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Abbreviated summary  
ADHD, when unsupported, is a potent route into educational failure, long-term 

unemployment, crime, substance misuse, suicide, mental and physical illness1–5. Economic 

costs to individuals and the government of at least £17 billion6 are avoidable as, when 

appropriately supported, people with ADHD can thrive and fully engage in a working life. This 

is a brief summary of our key recommendations. 

1. There is robust evidence that ADHD is not the remit of health alone. Policies, budgets, 

spending, service plans and the collection of routine data need to span departments and 

agencies across all levels from government to locality.  

2. Support for ADHD and neurodivergence should begin early. This should be needs-

led, begin in preschool or school and not rely on or require clinician provided diagnosis.  

3. An entirely specialist, single diagnosis model is not sustainable or evidence 

informed. In England, clinician-defined ADHD is under-recognised, under-diagnosed and 

under-treated7–9, although we recognise that may not be the case in some parts of the 

world. ADHD frequently co-occurs with autism and neurodevelopmental disorders10 and 

mental health disorders5 and is common, with a population prevalence of 3–5%11,12. 

Given the established adverse outcomes and costs of unsupported ADHD, there is an 

urgent need to address early determinants of adverse outcomes and reduce waiting 

times in cost-effective, evidence-supported ways. ADHD NHS waiting times will continue 

to escalate, so cannot be ignored. We recommend a holistic, stepped, joined-up, 

generalist approach, with adequately-resourced primary care and secondary health care, 

local authorities and the voluntary/community sector to enable both initial needs-led 

holistic support and the fast-tracking of those with severe ADHD or whose functioning 

does not improve with first-line non-pharmacological intervention13 to high-quality clinical 

diagnostic assessment and medication. 

4. ADHD services need to be digitised and data improved. We urge government to 

include ADHD health services in its 10 year plan for digitisation to make processes 

efficient. Data need to be systematically gathered across sectors to inform service 

planning and monitor quality (under and over-diagnosis). We also recommend that NICE 

(National Institute for Health and Care Excellence) prioritise rapid assessment of digital 

products for clinical effectiveness and value.  

Executive summary 
The independent ADHD Taskforce was commissioned by NHS England in 2024. This was 

due to serious concerns about access to timely support, the impacts, risks (e.g. suicide, 

crime) and avoidable costs of unsupported ADHD (e.g. welfare, benefits, long-term 

unemployment)14. It was tasked with (1) considering how services and support across health, 

education, justice and the whole of society need to be transformed to ensure those with 

ADHD are able to access timely, appropriate, effective and high-quality support beyond 

health alone, and live to their full potential, as well as (2) making recommendations on a 

whole system approach to managing ADHD. Societal changes in attitude and the provision 
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of appropriate support can enable people with ADHD to engage successfully in education 

and work and participate fully in society. 

Given the urgency for action, and the need for recommendations to be considered in the 

2025 Spending Review, we provide Part 1 of our report. This report provides initial evidence-

informed recommendations to be addressed now and in the longer term. These align with 

the government’s three key health priorities (from hospital to community, prevention and 

digitalisation) and wider missions. We have shared our work with the Department for 

Education’s (DfE) Neurodivergence Task and Finish Group and the Department for Work 

and Pensions’ (DWP) Academic Panel on Neurodivergence, who will consider issues 

relating to education and employment policy in more detail.  

1. ADHD impacts are seen across sectors. ADHD is not solely the remit of the NHS and 

other health-care providers. Education is a vital sector in terms of identifying and meeting 

needs at an early stage, and education policy may be a driver for demand on the NHS, 

as it has been evidenced to be in parts of the USA. Other sectors involved include the 

workplace, job centres, higher education and vocational training and social services (e.g. 

looked after children). It also includes the criminal justice sector that includes very high 

rates of young people and adults with ADHD and other types of neurodivergence, as both 

offenders and victims. ADHD is commonly misunderstood or not recognised, contributing 

to inequalities across all sectors. Staff in different sectors may not have received training 

on early recognition and support of ADHD and neurodivergence. Different sectors 

frequently work in isolation from each other, typically with separate funding streams. 

We need cross-agency and cross-government department working focused on the whole 

person. 

