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Report
Attention-Deficit/Hyperactivity Disorder (ADHD)

Introduction
Attention-Deficit/Hyperactivity Disorder (ADHD) is one of the most common neurodevelopmental disorders. It is defined by persistent patterns of inattention, hyperactivity and impulsivity that disrupt functioning or development (World Health Organization (WHO), 2024). Although ADHD was once viewed mainly as a childhood condition, growing evidence shows that symptoms often continue into adolescence and adulthood, affecting education, employment, relationships and overall quality of life (Faraone et al., 2021). The International Classification of Diseases, 11th Revision (ICD-11) has refined the diagnostic framework by recognising ADHD across the lifespan and supporting more consistent diagnosis across healthcare systems (WHO, 2024).
ADHD affects an estimated 5–7% of children worldwide and around 2–3% of adults, making it an important public health issue (Cortese et al., 2021). It commonly occurs alongside other mental health and neurodevelopmental conditions, including anxiety disorders, depressive disorders, autism spectrum disorder, substance use disorders and learning disabilities, which can complicate diagnosis and treatment (Young et al., 2021). Without timely support, ADHD is linked to poorer academic outcomes, higher accident risk, unemployment, social exclusion and greater involvement with the criminal justice system (National Institute for Health and Care Excellence (NICE), 2025).
In ICD-11, ADHD is classified in Chapter 06, Mental, Behavioural and Neurodevelopmental Disorders, under neurodevelopmental disorders. This placement reflects evidence that ADHD begins during brain development and involves difficulties with executive functioning, attention regulation and impulse control (WHO, 2024). Research in neuroscience, genetics and clinical practice increasingly supports ADHD as a multifactorial condition shaped by biological, psychological and environmental influences, rather than by poor parenting or behavioural issues alone (Faraone et al., 2021).
This report critically examines ADHD through the ICD-11 framework. It considers classification and diagnostic criteria, reviews current treatment and rehabilitation approaches, discusses key debates and emerging issues in diagnosis and management, and concludes with evidence-based recommendations to improve clinical practice and long-term outcomes.


Classification and Diagnosis
In ICD-11, ADHD is classified as a Neurodevelopmental Disorder under diagnostic code 6A05 (WHO, 2024). It is marked by developmentally inappropriate inattention, hyperactivity and impulsivity that begin during the developmental period and occur across more than one setting, such as home, school, work or social environments. To meet diagnostic criteria, symptoms must cause clinically significant impairment in everyday functioning.
ICD-11 identifies three main presentations: predominantly inattentive, predominantly hyperactive-impulsive and combined. Inattentive symptoms include poor concentration, forgetfulness, disorganisation and difficulty completing tasks. Hyperactive-impulsive symptoms include excessive movement, restlessness, interrupting others, difficulty waiting turns and acting without considering consequences. Many people experience features of both domains (WHO, 2024).
Diagnosis should be based on a thorough clinical assessment rather than a single questionnaire. Clinicians usually take a detailed developmental history, interview the individual and family members, and gather information from schools or workplaces where relevant. Standardised tools, including the Conners Rating Scales and ADHD Rating Scale-5, can support assessment but should not replace clinical judgement (NICE, 2025).
A key strength of ICD-11 is its lifespan perspective. While earlier diagnostic approaches often focused on childhood symptoms, ICD-11 recognises that ADHD can change with age. Hyperactivity may become less visible in adulthood, while inattention, poor organisation and emotional dysregulation may become more prominent (Young et al., 2021). This has improved recognition of adult ADHD and widened access to assessment and treatment for people previously overlooked.
Differential diagnosis remains a major clinical challenge because ADHD symptoms overlap with anxiety, depression, autism spectrum disorder, bipolar disorder, sleep disorders and trauma-related disorders. Concentration difficulties and impulsivity may arise from these conditions rather than ADHD itself. Clinicians must therefore decide whether symptoms are better explained by another disorder or reflect ADHD (WHO, 2024).
Comorbidity is also common and can complicate diagnosis. Many people with ADHD have additional conditions, including anxiety, depression, oppositional defiant disorder, conduct disorder, autism spectrum disorder and substance use disorders (Faraone et al., 2021). These co-occurring difficulties increase impairment and often require integrated treatment rather than management of ADHD symptoms alone.
A further issue is the underdiagnosis of ADHD in females. Diagnostic criteria were historically shaped by studies of boys, who more often show disruptive hyperactive behaviour. Girls are more likely to present with inattentive symptoms, internalised emotional difficulties and compensatory behaviours, which can delay or prevent diagnosis (Young et al., 2021). Greater awareness of these gender differences has improved identification across the lifespan.
However, diagnostic debate continues. Some experts argue that rising awareness may lead to overdiagnosis and unnecessary medication, while others maintain that ADHD is still under-recognised, especially among adults and minority populations. Evidence suggests that both problems can occur, depending on healthcare access, clinician expertise and cultural views of behaviour (Cortese et al., 2021). Accurate diagnosis therefore requires multidisciplinary assessment and careful clinical judgement, not symptom checklists alone.

