB Questionnaire: α = .86).
Resistance to Peer Influence scale The Resistance to Peer
Influence scale (RPI [50]) is a self-report questionnaire that
consists of 10 items. On each item, participants first indicated which of two statements described them better and
then indicated whether this statement described them totally
or partially. An example of an item is “Some children take

2

Participants could indicate to what socio-cultural group they feel to
belong. As multiple answers were possible for each participant, the
sum exceeds 100%.
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more risks when they are with their friends than when they
are alone – Other children do not take more risks when they
are with their friends than when they are alone”. Answers
were coded on a 4-point scale, ranging from completely
agreeing with one statement to completely agreeing with the
other statement. Scores potentially range from 10 to 40, with
higher scores reflecting more resistance to peer influence.
Internal consistency of the Dutch translation was acceptable
[51]. In the current sample, the internal consistency was just
below what would be considered satisfactory (α = .66) and
therefore results should be interpreted cautiously. However,
internal consistency was similar to two studies investigating the psychometric properties of the RPI, with alpha’s
between .70 and .75 [50, 51].

European Child & Adolescent Psychiatry (2021) 30:657–669
Table 3  Spearman’s correlations between ADHD Symptoms, Parental Knowledge (PK), Resistance to Peer Influence (RPI) and RiskTaking Behavior (RTB). All variables reflect sum scores. * p < .05,
*** p < .001
ADHD symptoms PK
ADHD Symptoms
−
Parental Knowledge
−.24***
Resistance to Peer
−.12*
Influence
Risk-Taking Behavior
.46***

RPI

RTB

−
.24*** −
−.45*** −.21*** -

positively with resistance to peer influence; resistance to
peer influence correlated negatively with RTB (see Table 3).

Procedure

Pre‑registered mediation analyses

Participants were first briefed about the study in class. Those
willing to participate gave written informed consent and
were tested on their own laptop while being in their classroom. Two research assistants and the teacher were available
for questions during the assessment. A small minority of the
participants forgot their laptop and completed the questionnaires using paper-and-pencil. The duration of the session
was approximately 30 minutes.

Results are graphically depicted in Figure 2. ADHD symptoms significantly predicted parental knowledge, b = -.23,
t(309) = -4.08, p < .001; adolescents with more ADHD
symptoms reported less parental knowledge. In a model
that contained ADHD symptoms and parental knowledge,
ADHD symptoms did not significantly predict resistance to
peer influence, b = -.05, t(308) = -.86, p = .39, whereas,
parental knowledge did, b = .21, t(308) = 3.61, p < .001,
indicating that more parental knowledge was related to a
higher resistance to peer influence.
In a model that also contained ADHD symptoms and
resistance to peer influence, parental knowledge significantly
predicted RTB, b = -.40, t(307) = -8.17, p < .001. In the
same model, resistance to peer influence also predicted RTB,
b = -.10, t(307) = -2.14, p = .034. This indicates that less
parental knowledge and lower resistance to peer influence
were both related to enhanced RTB (see Fig. 2).
The total effect of ADHD symptoms predicting RTB was
significant, b = .47, t(309) = 8.88, p < .001. Also after taking into account all indirect effects, ADHD symptoms still
predicted RTB, b = .37, t(307) = 7.60, p < .001.
Three indirect effects were derived from the model.
First, the indirect effect of ADHD symptoms on RTB
through parental knowledge was significant, as the bootstrap derived 95% confidence interval did not contain zero
(.037, .155). The indirect effect explained 19.4% of the
total effect, as established by dividing the standardized
b of the indirect effect by the standardized b of the total
effect [49]. Second, the indirect effect of ADHD symptoms
on RTB through resistance to peer influence was not significant (-.009, .025), and only explained 1.1% of the total
effect. Third, the indirect serial effect of ADHD symptoms
on RTB through parental knowledge and then resistance
to peer influence was significant (.0002, .013), although
it only explained 1.0% of the total effect. The overall
model including ADHD symptoms, parental knowledge,

Data‑analysis
As pre-registered, a mediation analysis was performed using
the SPSS Process Macro, model 6 (model 6 [48], default
5000 samples bootstrapping, standardized values), with
ADHD symptoms as independent variable, parental knowledge as first mediator, resistance to peer influence as second
mediator and RTB as dependent variable. Outliers and missing data were handled as pre-registered. All variables were
standardized before analysis.