2. ADHD is a potent, early route into multiple adverse and costly outcomes across 

different sectors. It thus represents an important early prevention target. ADHD is 

associated with higher risks of educational failure, not in education, employment or 

training (NEET), long-term unemployment, welfare costs, early entry into the criminal 

justice system, family breakdown, chronic mental health problems, self-harm, suicide, 

substance misuse, obesity, chronic physical illnesses (e.g. cardiovascular disease) and 

premature mortality15,16. With early, needs-led support in childhood and timely clinical 

intervention, when required, many of these impacts and costs can be successfully 

avoidede.g.17,18. 

3. ADHD can be viewed as lying along a spectrum (neurodivergence) as well as a 

clinical diagnosis (disorder). A clinical diagnosis of ADHD via the NHS/health is 

required for certain clinical decisions (e.g. medication) in health-care settings but not for 

characterising early needs and informing appropriate support in other settings19. This 

includes those who fall just below or near the diagnostic threshold. 

We need timely recognition and early support of suspected ADHD and 

neurodivergence across all settings. This is especially important in schools and the 

early years, to prevent adverse impacts and costly outcomes in the future. This should 

be needs-led and not require a clinical diagnosis.  
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For those who require clinical intervention (e.g. high-risk, medication likely needed), the 

backlog of those waiting needs to be cleared urgently to avoid increased unnecessary 

costs elsewhere (e.g. repeated A&E use, prisons, long-term sick, unemployment, 

clearing even longer wait lists in the future): an invest to save model. 

4. ADHD is common and treatable but costly when unsupported. ADHD, defined using 

diagnostic criteria (e.g. DSM-5), after a high-quality assessment, affects 3–5% of the 

population11,12. Although it originates in childhood, the impacts of ADHD are observed 

across the individual’s lifespan5. Despite the effectiveness of treatment for those who 

meet diagnostic criteria13 (psychoeducation, environmental adaptations for all; 

pharmacological treatments when impairment remains) and consistency of robust 

scientific evidence on its impacts and costs, ADHD can be downplayed and is prone to 

misinformation. Currently, the estimated economic costs of not treating ADHD are around 

£17 billion to the UK economy6 (e.g. less tax contributions, in receipt of more state 

benefits, more likely to be not in education, employment or training (NEET) or long-term 

unemployed and higher costs for health, social care and criminal justice). English 

population data show that among young people who are NEET, 20–34% are likely to 

have ADHD, most of whom will not be diagnosed3,20. Many of these costs are avoidable, 

as with appropriate, early support, people with ADHD can thrive. 

5. ADHD under or over-diagnosis in the UK? England and the rest of the UK have much 

lower service recognition and treatment rates of ADHD diagnosis compared with other 

European countries (e.g. Norway, Denmark, Spain)7–9. Recent data show a very high 

level of under-recognition and under-treatment of strictly diagnosed ADHD, with 

significant inequalities in access to care (e.g. minority groups). For example, for those 

who meet strict diagnostic criteria for ADHD, fewer than one-third of children have 

contact with any type of mental health service7, and only 15–25% of adults and children 

obtain pharmacological treatment9. This means that demand on services is very likely to 

continue to rise. There is also concern by some about potential over-medicalisation and 

over-diagnosis and a lack of regulation of ADHD service providers as this has been 

reported in some parts of the world. Some also raise concerns about ADHD self-

diagnosis based on information from social media. However, currently there is no good 

evidence on what percentage of those waiting to see a clinician have self-diagnosed 

ADHD using social media and eventually meet or do not meet ADHD diagnostic criteria 

after a high-quality assessment. We only know currently that in England, recognised 

rates of ADHD are lower than the expected prevalence of ADHD. Early needs-led support 

that is uncoupled from clinician diagnosis, provision of non-pharmacological support, 

strict regulation of ADHD clinical service providers and high-quality data to enable 

monitoring of diagnosis and treatment rates across all services will be important for 

allaying such concerns. 

6. Waiting times for NHS ADHD services have escalated and are unacceptably long. 

Significant research gaps exist in determining ADHD prevalence and incidence nationally 

and internationally; the reasons for increased demand for ADHD assessments in 
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England, which has been replicated across most Western countries, are unclear and 

complex. In England, it is likely due to multiple factors, including greater awareness, 

changes in DSM-5 and ICD-11 diagnostic criteria that are reflected in changes to NICE 

guidelines (e.g. co-diagnosis with autism is now allowed), previous missed or 

misdiagnosis, especially among females21, impacts of the Covid-19 pandemic22,23, the 

perceived requirement for a diagnosis to access support (e.g. education) and more 

recent scientific evidence that ADHD is not restricted to childhood, but often persists 

across adult life24. This means adults who were missed as children are now presenting to 

services. Waiting times for NHS services are increasing (up to 4+ years for children, up to 

8+ years for adults) and demand outstrips the capacity of services. These services 

require modernisation to improve efficiencies, as well as join-up with other sectors, as not 

all support needs to be provided by health care. 