Treatment and Rehabilitation
Managing ADHD requires a comprehensive, person-centred approach that targets symptoms, functional difficulties and quality of life. Current guidance recommends multimodal care, combining medication, psychological therapies, educational support and rehabilitation strategies according to the person’s age, symptom severity and co-occurring conditions (National Institute for Health and Care Excellence (NICE), 2025). This reflects the understanding that ADHD affects many areas of life and that medication alone is rarely enough to improve long-term outcomes.
Medication is one of the most effective treatments for moderate to severe ADHD. Stimulants such as methylphenidate and lisdexamfetamine are often recommended first-line for children, adolescents and adults because they improve attention, reduce impulsivity and support executive functioning (NICE, 2025). They work by increasing dopamine and noradrenaline activity in the brain, which strengthens attention and self-regulation. Research consistently shows significant reductions in core ADHD symptoms with stimulant treatment (Faraone et al., 2021), although side effects such as reduced appetite, sleep problems, increased heart rate and raised blood pressure require regular monitoring.
For people who cannot tolerate stimulants or gain limited benefit from them, non-stimulant options such as atomoxetine or guanfacine may be used. These medicines usually act more slowly but can be helpful for those with anxiety disorders, tic disorders or concerns about stimulant misuse (Cortese et al., 2021). Medication should always follow a full assessment and be reviewed regularly to check effectiveness, side effects and ongoing need.
Psychological interventions are also central to ADHD management. Cognitive Behavioural Therapy (CBT) can help adolescents and adults improve organisation, emotional regulation, time management and problem-solving (Young et al., 2021). It can also support people in challenging negative thinking linked to repeated academic or workplace difficulties. For younger children, parent-training programmes help caregivers use behavioural strategies such as positive reinforcement, consistent routines and clear communication.
Educational support is another important part of rehabilitation. Children with ADHD often benefit from classroom adjustments such as structured learning environments, fewer distractions, extra time in examinations and behavioural support plans. Collaboration between healthcare professionals, teachers and families helps ensure that strategies are applied consistently across settings, improving educational outcomes (NICE, 2025).
Adults with ADHD may need workplace adjustments to support occupational functioning. These can include flexible scheduling, written instructions, reduced distractions and digital organisational tools. Occupational therapists can help individuals develop coping strategies, build routines and strengthen independent living skills. Such support promotes sustained employment and community participation, rather than focusing only on symptom reduction.
Rehabilitation should also consider physical health, relationships and emotional wellbeing. Regular exercise is linked to modest improvements in attention, executive functioning and emotional regulation, although it should support rather than replace evidence-based treatment (Cortese et al., 2021). Peer support, psychoeducation and family interventions can reduce stigma, improve understanding and encourage active involvement in treatment decisions. Best practice therefore involves a multidisciplinary team, including psychiatrists, psychologists, nurses, occupational therapists, educators and social workers.