Results
Two participants did not complete the resistance to peer
influence scale and were therefore not included in the analyses. Hence, the final sample size is 311.
Exploratory correlation analyses
Correlations between all variables were calculated. As
ADHD symptoms, parental knowledge, RTB and resistance
to peer influence were not distributed normally (Kolmogorov-Smirnov p’s < .01), Spearman’s correlation analyses
were performed. All correlations were as expected: ADHD
symptoms correlated positively with RTB and negatively
with parental knowledge and resistance to peer influence;
parental knowledge correlated negatively with RTB and
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resistance to peer influence and RTB was also significant,
F(3,307) = 60.26, p < .001, R2 = .37.
As an additional control, all regression analyses were
also performed using bootstrapping of 5000 samples, as
the data distribution was not normal: all b- and p-values
were highly similar.
Outliers
Based on median absolute deviation [52], as pre-registered, 28 outliers were detected (8 on RTB, 7 on ADHD
symptoms, 2 on resistance to peer influence and 11 on
parental knowledge). Some participants had an outlier
score on multiple measures. Finally, 25 participants were
excluded. The same analyses, after exclusion of outliers,
yielded roughly the same results. The only pathway that
changed in terms of significance was the effect from resistance to peer influence to RTB, which was no longer significant after excluding outliers.
Explorative analyses
As an additional check, we also analyzed the serial mediation model with resistance to peer influence as first mediator and parental knowledge as second mediator (i.e., the
order of the mediators was reversed). In that case, all
effects were similar, except that the serial indirect effect
was no longer significant. Thus, parental knowledge predicting resistance to peer influence mediated the link
between ADHD symptoms and RTB, but resistance to peer
influence predicting parental knowledge did not mediate
the link between ADHD symptoms and RTB.
We also analyzed both mediators in single, separate
mediation analyses, to establish their effects without the
influence of the other mediator. Results were highly similar to the first serial mediation analysis: the indirect effect
of ADHD symptoms on RTB through parental knowledge
was significant, the indirect effect through resistance to
peer influence was not significant.

Discussion
The second study replicated the findings of the first study:
parental knowledge partially mediated the association
between ADHD symptoms and RTB. The pre-registered
design of this replication increases the confidence in this
finding [25]. Furthermore, the effect of parental knowledge
on the association between ADHD symptoms and RTB
seems stronger than the effect of resistance to peer influence.
Participants with more ADHD symptoms did not indicate to
be more susceptible to peer influence, and resistance to peer

663

influence had a smaller effect on RTB than parental knowledge, although the low internal consistency and thus low
reliability of the RPI scale could also explain these findings.
However, resistance to peer influence had a more circuitous
effect: parental knowledge and resistance to peer influence
were associated, and together mediated the link between
ADHD symptoms and RTB.

Study 3
The first two studies demonstrated the importance of parental knowledge in understanding the link between ADHD
symptoms and RTB. In the third study, we tested whether the
influence of parental knowledge extended to other ADHDrelated problems in adolescence that cause impairment, like
homework problems. More specifically, we expected that
(I) ADHD symptoms correlated positively with homework
problems; (II) ADHD symptoms correlated negatively with
parental knowledge; (III) parental knowledge correlated
negatively with homework problems and (IV) there was an
indirect effect of ADHD symptoms on homework problems
through parental knowledge.

Methods
Preregistration
The pre-registration was identical to Study 2 (https://aspre
dicted.org/bj73g.pdf).
Participants
Participants were 315 late adolescents (see Table 1), recruited
at their school. There were no exclusion criteria. 56 participants (17.8%) indicated that they had been diagnosed with
ADHD (any presentation) in the past, 18 of them (5.7%) were
using stimulant medication at the time of testing. A total of
19.4% of the adolescents had a clinical ADHD score and
reported significant impairment. A total of 60.6% of the adolescents indicated that they were never diagnosed with any
disorder. Furthermore, lifetime diagnoses of anxiety disorders
(7.3%), autism spectrum disorders (3.5%), disruptive behavioral disorders (0.3%), mood disorders (12.1%), eating disorders (2.9%), obsessive-compulsive disorders (1.9%), dyslexia
(10.2%) and substance use disorders (0.6%) were reported.
The large majority of the participants were enrolled in secondary vocational education in the Netherlands, and therefore
intelligence of all participants was likely to be average. Ethnic
identity of the participants was predominantly Dutch (92.1%
Dutch, 7.6% Surinamese, 4.8% Antillean, 5.4% Moroccan,
6.0% Turkish, 3.5% Kurdish, 20.3% other)2. The study was
approved by the IRB of the University of Amsterdam. All
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participants gave written informed consent. Participants of
Study 2 did not perform in Study 3 and vice versa.
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Table 4  Spearman’s correlations between ADHD Symptoms, Parental Knowledge and Homework Problems. All variables reflect sum
scores. *** p < .001
ADHD symptoms Parental knowledge

Materials
For ADHD symptomatology and parental knowledge, the
same instruments were used as in study 1 and 2. In the current study, internal consistency of both measures was excellent
(ADHD Self-report Scale: α = .92; Parental Knowledge Scale:
α = .89).
Homework Problems Checklist The Dutch translation of
the Homework Problems Checklist [53] was used to assess
homework problems. As the original questionnaire is parentreported, for the current study, the items were rewritten to
make it suitable for self-report. An example of a question is
“I am easily frustrated by homework assignments”. The questionnaire consisted of 20 items answered on a 4-point Likert
scale. Scores potentially range from 0 to 60, with higher scores
reflecting more homework problems. The original parentreported version has good psychometric properties [53, 54].
In this study, internal consistency was excellent, α = .92.
Procedure
The procedure was identical to study 2.
Data‑analysis
As pre-registered, a mediation analysis was performed using
the SPSS Process Macro (model 4 [48], default 5000 samples bootstrapping, standardized values), with ADHD symptoms as independent variable, parental knowledge as mediator and homework problems as dependent variable. Outliers
and missing data were handled as was pre-registered.