ADHD assessment and treatment in England, as recommended by the National Institute 

for Health and Care Excellence (NICE)13, are provided by highly specialised, secondary 

care clinicians (super-specialists). Inability to access NHS services has led to a 

significant growth in the use of private providers that are not regulated, resulting in two-

tier access to services, diagnosis and treatment; one for those who can pay and another 

for those who cannot. This drives health inequalities and links to disproportionate impacts 

and outcomes in the education and justice systems, employment and health. 

We need to shift rapidly to accessible, regulated and generalist models of care in the 

community, including primary care and other sectors outside the NHS.  

7. ADHD rarely presents in isolation. ADHD frequently co-occurs with other types of 

neurodivergence/neurodevelopmental disorders that onset in childhood, e.g. autism 

(disorder is the terminology used in current diagnostic systems)10. However, ADHD, 

autism and other neurodevelopmental services in England are often separated and siloed 

by diagnosis type and by age, so are not person-centric. ADHD co-occurrence with 

common and rare mental health problems (e.g. anxiety, depression, bipolar disorder) is 

also extremely frequent15.  

We need to breakdown diagnostic silos that create inefficiencies so there is a single 

front door for holistic support and, where needed, for clinical assessment and 

intervention for ADHD, co-occurring neurodevelopmental disorders/neurodivergence 

and associated mental health co-morbidities. 

8. NHS ADHD services could benefit by harnessing technology. Many services remain 

paper-based (e.g. prescribing, questionnaire and outcome measures) and rely on 

expensive clinicians spending time on lengthy administrative tasks. Administrative data 

on ADHD in England are limited, poor quality and do not link across systems. This leads 

to duplication or multiplication of the same tasks for clinicians and patients. We support 

the recommendation in the Darzi review25 to harness technology to simplify and speed up 

clinical processes and systematically gather data on ADHD across England. This will 

reduce the burden on clinicians and free their time to focus on what matters – clinical 

care as well as enable evidence-informed planning and costing of services.  
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We need to harness digital technologies and data to streamline and modernise our 

services.  

Recommendations  
Our recommendations for immediate action align with the government’s priorities set out in 

its NHS, opportunity, growth and safer streets missions. 

Cross-agency and government department working 

1. Data capture: government and its relevant departments (specifically DHSC, MoJ, 

DfE and DWP) need to work together to improve data capture digitally and join up of 

datasets. This is to understand where people with ADHD or neurodivergence are in 

public services, the disproportionalities that exist, and to capture impacts and outcomes.  

2. The Office for National Statistics should routinely collect and analyse data relating to 

ADHD in health, education, the workforce and the justice system. 

3. Spending review plans: government and its relevant departments (specifically 

DHSC, DfE, DWP and MoJ) need to work together on radical and holistic spending 

review plans. These plans should consider the work of the Taskforce, the DWP academic 

panel on neurodivergence and the DfE Task and Finish group on neurodivergence. We 

recommend an invest to save model that includes ADHD and neurodivergence training 

and awareness building across all different sectors as well as evidence-based, holistic 

models of care (that will be described in the final report).  

Prevention 

4. Needs-led support that is uncoupled from diagnosis: DHSC/NHS England, DfE and 

MoJ must work together to prioritise early years support that is based on needs not 

diagnosis to break the school to prison, school to adult unemployment and school to ill-

health pipelines. Examples of very early, structured support that have worked include 

evidence-based parenting interventions and early years support, embedded in Sure Start 

areas. For school age children, another step is to ensure that rollout of outreach mental 

health support teams in schools (MHSTs; Mental Health Support Teams) is completed 

and enhanced by the inclusion of staff with neurodivergence expertise in every school. 

These teams need to be linked up with integrated neurodevelopmental and Children and 

Adolescent Mental Health Services (CAMHS) teams.  

5. Urgently address escalating NHS ADHD waiting times: DHSC and HMT must act 

quickly to address the growing backlogs across both children’s and adult services to 

avoid wasted expenditure on the adverse outcomes of untreated ADHD (e.g. repeated 

A&E use, chronic mental and physical health problems, prison, unemployment) and 

identify those at highest risk. The government should ensure that local systems bring 

down ADHD waiting times for children’s and adult services in line with its commitments 

on reducing waiting for diagnosis and treatment for physical health conditions. This can 

be achieved in cost-effective ways that meet quality standards, are accessible and build 
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for the future (e.g. by nurse-led triage, by task-shifting so that senior medical time is 

primarily utilised for consultation, supervision and the most complex cases). 

