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4. Findings and Discussion
4.1 Introduction to the Chapter 
This chapter explores the key findings derived from a comprehensive thematic analysis of peer-reviewed literature addressing the efficacy of multimodal approaches to ADHD treatment in children aged 4–12 in the UK. Using Braun and Clarke’s six-step framework, the analysis draws upon current debates, themes, and tensions within the literature to critically examine patterns of treatment effectiveness, equity, and integration. A total of three dominant and interrelated themes emerged from the literature review:
1. The dominance of pharmacological interventions and associated critiques,
2. The underutilisation and uneven access to psychological and behavioural therapies, and
3. Structural inequities affecting the equitable implementation of multimodal ADHD care.
This chapter adopts a critical perspective, acknowledging both the strengths and limitations of current ADHD treatment pathways. It examines the socio-medical discourses surrounding ADHD diagnosis and treatment, particularly within the UK’s public health and educational frameworks. Each theme is presented with supporting evidence, theoretical context, and critical engagement with the literature, in line with the developmental psychopathology framework. The chapter concludes by linking findings to the broader aim of optimising ADHD management through evidence-based, ethically sound, and contextually sensitive multimodal interventions.
4.2 What is Thematic Analysis?
In qualitative research studies, thematic analysis is a widely used technique, which is a method of defining, writing about, and examining occurrences or themes in a set of data (Braun & Clarke, 2006). This is an appropriate method because it helps to review
a wide and diverse body of secondary information (i.e., peer-reviewed literature) whilst retaining a depth of analysis. Caulfield (2023) considers thematic analysis when seeking to understand the experiences, beliefs/values of individuals, and therefore, through this approach, it becomes relevant in research studies regarding children aged 4-12 in the UK living with ADHD.
In this dissertation, a six-step process as used by Braun & Clarke was used:
(1) Familiarisation with data; (2) generation of initial codes; (3) searching for themes; (4) reviewing themes; (5) definition of themes, and (6) production of this report. These stages served to facilitate the significant exploration of multimodal ADHD treatment effectiveness, as well as assisted in identifying the trends, contradictions, and implications for UK clinical practice and educational practice, especially as it regards the treatment outcome, quality, and access for UK children (4-12) living with ADHD.
4.3 Theme 1: Medicalisation and the Dominance of Pharmacological Treatment 
Overview and background
Pharmacological intervention or the use of medications is the most common strategy used to treat Attention Deficit Hyperactivity Disorder (ADHD) in the UK, especially amongst children aged 4-12. According to data provided by NICE (2018) and NHS Digital (2022), stimulant drugs and especially methylphenidate are commonly prescribed due to their fast effects on core symptoms, such as hyperactivity, impulsivity, and inattention. NICE considers medication as first-line especially where there are moderate to severe cases and symptoms are definite enough to affect everyday life. Nevertheless, this persistence of pharmacotherapy has also caused much criticism among educators, psychologists, and even researchers who claim that these strategies represent a measured, medicalised view of ADHD that runs the risk of marginalising wider developmental, social, and ethical thought.
Effectiveness and Limitations of Medication
The positive effects of short-term use of stimulant drugs are well evidenced empirically in children with ADHD. To give an example, Daley et al, (2014) and Cortese et al. (2018) discovered that behavioural control and academic focus become better in structured settings, such as classrooms. Sonuga-Barke et al, (2013) also established that drugs such as methylphenidate improve the performance of attention and minimise disruptive behaviour.
Nonetheless, there is little evidence regarding the long-term effectiveness. In a Cochrane systematic review of 185 trials, Storeb (2015) concluded that medication may be able to reduce core symptoms in the short term, but the evidence that it leads to functional improvements over the long term is weak and likely to be based on isolated studies of low quality. Most trials do not specify any long-term follow-ups making it difficult to claim any long-term efficiency.
On another note, there are the side effects. A child who is on the use of stimulant medications can suffer an appetite compromise, some sleep disruption, heightened anxiety, mood swings, and cardiovascular side effects in extreme circumstances (Murray et al., 2020; NICE, 2018). Some concerns suggest emotional blunting, and the parents report that their medicated children show signs of becoming withdrawn (Abikoff et al., 2013).
Critique of Medicalisation and Institutional Control
Alternative treatments such as those based on the biomedical model of ADHD have been criticised by clinicians and researchers who worry about excessive use of stimulant medications, particularly among younger children. UK-based consultant child psychiatrist, Sami Timimi (2017) puts it, ADHD, as a neurobiological disorder, is a social construct as far as expected education goes. Most of the children diagnosed with ADHD, according to Timimi, are just displaying what are considered normal behaviours in a child that are not conducive to the strict school setting, especially in underfunded institutions that do not support differentiated or trauma-informed instruction.
Expanding upon this, Moncrieff and Timimi (2013) provided a critical review of NICE guidelines on ADHD and found that they and other new guidelines exaggerate the role of medication because of the culture of predominance of psychiatric diagnostic categories. They warn of the fact that a person can be medicalised, thus putting contextual circumstances of poverty, trauma, and exclusion aside. As pointed out by these scholars, numerous children taking medication would do better using family-based or educational interventions to promote their social inclusion and skills development.