Results
Exploratory correlation analyses
Correlations between all variables were calculated. As
ADHD symptoms, parental knowledge and homework problems were not distributed normally (Kolmogorov-Smirnov
p’s < .01), Spearman’s correlation analyses were performed.
As expected, ADHD symptoms correlated positively with
RTB and negatively with parental knowledge; parental
knowledge correlated negatively with homework problems
(see Table 4).
Pre‑registered mediation analyses
ADHD symptoms significantly predicted parental knowledge, b = -.29, t(313) = -5.36, p < .001; adolescents with
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Parental knowl−.31***
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Fig. 3  Mediation model: standardized regression coefficients for the
relationship between ADHD Symptoms and Homework Problems as
mediated by Parental Knowledge. The direct effect of ADHD Symptoms on Homework Problems, controlling for Parental Knowledge, is
in parentheses; * p < .05, ** p < .01, *** p < .001

more ADHD symptoms reported less parental knowledge.
In a model that included ADHD symptoms, parental knowledge significantly predicted homework problems, b = -.11,
t(312) = -3.16, p = .002; adolescents reporting more parental knowledge experienced less homework problems (see
Fig. 3).
The total effect of ADHD symptoms predicting homework problems was significant, b = .77, t(313) = 22.97, p
< .001. Also after taking into account the mediating role
of parental knowledge, ADHD symptoms still predicted
homework problems, b = .73, t(312) = 21.38, p < .001.
The indirect effect was significant, as the bootstrap-derived
confidence interval did not contain zero (.009, .061) and the
overall model including ADHD symptoms, parental knowledge and homework problems was significant, F(2,312) =
276.32, p < .001, R2 = .64. The indirect effect explained
4.1% of the total effect, as established by dividing the standardized b of the indirect effect by the standardized b of the
total effect [49].
Again, as an additional check, all regression analyses
were also performed using bootstrapping of 5000 samples,
as the data distribution was not normal for some variables:
all b- and p-values were highly similar.
Outliers
Based on median absolute deviation [52], as pre-registered,
44 outliers were detected (11 on ADHD, 17 on parental knowledge and 16 on homework problems). Some
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participants had an outlying score on multiple measures.
Finally, 36 participants were excluded. After excluding these
outliers, results were almost similar and no effects changed
in terms of significance.

Discussion
The third study extended previous findings in the domain of
risk-taking behavior by demonstrating that parental knowledge also mediated the link between ADHD symptoms and
homework problems.

Explorative analyses study 1‑3
As explorative analyses, all mediation analyses reported
above were also performed for symptoms of inattention and
symptoms of hyperactivity/impulsivity separately. Effects
reported above were highly similar for both symptom clusters of ADHD in terms of statistical significance as well as
magnitude. Visual representations of these explorative mediation models can be found in Supplementary Materials 2.

General discussion
In three consecutive studies, we demonstrated that parental knowledge (i.e., “knowing where, how and with whom
children spend their time” [13]) mediated the link between
ADHD symptoms and different domains of impairment. In
the first study, we replicated earlier findings on the mediating influence of parental knowledge on the link between
ADHD symptoms and risk-taking behavior (RTB) [16].
Similar to the original study, parental knowledge mediated
the association between ADHD symptoms and RTB. The
current study, performed by an independent research group,
in a different country, using a slightly different age range and
using a 2.5 times larger sample size than the original study
(cf. guidelines [41]), increases the robustness and strengthens the generalizability of the original findings.
In the second preregistered study, to compare different
social influences on RTB, self-reported resistance to peer
influence was additionally investigated. Parental knowledge
was associated with resistance to peer influence, which
together mediated the link between ADHD symptoms and
RTB. That is, low parental knowledge, which was associated
with ADHD, was not only directly associated with increased
RTB, it was also associated with a lower resistance to peer
influence, which in turn predicted RTB as well. This highlights the importance of investigating the joint influence
of different social aspects on RTB, and suggests that those
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adolescents with low parental knowledge are particularly
susceptible to peer influence.
In the third study, we investigated whether the importance of parental knowledge was specific for the association
between ADHD symptoms and RTB or also generalized to
homework problems. Crucially, parental knowledge mediated the link between ADHD symptoms and homework
problems, which suggests that the influence of parental
knowledge extends to other domains than RTB. However,
the indirect effect of parental knowledge in this study was
substantially smaller than in the first two studies.

Clinical implications
The robust mediating role of parental knowledge in the
association between ADHD symptoms and behavior that
often causes impairment in ADHD like RTB and homework problems suggests that increasing parental knowledge
may be useful for treatment of adolescents high on ADHD
symptoms and RTB, and for the prevention of RTB in this
group. Parental knowledge can originate from three different
sources: solicitation by parents (i.e., asking/requesting information about adolescents’ activities/behavior), control from
parents (i.e., setting limits, restricting activities), and adolescent disclosure (i.e., voluntarily sharing information with
parents) [13]. From these three, a lack of disclosure by the
adolescent was a strong predictor of delinquency and normbreaking behavior later in time, whereas parental solicitation and control were not [55], indicating the importance of
voluntary disclosure by the adolescent in parent-child relationships. Potentially, adolescents’ disclosure may improve
the emotional climate within a family, making it more likely
that youths disengage from RTB [55]. But at the same time
the emotional climate has a great influence on adolescents’
disclosure. Voluntary disclosure is most likely to emerge in
a “warm and responsive parent-child relationship” [56] and
enhancing these aspects of the parent-child relationship may
therefore be instrumental. In sum, improvement of the parent-child relationship is likely to increase child disclosure,
resulting in increased parental knowledge, the latter being
predictive of lower levels of RTB [55]. However, it should
be noted that these three sources of parental knowledge were
not measured directly in the current set of studies. Therefore,
we encourage future studies to assess what sources of parental knowledge are associated to the link between ADHD and
RTB/homework problems, and to test the hypothesis based
on previous studies that disclosure should be the main focus
of intervention.
Similarly, parental knowledge may also be an important
target in the treatment of homework problems in adolescents high on ADHD symptoms. For example, a promising new treatment module for adolescents with ADHD
called STAND included parents in all sessions with the
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adolescents, and was more effective than treatment as usual
as measured on core symptoms as well as academic impairment [33]. Some of the presumed underlying mechanisms
explaining the success of this treatment were an increase in
monitoring skills from parents and reductions in conflicts
between adolescents and parents [33]. Similarly, another
study demonstrated that homework problems in typically
developing adolescents decreased after an intervention
aimed at parental monitoring, stressing the importance of
parental involvement in homework interventions [35].