6. Improve support to those on waiting lists: health care providers/Integrated Care 

Boards (ICBs) must ensure support for those waiting and provide clear signposting to 

local organisations that can provide information and support. Health care providers/ICBs 

to consider screening of wait lists to identify the most severe ADHD, co-morbidities and 

risks (e.g. suicidal) for prioritisation using evidence-based clinical screening tools 

(different to profiling tools) but not on their own, as such tools can over and under-identify 

ADHD. 

From hospital to community 

7. A generalist model: NICE should reconsider its stance and interpretation that ADHD 

always requires a highly specialised, secondary care workforce (ADHD super-specialists) 

for diagnosis, treatment initiation, follow-up and other types of support. It should clearly 

define the meaning of specialist to enable greater involvement of primary care (with 

training and remuneration), with secondary care support as well as generalist secondary 

care. This approach would align ADHD management with the way other common 

conditions, such as diabetes, are managed. A clear definition of ADHD specialist and 

monitoring of NICE adherence is also important to regulate non-NHS providers and allay 

concerns raised by some about the quality of diagnosis or over-diagnosis by some 

providers.  

8. A single, accessible front door: Integrated Care Systems (ICSs)/Neighbourhood 

Health Services need to work with other local services to modernise ADHD pathways to 

join up professional expertise across different types of neurodivergence/ 

neurodevelopmental disorders. Furthermore, there needs to be an explicit link up with 

mental health services. Such pathways need to operate across all age groups and 

involve different settings of care and intensity of support (inclusive of primary and 

secondary care, local authority, VCSE (voluntary, community and social enterprise) and, 

where needed, private providers). One potential model that has been adopted in Canada 

and some other countries is the community-based Integrated Youth Service (IYS) for 

youth aged 12 to 25 years. These provide an evidence-based ‘one-stop shop’ that 

include support for neurodivergence, mental health and substance use, physical health, 

peer support, education, employment and social services. The emphasis is on needs, 

goals and strengths rather than diagnostic siloes and, in Canada, these have led to more 

rapid access to support and cost savings (to be described in Part 2 of our report). 

9. Stepped care: Integrated Care Systems (ICSs)/Neighbourhood Health Services 

should adopt ‘test and learn approaches’ to a stepped care model that involves providing 

support of different intensities for ‘possible ADHD’ and high-quality ‘clinical diagnosis of 

ADHD’. This should involve primary and secondary care, local authority, VCSE and 

private providers. The NIHR should fund formal evaluation of these models. 
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Digitalisation 

10. Introduce NHS digitalisation into ADHD services now: the DHSC through its 10-year 

plan should prioritise the digitalisation of ADHD services. Digitalisation can speed up 

routine administrative tasks (e.g. questionnaire measures, height, weight, blood pressure 

centiles, generating reports), help screen waiting lists and, where evidence based, 

improve efficiencies (e.g. Quantitative Behaviour test26). These do not substitute for 

clinical care and clinical measures should be evidence based. 

11. Improve evidence base: NICE should scope an early value assessment (EVA) of digital 

products delivering improved outcomes and efficiencies for ADHD management and 

treatment across the pathway and settings of care.  

12. Improve data quality: NHS England/DHSC must prioritise its data improvement work. 

Currently, data on ADHD waiting lists, referrals, outcomes, local and regional ADHD 

diagnosis and treatment rates and on clinical standards of all providers are of poor 

quality. 

Background 

Why and how was the Taskforce set up  

The ADHD taskforce was commissioned by NHS England, with the support of government, 

after a rapid review of challenges in the health care system found that ADHD service 

provision and interrelated policies needed a joined-up approach across health, care, 

education and the justice system. The Taskforce was tasked with gaining a better 

understanding of the challenges affecting those with ADHD and to make recommendations 

for change. The taskforce has explicitly taken a whole-person, evidence-based perspective 

to ADHD and is focusing across health, education, employment and justice. A joined-up 

approach across sectors is necessary as appropriate recommendations cannot be made by 

health focused work alone. 