Current Debates and Emerging Issues
Despite major progress in understanding ADHD, several debates continue to shape clinical practice and public opinion. A key concern is overdiagnosis. Greater awareness has increased referrals and diagnoses, especially in high-income countries. Some researchers argue that normal childhood behaviours may sometimes be mislabelled as ADHD, leading to unnecessary medication (Kazda et al., 2021). Others stress that ADHD remains underdiagnosed in females, adults and minority ethnic communities because symptoms may present differently or be missed by professionals (Young et al., 2021). Current evidence suggests that both overdiagnosis and underdiagnosis can occur, depending on clinical practice, healthcare access and cultural attitudes.
Long-term medication use is another area of debate. Stimulants are highly effective in reducing core symptoms, but questions remain about their effects on growth, cardiovascular health and long-term functioning. Recent evidence suggests that benefits usually outweigh risks when treatment is carefully monitored. However, clinicians should review effectiveness regularly and involve patients in shared decision-making (NICE, 2025).
Recognition of adult ADHD is a major development in mental health care. In the past, many adults were not diagnosed because ADHD was viewed mainly as a childhood disorder. Evidence now shows that symptoms often continue into adulthood and can affect employment, relationships and mental health (Faraone et al., 2021). This has increased demand for adult diagnostic services, placing pressure on systems with long waiting lists and limited specialist resources.
Digital technology offers both opportunities and risks. Telepsychiatry can improve access to assessment and follow-up care, especially for people in remote areas. Mobile apps, electronic reminders and digital organisational tools may also support self-management and treatment adherence. However, concerns remain about the quality of online ADHD assessments and the risk of inaccurate diagnosis when a full clinical evaluation is not completed (WHO, 2024).
Research in genetics, neuroscience and artificial intelligence continues to deepen understanding of ADHD. Genetic studies have identified many associated risk variants, but no biological marker is accurate enough for diagnosis. Neuroimaging also shows differences in brain development among people with ADHD, but individual variation limits its use in routine clinical practice (Faraone et al., 2021). Future advances may support more personalised treatment, but they should complement, not replace, clinical assessment.

Recommendations
Several measures could strengthen ADHD diagnosis and management. Healthcare professionals should receive regular training on ICD-11 criteria to reduce diagnostic variation and improve recognition across age groups and cultural contexts. Increased awareness of gender differences in symptom presentation is especially important for reducing underdiagnosis in girls and women.
Multidisciplinary assessment should remain the standard of care. Diagnosis should draw on developmental history, clinical interviews, collateral information and validated tools, rather than relying only on symptom questionnaires. This integrated approach is particularly important when individuals present with multiple mental health conditions.
Treatment should be person-centred and combine medication, psychological interventions, educational support and rehabilitation according to individual need. Shared decision-making should guide care planning so that patients and families understand the benefits and possible risks of each intervention.
Policymakers should invest in specialist ADHD services to shorten waiting times and improve continuity of care, particularly during the transition from child to adult services. Earlier diagnosis and intervention can improve educational achievement, employment outcomes and psychological wellbeing.
Future research should continue to examine personalised medicine, digital interventions and ways to reduce inequalities in ADHD diagnosis and treatment. Stronger international collaboration would expand the evidence base and support ongoing refinement of ICD-11 guidance.

Conclusion
Attention-Deficit/Hyperactivity Disorder is a complex neurodevelopmental disorder that can affect individuals from childhood into adulthood, influencing education, employment, relationships, emotional wellbeing and daily functioning. The ICD-11 classification provides a modern diagnostic framework that reflects current scientific understanding and recognises the varied ways ADHD may present across different ages and contexts. By identifying inattentive, hyperactive-impulsive and combined presentations, ICD-11 supports a more flexible approach to diagnosis. However, accurate identification still depends on comprehensive assessment, as symptom overlap with anxiety, depression, autism spectrum disorder, trauma-related conditions and other mental disorders can create substantial clinical challenges. High rates of comorbidity further underline the need for careful clinical judgement and multidisciplinary input.
Current evidence supports a multimodal and person-centred approach to ADHD management. Medication, particularly stimulant treatment, remains highly effective for reducing core symptoms, but it should be used alongside psychological therapies, educational support, workplace adjustments and rehabilitation strategies where appropriate. This broader approach recognises that ADHD affects more than attention and behaviour; it also influences self-esteem, social participation, academic achievement and occupational stability. Optimal outcomes are therefore most likely when care is coordinated by multidisciplinary teams and shaped through shared decision-making with patients, families, schools and employers. Ongoing review is also essential to monitor treatment effectiveness, side effects, changing needs and long-term progress.
The continuing debates around ADHD demonstrate the importance of balanced, evidence-based practice. Concerns about overdiagnosis, underdiagnosis, long-term medication use and the growth of digital assessment services show that diagnosis and treatment must remain both accessible and clinically rigorous. Improving professional education, expanding specialist ADHD services and reducing inequalities in assessment and care would help ensure that support reaches those most likely to benefit. Future research into personalised medicine, digital interventions and lifespan outcomes will further strengthen practice. Overall, continued refinement of evidence-based approaches will enable people with ADHD to receive timely, effective and compassionate care that supports long-term functioning, inclusion and quality of life.
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