Strengths and limitations
The first strength of the current investigation is the methodological rigor. The mediating role of parental knowledge in
the link between ADHD symptoms and ADHD-related problems was established in three consecutive studies. Although
the focus of research is more often on discovering novelty,
replication is crucial for the generalizability of the findings
and for the progress of science, as this provides greater confidence about findings [57, 58]. Furthermore, the design and
methodology of study 2 and study 3 were pre-registered.
Pre-registration prevents researchers from flexible dataanalytic strategies, which also results in a larger confidence
in the findings [25].
A second strength is that we systematically added assessments of additional variables to the initial investigation of
the association between ADHD symptoms, parental knowledge and risk-taking behavior. By doing this we demonstrated that (I) parental knowledge was a stronger contributor in the association between ADHD symptoms and RTB
than resistance to peer influence, (II) parental knowledge is
associated with resistance to peer influence, together mediating the link between ADHD symptoms and RTB and (III)
parental knowledge also mediated the association between
ADHD symptoms and homework problems. From these
three consecutive studies, we conclude that parental knowledge is a crucial mechanism in understanding ADHD-related
impairment across domains.
A limitation of the design of all studies is that data is
cross-sectional. The correlational nature of the data prevents
drawing causal conclusions. It is therefore possible that the
direction of some of the effects may be different from how
it was analyzed: For example, low parental knowledge could
be a consequence of RTB rather than an antecedent, as it
is likely that adolescents engaging in RTB do not disclose
about these behaviors to their parents. However, the direction of the variables in all of our models was based on a
wealth of literature. Several meta-analytic and prospective
cohort studies demonstrated that ADHD status predicts both
RTB (e.g., [59], [60]) and academic problems [61, 62]. Also,
the causal link between childhood ADHD and later parenting problems is supported by many studies (e.g., [63]), and
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longitudinal studies demonstrated that parental monitoring
negatively predicts later RTB like delinquency and substance
abuse [55, 64, 65], although some studies observed effects
in opposite directions (e.g., [66]). Future longitudinal studies are needed to further establish the causal nature of the
association between ADHD symptoms, parental knowledge
and different domains of ADHD-related problems like RTB
and homework problems. Similarly, the observed mediating
effects of parental knowledge could potentially be ascribed
to the correlation between parental knowledge and other
factors that may be related to the link between ADHD and
RTB, such as socio-economic status, parental intelligence
and openness of the family climate [67]. Intervention studies
targeting parental knowledge in adolescents high on ADHD
symptoms could elucidate whether RTB declines as a consequence, or whether other variables are responsible for the
mediating effects of parental knowledge as established in
the current study.
The current study relied on self-report only which might
have caused biased (e.g., halo effects) or socially desirable answers. However, for the central construct of this
study—parental knowledge—similar response patterns were
observed for self- and other report [13], and previous work
demonstrating similar results to the current study also relied
on self-report [16]. The Resistance to Peer Influence scale
(RPI) was specifically developed as a self-report scale with
minimal influence of socially desirable responding [50]. For
ADHD symptomatology and homework problems, reliance
on self-report might be more problematic: For example, parents have been shown to be more valid reporters of ADHD
symptoms than adolescents [68]. Although the strong correlation between ADHD symptoms on the one hand and RTB
and homework problems on the other hand may be interpreted as an indication of convergent validity, future studies
should ideally incorporate parental measures of ADHD and
homework problems alongside self-report measures.
On a related note, internal consistency of the RPI was
low, although similar to other RPI studies [50], [51]. Therefore, interpretation of the results related to resistance to
peer influence warrants caution. A previous study on the
structure of the RPI indicated that the scale not only measures resistance to peer influence but also the tendency to
respond extremely [69]. This intermixing of two factors
may have reduced internal consistency. Future studies may
therefore adopt the Dekkers et al. [69] modeling approach to
disentangle these two separate components. As an alternative, experimental paradigms (e.g., [19], [70]) for assessing
susceptibility to peer influence could also be considered in
future research.
Finally, parental knowledge only partially mediated the
link between ADHD symptoms and RTB/homework problems. The effect ratio (indirect effect / total effect) indicated
that the indirect effect of parental knowledge explained
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10.5% and 19.4% of the link between ADHD symptoms and
RTB in the first two studies, respectively. This is smaller
than the 34.3% that was found by Pollak and colleagues
[16], but is still substantial, especially given the broad range
of factors that have been associated with the link between
ADHD and RTB [7]. As the link between ADHD symptoms
and RTB is well-established in the literature [5, 7, 71], we
argue that effects of this magnitude are meaningful.
However, apart from these indirect effects, ADHD symptomatology alone has a major contribution in the development of both RTB and homework problems, and treating
core symptoms of ADHD should always be an aim in treatment. Nevertheless, the current set of studies and the highly
consistent patterns of outcomes highlight the importance of
parental knowledge in the interplay between ADHD symptoms and some of the problems related to these symptoms.
To sum up, three consecutive studies with large and independent samples demonstrated the importance of parental
knowledge in the association between ADHD symptomatology and related domains of impairment. Targeting parental
knowledge in treatment of adolescents with ADHD may be
a promising way to go.
Acknowledgements The authors would like to thank all adolescents
that participated. We are grateful to Rob Vreeken from Veenlanden
College for assistance in data collection in study 1, and to Etienne
Scheeper from Mediacollege, Bobby van Essen from Het Vierde Gymnasium, and to Rosa Coppenhagen, Mirre Balke and Pauline Dijkstra
for assistance in data collection in study 2 and 3.
Funding TJD and HMH are supported by a VICI grant (453-12-005)
from the Netherlands Organization for Scientific Research (NWO), and
TJD was supported by a grant from the Prins Bernhard Cultuurfonds
(40021352). The funding sources had no role in the study design, collection, analysis or interpretation of the data, writing the manuscript,
nor the decision to submit the paper for publication.