The central principle of the Taskforce is co-development. The terms of reference and 

decisions on the membership of the ADHD taskforce were informed by those with lived 

experience via a deliberative public engagement event organised and conducted by 

Healthwatch England. Our Taskforce members include those with lived experience and our 

report was supported by written and oral feedback from the experts by experience working 

group to ensure discussions are centred around lived experience.  

Who is involved in the Taskforce  
The ADHD taskforce was established by NHS England in April 2024 and first met in 

November 2024. It is led by an independent chair, Professor Anita Thapar, a scientist, child 

and adolescent psychiatrist, Professor at Cardiff University and co-chair of the Welsh 

Government Neurodivergence Ministerial Advisory Group. Anita brings with her experience 

of investment and transformation around ADHD and neurodivergence in Wales over the last 

decade. Taskforce members also bring lived experience and expertise from the health, 

https://www.england.nhs.uk/long-read/attention-deficit-hyperactivity-disorder-adhd-programme-update/
https://nds.healthwatch.co.uk/reports-library/adhd-task-force-priorities-deliberative-public-engagement
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education, justice and employment sectors and include the voices of children, young people 

and parents.  

We are supported by information provided by our experts by experience and experts in 

evidence working groups as well as the NHS England ADHD Clinical Reference Group. 

Membership of the taskforce and our working groups are available here. 

We are working closely with the DfE’s neurodivergence task and finish group and DWP’s 

neurodiversity academic panel to ensure an integrated, aligned direction of travel. 

Taskforce timeline and outcomes 

Part 1 of the report outlines immediate priorities identified by the taskforce, is evidence 

based and describes initial steps that the government and public sector bodies should 

urgently take to address growing challenges around ADHD across England. Part 2 of our 

report, due to be written at the conclusion of our work in summer 2025, will provide further 

detailed recommendations that include evidence relevant to implementation. 

Our recommendations have deliberately been set to align with the government’s three key 

health priorities that will be outlined in the 10 Year Health Plan (from hospital to community, 

prevention and digitisation). 

The Taskforce does not have power to implement solutions. It is for government, cross-

sector partner organisations and public sector bodies to consider for implementation and 

monitor progress. 

What we mean by ADHD 

Introduction and views of experts by experience: we recognise that the language around 

ADHD can be confusing and have a stigmatising impact on individuals. Furthermore, the 

failure to consider scientific evidence and recognise the serious and costly impacts of ADHD 

can lead to misunderstanding ADHD. Experts by experience highlight the emotional toll of 

undiagnosed ADHD. While many individuals with ADHD thrive and are fully engaged in 

working life, those with under-supported ADHD often experience significant inequalities – 

especially where systems and processes do not recognise or accommodate 

neurodevelopmental differences and where there is inequality in access to support. People 

with ADHD often refer to the ‘ADHD tax’, a combination of income inequality, 

un/underemployment and lack of access to education – alongside impulsive spending, 

vulnerability to fraud and other challenges.  

ADHD clinical diagnosis: ADHD is a clinical diagnostic term. A clinical diagnosis of ADHD 

requires a full and thorough clinical assessment and cannot be defined on the basis of 

questionnaires alone. Diagnostic criteria are set using contemporary scientific evidence and 

by expert consensus. Thus, diagnostic criteria have changed and will continue to do so over 

time. For example, ADHD can now be diagnosed in those with autism as the strong co-

occurrence is now recognised. 

Two different diagnostic systems are used currently: (1) the American Psychiatric 

Association DSM-5, used by US clinical services and for much global research; and (2) the 

https://www.england.nhs.uk/mental-health/adhd/
https://www.gov.uk/government/groups/neurodivergence-task-and-finish-group
https://www.gov.uk/government/news/employment-prospects-for-neurodiverse-people-set-to-be-boosted-with-launch-of-new-expert-panel
https://www.gov.uk/government/news/employment-prospects-for-neurodiverse-people-set-to-be-boosted-with-launch-of-new-expert-panel
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World Health Organization ICD-11, used more widely in Europe and the rest of the world. 

Both systems are used in England. While there are many similarities (e.g. a persistent 

pattern of hyperactive-impulsive and inattention symptoms, the types of symptoms, 

symptoms present across multiple settings, early onset and interference with functioning), 

the criteria are not identical. Both systems group ADHD as a neurodevelopmental disorder. 

This grouping includes autism, communication disorders, specific learning disorders, motor 

disorders, intellectual disabilities and (for DSM-5) tic disorders that originate early in 

development. 

Suspected ADHD describes people who suspect they have ADHD, or where others suspect 

they have ADHD, and have chosen not to or have not received an ADHD diagnosis.  

Possible ADHD refers to people who score above a cut-point on a validated ADHD 

screening questionnaire (screen positive). As is the case for all screening, there will be false 

positives (not everyone who scores high will have a diagnosis of ADHD) and false negatives 

(some with clinical ADHD will not score above the questionnaire threshold).  

ADHD spectrum: ADHD symptoms behave as a spectrum or continuum in the population 

(like blood pressure) so many people may display some symptoms but do not meet 

diagnostic criteria or may choose not to seek diagnosis. While a clinical diagnosis is needed 

for certain clinical decisions such as prescribing medication, because ADHD, like blood 

pressure, that is subthreshold can lead to adverse outcomes, non-pharmacological (e.g. self-

management, lifestyle) and other types of support (e.g. education) should be based on 

needs rather than diagnosis. 

Neurodivergence: ADHD, like other neurodevelopmental disorders, can be viewed as 

differences rather than as purely a deficit, and the term neurodivergence is preferred by 

many with lived experience. We use the term neurodivergence in this report to align with the 

ongoing focus of the DfE’s neurodivergence task and finish group and when referring to 

ADHD outside clinical settings.  

Next steps 

Our next steps for the final report are to identify mechanisms for implementation of our 

interim recommendations, including holistic models of care, accountability and follow-up, 

continue to work with the DfE Neurodivergence Task and Finish Group and DWP Academic 

Panel on Neurodivergence on the final report to be completed by summer 2025, and to align 

our work so recommendations are integrated across systems. Chairs of both these groups 

have seen and support this report. 

This report, including its recommendations, was co-developed by the ADHD Taskforce 

supported by additional groups of experts by experience, experts in evidence and clinicians. 

Not every statement in the report will be fully endorsed by all but the report represents a 

consensus 
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Annex 1: Healthwatch England Report 

ADHD Taskforce priorities: a deliberative public engagement 
https://nds.healthwatch.co.uk/reports-library/adhd-task-force-priorities-deliberative-public-
engagement 

Annex 2: Evidence summary 

Introduction 

The evidence group was set up as a small core group of academics to support the taskforce 

with a review of the evidence base. Additional members have joined to assist with this work. 

The evidence group was set a series of questions in December 2024 to inform the interim 

report. This paper shares a summary of the published, peer-reviewed evidence; the group 

also share their assessment of each paper based on (1) quality of evidence and (2) 

relevance to the UK context (both rated as high, medium or low). 

Summary of evidence 

1. What is the prevalence of ADHD and is it increasing? 

In an English population sample of 2 to 19 year olds the ADHD prevalence was 3% (MHCYP 

Survey Forbes et al 2018, low, high); there is no evidence that the prevalence has increased 

since 1999 (Sadler et al 2018, low high).  

Meta-analysis of global studies suggest an ADHD prevalence in children of around 3–5% 

(Polanczyk et al 2015, high, low). Geographical location does not influence prevalence 

significantly so these estimates can reasonably be applied to a UK population (Polanczyk et 

al 2014, high, moderate; Cortese et al 2023, moderate, low). There is no evidence of an 

increase in the number of children in the population meeting criteria for ADHD diagnosis over 

time. 

For adults, meta-analyses suggest a global population prevalence for ADHD of 2–3% 

(Chaulagain et al 2023, high, medium; Ayano 2024, high, medium; Simon et al 2009, high, 

medium), which could be reasonably applied to a UK population.  

2. What is the current level of access to clinical support and is there over or under-

diagnosis of ADHD in England/UK? 

Contact with services: In 2017, approximately one-quarter of those aged 5 to10 years and 

one-third of those aged 11 to 16 years who met criteria for ADHD in the population reported 

contact with a mental health specialist in the previous year. We do not know if their ADHD 

was recognised (Mathews 2024, medium, high).  

There is a lack of comparable data from national studies of adults. 

https://nds.healthwatch.co.uk/reports-library/adhd-task-force-priorities-deliberative-public-engagement
https://nds.healthwatch.co.uk/reports-library/adhd-task-force-priorities-deliberative-public-engagement
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While English health service records have shown increased recognition of ADHD in both 

children and adults from 2000 to 2018, the administrative prevalence is reported as 2.55% in 

boys and 0.67% in girls. In adults it was 0.74% in men and 0.20% in women. As the actual 

population prevalence in children is 5% and in adults is 2–3%, under-recognition of ADHD 

remains a problem in England (McKechnie et al 2023).  