Compliance with ethical standards
Conflicts of interest BEB is co-developer/author of the treatment
manual ‘Plan My Life’, a cognitive behavioral therapy for adolescents
with ADHD, aiming on enhancing planning skills, and she receives
royalties for the sales of the intervention. The other authors declare no
conflicts of interest.
Research involving human participants All procedures performed were
in accordance with the ethical standards of the institutional research
committee and with the 1964 Helsinki declaration and its later amendments or comparable ethical standards.
Informed consent Written informed consent was provided by all participants included in the study.
Open Access This article is licensed under a Creative Commons Attribution 4.0 International License, which permits use, sharing, adaptation, distribution and reproduction in any medium or format, as long
as you give appropriate credit to the original author(s) and the source,
provide a link to the Creative Commons licence, and indicate if changes

667
were made. The images or other third party material in this article are
included in the article’s Creative Commons licence, unless indicated
otherwise in a credit line to the material. If material is not included in
the article’s Creative Commons licence and your intended use is not
permitted by statutory regulation or exceeds the permitted use, you will
need to obtain permission directly from the copyright holder. To view a
copy of this licence, visit http://creativecommons.org/licenses/by/4.0/.

References
1. American Psychiatric Association (2013) Diagnostic and Statistical Manual of Mental Disorders. 5th ed. Washington DC, 2013.
2. Thomas R, Sanders S, Doust J, Beller E, Glasziou P (2015) Prevalence of Attention-Deficit/Hyperactivity Disorder: A systematic
review and meta-analysis. Pediatrics 135(4):e994–e1001
3. Willcutt EG (2012) The prevalence of DSM-IV Attention-Deficit/
Hyperactivity Disorder: A meta-analytic review. Neurotherapeutics 9(3):490–499
4. Polanczyk GV, Willcutt EG, Salum GA, Kieling C, Rohde LA
(2014) ADHD prevalence estimates across three decades: An
updated systematic review and meta-regression analysis. Int. J.
Epidemiol. 43(2):434–442
5. Nigg JT (2013) Attention-deficit/hyperactivity disorder and
adverse health outcomes. Clin. Psychol. Rev. 33(2):215–228
6. Riley AW, Spiel G, Coghill D, Döpfner M, Falissard B, Lorenzo
MJ, Preuss U, Ralston SJ, Baldursson G, Curatolo P, Dalsgaard
S, Hervas A, Le Heuzey MF, Nøvik TS, Pereira RR, Rasmussen
P, Rothenberger A, Steinhausen HC, Vlasveld L (2006) Factors
related to Health-Related Quality of Life (HRQoL) among children with ADHD in Europe at entry into treatment. Eur. Child
Adolesc. Psychiatry 15(Supplement 1):i38–i45
7. Pollak Y, Dekkers TJ, Shoham R, Huizenga HM (2019) “
Risk-taking behavior in attention deficit/hyperactivity disorder
(ADHD): A review of potential underlying mechanisms and of
interventions”. Curr. Psychiatry Rep., vol. 21, no. 33, 2019.
8. Daley D, Birchwood J (2010) ADHD and academic performance:
why does ADHD impact on academic performance and what can
be done to support ADHD children in the classroom? Child. Care.
Health Dev. 36(4):455–464
9. Jangmo A, Stålhandske A, Chang Z, Chen Q, Almqvist C, Feldman I, Bulik CM, Lichtenstein P, D’Onofrio B, Kuja-Halkola R,
Larsson H (2019) Attention-deficit/hyperactivity disorder, school
performance, and effect of medication. J. Am. Acad. Child Adolesc. Psychiatry 58(4):423–432
10. Theule J, Wiener J, Tannock R, Jenkins JM (2013) Parenting
stress in families of children with ADHD. J. Emot. Behav. Disord.
21(1):3–17
11. Johnston C, Mash EJ, Miller N, Ninowski JE (2012) Parenting in
adults with attention-deficit/hyperactivity disorder (ADHD). Clin.
Psychol. Rev. 32(4):215–228
12. Richards JS, Vásquez AA, Rommelse NNJ, Oosterlaan J, Hoekstra
PJ, Franke B, Hartman CA, Buitelaar JK (2014) A follow-up study
of maternal expressed emotion toward children with attentiondeficit/hyperactivity disorder (ADHD): Relation with severity and
persistence of adhd and comorbidity. J. Am. Acad. Child Adolesc.
Psychiatry 53(3):311–319
13. Stattin H, Kerr M (2000) Parental monitoring: A reinterpretation.
Child Dev. 71(4):1072–1085
14. Salari R, Thorell LB (2015) Parental monitoring in late adolescence: Relations to ADHD symptoms and longitudinal predictors.
J. Adolesc. 40:24–33
15. Walther CAPP, Cheong J, Molina BSG, Pelham WE, Wymbs
BT, Belendiuk KA, Pedersen SL (2012) Substance use and

13

668

16.
17.
18.
19.
20.
21.

22.
23.

24.

25.

26.
27.

28.

29.

30.

31.

European Child & Adolescent Psychiatry (2021) 30:657–669
delinquency among adolescents with childhood ADHD: The protective role of parenting. Psychol. Addict. Behav. 26(3):585–598
Pollak Y, Poni B, Gershy N, Aran A (2017) “The role of parental monitoring in mediating the link between adolescent ADHD
symptoms and risk-taking behavior,” J. Atten. Disord., 2017.
Somerville LH (2013) The teenage brain: Self control. Curr. Dir.
Psychol. Sci. 22(2):82–87
O’Brien L, Albert D, Chein J, Steinberg L (2011) Adolescents prefer more immediate rewards when in the presence of their peers.
J. Res. Adolesc. 21(4):747–753
Weigard A, Chein J, Albert D, Smith A, Steinberg L (2014)
Effects of anonymous peer observation on adolescents’ preference for immediate rewards. Dev. Sci. 17(1):71–78
Smith AR, Chein J, Steinberg L (2014) Peers increase adolescent
risk taking even when the probabilities of negative outcomes are
known. Dev. Psychol. 50(5):1564–1568
Huang-Pollock CL, Mikami AY, Pfiffner L, McBurnett K (2009)
Can executive functions explain the relationship between attention
deficit hyperactivity disorder and social adjustment? J. Abnorm.
Child Psychol. 37(5):679–681
Nijmeijer JS, Minderaa RB, Buitelaar JK, Mulligan A, Hartman
CA, Hoekstra PJ (2008) Attention-deficit/hyperactivity disorder
and social dysfunctioning. Clin. Psychol. Rev. 28(4):692–708
Bagwell CL, Molina BSG, Pelham WE, Hoza B (2001) Attention-deficit hyperactivity disorder and problems in peer relations:
Predictions from childhood to adolescence. J. Am. Acad. Child
Adolesc. Psychiatry 40(11):1285–1292
Milledge SV, Cortese S, Thompson M, McEwan F, Rolt M, Meyer
B, Sonuga-Barke EJS, Eisenbarth H (2019) Peer relationships and
prosocial behaviour differences across disruptive behaviours. Eur.
Child Adolesc. Psychiatry 28(6):781–793
Nosek B, Alter G, Banks G, Borsboom D, Bowman S, Breckler
S, Buck S, Chambers C, Chin G, Christensen M, Contestabile
M, Dafoe A, Eich E, Freese J, Glennerster R, Goroff D, Green D,
Hesse B, Humphreys M, Ishiyama J, Karlan D, Kraut A, Lupia
A, Mabry P, Madon T, Malhotra N, Mayo-Wilson E, McNutt M,
Miguel E, Levy Paluck E, Simonsohn U, Soderberg C, Spellman
B, Turitto J, VandenBos G, Vazire S, Wagenmakers E, Wilson R,
Yarkoni T (2015) Promoting an open research culture. Science
(80-) 348(6242):1422–1425
DuPaul GJ, Stoner G (2013) ADHD in the Schools, Third Edition:
Assessment and Intervention Strategies. Guilford Publications,
2013.
Langberg JM, Epstein JN, Urbanowicz CM, Simon JO, Graham AJ (2008) Efficacy of an organization skills intervention
to improve the academic functioning of students with attentiondeficit/hyperactivity disorder. Sch. Psychol. Q. 23(3):407–417
Power TJ, Werba BE, Watkins MW, Angelucci JG, Eiraldi RB
(2006) Patterns of parent-reported homework problems among
ADHD-referred and non-referred children. Sch. Psychol. Q.
21(1):13–33
Langberg JM, Arnold LE, Flowers AM, Altaye M, Epstein JN,
Molina BSG (2010) Assessing Homework Problems in Children
with ADHD: Validation of a Parent-Report Measure and Evaluation of Homework Performance Patterns. School Ment. Health
2(1):3–12
Massetti GM, Lahey BB, Pelham WE, Loney J, Ehrhardt A, Lee
SS, Kipp H (2008) Academic achievement over 8 years among
children who met modified criteria for attention-deficit/hyperactivity disorder at 4-6 years of age. J. Abnorm. Child Psychol.
36(3):399–410
Robb JA, Sibley MH, Pelham WE, Michael Foster E, Molina
BSG, Gnagy EM, Kuriyan AB (2011) “The estimated annual
cost of ADHD to the US education system. School Ment. Health
3(3):169–177