Medication rates: English health service records also show that prescription rates of 

medications to treat ADHD have risen from 2000 to 2018 (McKechnie et al 2023, medium, 

high). However, only 0.2% of the 7,655,931 individuals received ADHD medication 

prescriptions.  

Furthermore, the latest data from prescribing studies show that only 25% of children and 

15% of adults with ADHD received pharmacological treatment, with regional rates across the 

UK varying up to 12-fold (French et al 2025c, medium, high). The evidence from randomised 

controlled trials is that 70–90% will benefit from drug treatment so we are under-prescribing 

ADHD medication in England.  

Data suggest that support for GPs to prescribe ADHD medication is patchy (Gudka et al 

2024, medium, high; Price et al 2024, medium, high). Evidence suggests that only 1 in 6 

children transitioning to adult life successfully accessed adult services, although this might 

be improving with time (Jung et al in revision, medium, high). 

Waiting times: There are no national reports on waiting times for adults. In a national survey 

of commissioners, primary care clinicians and people with lived experience, 40% reported 

waiting times of 2 years or more (BBC 2024; Price et al 2024, medium, high). Waiting lists 

are reported to have increased to 10–15 years in some areas of the UK (Communicaton and 

Engagement 2021, low, high; Children's Commissioners for England 2024, low, high).  

3. What are the costs of not treating ADHD? 

Using Danish patient registry data, a cost difference between adults with ADHD and their 

same-sex siblings was approximately £17,000 more per adult with ADHD per year. The UK 

cost estimate was £17 billion at a prevalence of 2.5%. This suggests there are extensive 

costs in adulthood of not identifying and treating ADHD in childhood (Daley et al 2019). 

In a Danish dataset, access to care for children with ADHD appears to reduce costs for both 

education and crime (French 2025a, high, high).  

No published papers on the contemporary costs of untreated ADHD in the UK exist yet, but 

an evaluation of the costs of undiagnosed ADHD will report by June 2025 (French et al 

2025b, high, medium). 

4. How cost-effective are treatments for ADHD? 

Pharmacological and non-pharmacological treatments have consistently been shown to be 

more cost-effective than no treatment in the UK (Dijk et al 2021, high, medium).  

Meta-analytic evidence from randomised controlled trials shows that stimulants for ADHD in 

children and young people have one of the highest effect sizes for efficacy, not only in 



 

 16 

psychiatry but across medications used in general medicine, at least in the short term 

(Leucht et al 2012, high, high; Cortese et al 2018, high, high). Effect sizes are generally 

lower in trials of stimulants in adults than those in children but still indicate a significant effect 

in terms of decreasing the severity of ADHD. 

While it is challenging to assess effects in the longer-term via standard randomised trials, 

discontinuation trials show persistence of effects in the longer-term (summarised in Cortese 

et al 2020). Quasi-experimental designs of treatment using ADHD medication suggest that 

pharmacological treatment of ADHD is associated with lower risk of long-term unemployment 

in adults (Li et al 2022) and may be protective for future criminality (Lichtenstein et al 2012), 

substance misuse (Quinn et al 2017) and depression (Chang et al 2016). Quasi-

experimental designs of treatment using ADHD medication suggest that pharmacological 

treatment of ADHD is associated with lower risk of long-term unemployment in adults (Li et al 

2022), decreased risk of car accidents and injuries (Chang et al 2019) and may be protective 

for future criminality (Lichtenstein et al 2012), substance misuse (Quinn et al 2017) and 

depression (Chang et al 2016). 

Evidence from the emulated target trial approach also shows that stimulants, like some other 

medications in general medicine, decrease the risk of mortality (Li et al 2024, high, high). 

Only one cost-effective analysis of a parent training intervention for pre-school children with 

ADHD has been conducted in the UK (Sonuga-Barke 2018, high, high). This found individual 

intervention (New Forest Parenting Programme) to be very slightly more cost-effective than 

group intervention.  

We have been unable to find any cost-effectiveness studies of psychological treatments in 

adults. 

5. What evidence-based strategies could we use for clearing waiting lists? 

Interim support: Mental health difficulties may deteriorate while people are on waiting lists 

(Punton et al 2022, medium, medium); offering interim support while waiting can enhance 

clinical outcomes (Valentine 2024, medium, high).  

Parenting support: Unguided app-based parenting support could be one low-cost solution. 