13

32. Meyer K, Kelley ML (2007) Improving homework in adolescents
with Attention-Deficit/Hyperactivity Disorder: Self vs. parent
monitoring of homework behavior and study skills. Child Fam.
Behav. Ther. 29(4):25–42
33. Sibley MH, Pelham WE, Derefinko KJ, Kuriyan AB, Sanchez F,
Graziano PA (2013) A pilot trial of supporting teens’ academic
needs daily (STAND): A parent-adolescent collaborative intervention for ADHD. J. Psychopathol. Behav. Assess. 35(4):436–449
34. Boyer BE, Geurts HM, Prins PJM, Van der Oord S (2015) Two
novel CBTs for adolescents with ADHD: the value of planning
skills. Eur. Child Adolesc. Psychiatry 24(9):1075–1090
35. Toney LP, Kelley ML, Lanclos NF (2003) Self- and parental
monitoring of homework in adolescents: Comparative effects on
parents’ perceptions of homework behavior problems. Child Fam.
Behav. Ther. 25(1):35–51
36. Coghill D, Sonuga-Barke EJS (2012) Annual research review:
Categories versus dimensions in the classification and conceptualisation of child and adolescent mental disorders - implications of recent empirical study. J. Child Psychol. Psychiatry
53(5):469–489
37. Insel T, Cuthbert B, Garvey M, Heinssen R, Pine D, Quinn K,
Sanislow C, Wang P (2010) Research domain criteria (RDoC):
Toward a new classification framework for research on mental
disorders. Am. J. Psychiatry 167(7):748–751
38. Cuthbert BN, Insel TR (2013) Toward the future of psychiatric
diagnosis: The seven pillars of RDoC. BMC Med. 11(1):126
39. Fritz MS, MacKinnon DP (2007) Required sample size to detect
the mediated effect. Psychol. Sci. 18(3):233–239
40. Healey D, Rucklidge JJ (2006) An investigation into the relationship among ADHD symptomatology, creativity, and neuropsychological functioning in children. Child Neuropsychol.
12(6):421–438
41. Simonsohn U (2015) Small Telescopes. Psychol. Sci.
26(5):559–569
42. Kooij JSS, Buitelaar JK (1997) Zelfrapportage Vragenlijst over
aandachtsproblemen en hyperactiviteit [Self-report Questionnaire
for attentional problems and hyperactivity]. 1997.
43. Kooij JJS, Boonstra AM, Willemsen-Swinkels SHN, Bekker EM,
Noord I, Buitelaar JK (2008) Reliability, validity, and utility of
instruments for self-report and informant report regarding symptoms of Attention-Deficit/Hyperactivity Disorder (ADHD) in
adult patients. J. Atten. Disord. 11(4):445–458
44. Kooij JJS, Buitelaar J, van den Oord E, Furer J, Rijnders T, Hodiamont P (2005) Internal and external validity of Attention-Deficit
Hyperactivity Disorder in a population-based sample of adults.
Psychol. Med. 35(6):817–827
45. Pat-Horenczyk R, Peled O, Miron T, Brom D, Villa Y, Chemtob CM (2007) Risk-taking behaviors among Israeli adolescents
exposed to recurrent terrorism: Provoking danger under continuous threat? Am. J. Psychiatry 164(1):66–72
46. Blais A-R, Weber EU (2006) A domain-specific risk-taking
(DOSPERT) scale for adult populations. Judgm. Decis. Mak.
1(1):33–47
47. Field AP (2013) Discovering statistics using IBM SPSS Statistics,
4th edn. Sage, Los Angeles
48. Hayes A (2018) Introduction to Mediation, Moderation, and Conditional Process Analysis, Second. Guilford Press, New York
49. Mackinnon DP, Dwyer JH (1993) Estimating Mediated Effects in
Prevention Studies. Eval. Rev. 17(2):144–158
50. Steinberg L, Monahan KC (2007) Age differences in resistance to
peer influence. Dev. Psychol. 43(6):1531–1543
51. Sumter SR, Bokhorst CL, Steinberg L, Westenberg PM (2009)
The developmental pattern of resistance to peer influence in
adolescence: Will the teenager ever be able to resist? J. Adolesc.
32(4):1009–1021