A cost effectiveness evaluation of the STEPS (Structured E-Parenting Support) app will 

report shortly (Kostyrka-Allchorne et al 2022, medium, high).  

Supporting teachers: Enhancing teachers’ understanding of ADHD and supporting them to 

better manage ADHD in the classroom could also reduce ADHD symptom expression and 

key impairments while waiting (Corkum et al 2019; medium, low). 

Primary care: An increased workforce capable of supporting and making ADHD diagnoses 

(e.g. recognising ‘ADHD specialists’ in primary care and education who can conduct 

assessments) could be transformative. With enhanced training and support (French et al 

2020, medium, high), ADHD could be diagnosed and managed at primary care level, with the 

more complex cases being passed up to other services for additional assessment and 

intervention.  
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Screening wait lists: Early clinical screening using validated tools (different to profiling) may 

be helpful to ensure that patients are on the correct assessment pathway, are safe to wait or 

could be redirected to another assessment waiting list at the earliest time point (Adamou et 

al 2022, medium, high; Loh 2022, medium, medium).  

Increasing the speed of the diagnostic process: The QbTest can increase the speed of 

ADHD diagnostic decision making in children and young people by over 40% with no loss of 

diagnostic accuracy (Hollis et al 2018, high, high; see below). 

6. What types of digital technology could help improve outcomes or efficiency? 

For clinicians: technology can improve system efficiency by:  

• collecting ongoing information from service users or streamlining administrative tasks 

(Bond et al 2023, low, low)  

• offering more efficient and objective measurement of outcomes, treatment response 

and adverse events (Denyer 2022, medium, high). 

• speeding up assessment. Assessment and diagnosis of ADHD is a complex process 

taking around 2.5 hours of clinic time to reach a diagnosis (Hollis et al 2018, high, 

high). The QbTest can enhance clinician confidence, reduce the number of 

appointments needed to make a diagnosis and rule out ADHD at an earlier point in 

the assessment process (Hollis et al 2018, high, high). QbTest is NOT a freestanding 

diagnostic test – it is intended to be used to aid clinical diagnosis and management of 

ADHD and is NICE recommended to help diagnose ADHD in people aged 6 to 17 

years (NICE 2024, high, high, Bellato et al 2023; high, high) 

For those with ADHD:  

• the uptake and adherence to digital health interventions (DHIs) tends is much higher 

with human support than with unsupported/self-help apps (Garrido et al 2019, high, 

medium).  

• people with ADHD state a preference for DHI as an adjunct to usual care (Gudka et al 

2024, medium, high), which could provide targeted health care transition information, 

self-management support and psychoeducational materials 

• DHIs could be ‘prescribed’ by GPs or practitioners funded under the Additional Roles 

Reimbursement Scheme (ARRS) without additional training (e.g. social prescribers 

specialist nurses to support long-term condition management of ADHD). DHIs could 

also offer early intervention support for those awaiting assessment or with sub-

threshold symptoms (Ford et al 2023, medium, high), thus helping patients to manage 

their condition while waiting for specialist care 

• another potential early intervention approach for children with ‘probable’ ADHD waiting 

for assessment is online parent training (STEPS-App) for initial management of 

ADHD. This app is currently under evaluation in the OPTIMA randomised clinical trial 

(Kostyrka-Allchorne et al 2022, medium, high) – see earlier 
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• other interventions that could be digitalised include psychoeducation apps and 

therapeutic interventions. However, these solutions must be evidence based and cost-

effective. Currently, the evidence-base for therapeutic DHIs for people with ADHD is 

limited (Hollis et al 2017, high, high) 

7. How should we set standards for ADHD assessment? 

Recommendations for setting minimal acceptable standards for ADHD assessment are 

supported by empirical evidence and clinical consensus and should be used for all providers 

(Chaulagain et al 2023, high, medium; Faraone et al 2021, high, medium; the ADHD 

Assessment Quality Assurance Standard for Children and Teenagers (CAAQAS), Young et 

al 2024, low, high; the Adult ADHD Assessment Quality Assurance Standard (AQAS), 

Adamou et al 2024, low, high).  

Authors: Professor Tamsin Ford (chair of group), Ariadna Albajara Saenz, Eddie Alder, Dr 

Alessio Bellato, Professor Samuele Cortese, Professor David Daley, Dr Blandine French, 

Professor Chris Hollis, Dr Tamsin Newlove-Delgado, Dr Anna Price and Eileen Whelan.  
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