European Child & Adolescent Psychiatry (2021) 30:657–669
52. Leys C, Ley C, Klein O, Bernard P, Licata L (2013) Detecting outliers: Do not use standard deviation around the mean, use absolute
deviation around the median. J. Exp. Soc. Psychol. 49(4):764–766
53. Anesko K, Schoiock G, Ramirez R, Levine F (1987) The Homework Problem Checklist: Assessing children’s homework difficulties. Behav. Assess. 9(2):179–185
54. Foley RM, Epstein M (2005) Evluation of the Homework Problem
Checklist with students with behavior disorders. Spec. Serv. Sch.
7(1):79–90
55. Kerr M, Stattin H, Burk WJ (2010) A reinterpretation of parental monitoring in longitudinal perspective. J. Res. Adolesc.
20(1):39–64
56. Smetana JG (2008) ‘“It”s 10 o’clock: Do you know where your
children are?’’ Recent advances in understanding parental monitoring and adolescents’ information management. Child Dev. Perspect. 2(1):19–25
57. Open Science Collaboration (2015) “Estimating the reproducibility of psychological science,” Science (80-.)., vol. 349, no. 6251,
p. aac4716, 2015.
58. Brandt MJ, IJzerman H, Dijksterhuis A, Farach FJ, Geller J, GinerSorolla R, Grange JA, Perugini M, Spies JR, van’t Veer A (2014)
The Replication Recipe: What makes for a convincing replication?
J. Exp. Soc. Psychol 50:217–224
59. Chang Z, Lichtenstein P, D’Onofrio BM, Sjölander A, Larsson H
(2014) Serious transport accidents in adults with attention-deficit/
hyperactivity disorder and the effect of medication: a populationbased study. JAMA psychiatry 71(3):319–325
60. Molina BSG, Howard AL, Swanson JM, Stehli A, Mitchell JT,
Kennedy TM, Epstein JN, Arnold LE, Hechtman L, Vitiello B,
Hoza B (2018) Substance use through adolescence into early
adulthood after childhood-diagnosed ADHD: findings from the
MTA longitudinal study. J. Child Psychol. Psychiatry Allied Discip. 59(6):692–702
61. Molina BSG, Hinshaw SP, Swanson JM, Arnold LE, Vitiello B,
Jensen PS, Epstein JN, Hoza B, Hechtman L, Abikoff HB, Elliott
GR, Greenhill LL, Newcorn JH, Wells KC, Wigal T, Gibbons RD,
Hur K, Houck PR (2009) The MTA at 8 years: Prospective followup of children treated for combined-type ADHD in a multisite
study. J. Am. Acad. Child Adolesc. Psychiatry 48(5):484–500
62. van Lieshout M, Luman M, Twisk JWR, van Ewijk H, Groenman
AP, Thissen AJAM, Faraone SV, Heslenfeld DJ, Hartman CA,
Hoekstra PJ, Franke B, Buitelaar JK, Rommelse NNJ, Oosterlaan
J (2016) A 6-year follow-up of a large European cohort of children
with attention-deficit/hyperactivity disorder-combined subtype:

669

63.

64.

65.
66.

67.
68.

69.

70.

71.

72.

outcomes in late adolescence and young adulthood. Eur. Child
Adolesc. Psychiatry 25(9):1007–1017
Barkley RA, Fischer M, Edelbrock C, Smallish L (1991) The adolescent outcome of hyperactive children diagnosed by research
criteria-III. Mother-child interactions, family conflicts and maternal psychopathology. J. Child Psychol. Psychiatry 32(2):233–255
Lahey BB, Van Hulle CA, D’Onofrio BM, Rodgers JL, Waldman
ID (2008) Is parental knowledge of their adolescent offspring’s
whereabouts and peer associations spuriously associated with offspring delinquency? J. Abnorm. Child Psychol. 36(6):807–823
Steinberg L, Fletcher A, Darling N (1994) Parental monitoring and peer influences on adolescent substance use. Pediatrics
93(6):1060–1064
Keijsers L, Branje SJT, VanderValk IE, Meeus W (2010) Reciprocal effects between parental solicitation, parental control, adolescent disclosure, and adolescent delinquency. J. Res. Adolesc.
20(1):88–113
Larzelere RE, Patterson GR (1990) Parental management: Mediator of the effect of socioeconomic status on early delinquency.
Criminology 28(2):301–324
Hartung CM, McCarthy DM, Milich R, Martin CA (2005) Parent-adolescent agreement on disruptive behavior symptoms: A
multitrait-multimethod model. J. Psychopathol. Behav. Assess.
27(3):159–168
Dekkers LMS, Bexkens A, Hofman AD, De Boeck P, Collot
d’Escury AL, Huizenga HM (2019) “Formal Modeling of the
Resistance to Peer Influence Questionnaire: A Comparison of
Adolescent Boys and Girls With and Without Mild-to-Borderline
Intellectual Disability. Assessment 26(6):1070–1083
Chein J, Albert D, O’Brien L, Uckert K, Steinberg L, O’Brien
L, Uckert K, Steinberg L (2011) Peers increase adolescent risk
taking by enhancing activity in the brain’s reward circuitry. Dev.
Sci. 14(2):1–10
Franke B, Michelini G, Asherson P, Banaschewski T, Bilbow
A, Buitelaar JK, Cormand B, Faraone SV, Ginsberg Y, Haavik
J, Kuntsi J, Larsson H, Lesch KP, Ramos-Quiroga JA, Réthelyi
JM, Ribases M, Reif A (2018) Live fast, die young? A review on
the developmental trajectories of ADHD across the lifespan. Eur.
Neuropsychopharmacol. 28:1059–1088
Maxwell SE, Cole DA, Mitchell MA (2011) Bias in cross-sectional analyses of longitudinal mediation: Partial and complete
mediation under an autoregressive model. Multivariate Behav.
Res. 46(5):816–841

13