Overall, this criticism highlights that the structural issues of the UK education and healthcare systems essentially encourage the practitioner and family to medicate, not because it remains the most effective course of action, but because it is the quickest and most convenient solution to the inflexibility of resources at present (YoungMinds, 2020).
Policy vs Practice Gap
Although the official policies of NICE (2018) and NHS England (2024) recommend the implementation of a multimodal treatment approach to ADHD in children (4-12), which comprises a mixture of behavioural therapies, parent training, and educational support, the practice does not always meet expectations. According to Sayal et al. (2018), more than 60 percent of children/young people with ADHD in the UK are exclusively prescribed drugs as a treatment option, though care should be integrated based on the guidelines. In the NHS Digital (2022) report, it is indicated that the number of ADHD medication prescriptions has risen by 24 percent since 2016, indicating the developing dependency on pharmacological interventions.
This excessive dependence is a sign of more underlying structural issues. Waiting lists and a lack of sufficient professionals and postcode variations in service offerings also often act as a barrier to accessing psychological therapies and behavioural support provided by CAMHS (YoungMinds, 2020). Consequently, the medication becomes the easiest form of treatment, which is not always the most suitable one. This continues to promote a pharmacotherapy service culture, especially in regions with low income, where other services can be unattainable.
Critical Implications and Theoretical Perspectives
The biomedical model of the ADHD issue is well matched with pharmacological dominance as a problem that can be addressed through medication, as the neurochemical imbalance (APA, 2013). This model oversimplifies the aetiology of ADHD and is prone to discredit the existence of a complex interaction between biological, social, and environmental factors that determine the behaviour of a child (Lahey et al., 2021).
The developmental psychopathology model, on the other hand, acknowledges ADHD as a multicausal condition that needs to be addressed holistically. In that sense, the stimulant medication can be deemed suitable in some instances but has to be considered under a broader context of therapeutic, educational, and family support.
Critics like Moncrieff and Timimi (2013), Walker (2021) also advise a neurodiversity-informed approach. This option does not consider ADHD as a deficiency but rather accepts it as a difference in cognitive needs, which can be taken care of by inclusive education and a change in the environment, as opposed to ADHD medication only.
4.4 Theme 2: The Role of Behavioural and Psychological Therapies 
Overview
The Psychological and behavioural therapies as supports to the multimodal treatment model of ADHD in children are supported by NICE (2018). These are parent training, cognitive behavioural therapy (CBT), social skill training, and classroom-based behaviour control. In contrast to pharmacological interventions, which mainly address neurochemical disorders, these interventions address the neurochemical disorders by enhancing the functioning of a child within his/her environment through the development of coping skills, management of emotions, and relations (Daley et al., 2014; Abikoff et al., 2013). Even though they are effective and have been well-supported by policy, these interventions are not accessible to all and evenly and equitably throughout the UK because of systems and financial barriers.
Effectiveness of Behavioural and Psychological Interventions
Parent training and school-based behavioural interventions are also behavioural therapies, which have shown great success in decreasing irritable behaviour, boosting attention, and improving family dynamics (Daley et al., 2014). To give an instance, structured behaviour modification programmes involving positive motivations and methods of building regularity are useful in training children with ADHD to develop self-regulatory and executive functioning skills. These have caused a specific effect on younger children and those who also have co-occurring behavioural disorders (Sonuga-Barke et al., 2013).
Another popular intervention supported is cognitive behavioural therapy (CBT), especially in older children. CBT aims at enabling children to develop a positive way of thinking and changing their behaviours, which have been contributing to the problem of emotional miscommunication and impulsiveness. Abikoff et al. (2013) in a randomised controlled trial found that CBT has a significant outcome in improving organisational functioning and emotional control in children with ADHD, and the effects lasted beyond the period of treatment.
In contrast to medication, these treatments tend to yield more long-term outcomes, particularly when used early and regularly. Moreover, they do not cause physiological side effects of stimulant medications, which makes the treatment more well-rounded and ethical, especially when the family does not want their child to be over-medicalised (Moncrieff and Timimi, 2013; NICE, 2018).
Policy Support and Theoretical Foundations
NICE guidelines directly refer to behavioural and psychological therapies as a component of ADHD multimodal treatment strategy, especially in children below the age of 5 or with less serious symptoms (NICE, 2018). Such interventions coincide with the developmental psychopathology model that appreciates the environmental, family, and cognitive aspects in determining ADHD symptoms (Lahey et al., 2021). They are also adherent to the person-centred care model that facilitates adopting individual needs and conditions to the treatment (McCormack & McCance, 2017).
Most school-based interventions rest on behaviourist theories, especially those concerned with operant conditioning, rewards, and consequences to strengthen wanted behaviour (Skinner, 1953). These kinds of models are commonly combined with Education, Health and Care Plans (EHCPs) that are legal documents used to support children with special educational needs in schools in the UK (DfE, 2015).
It is also based on the well-defined cognitive-behavioural models to which the elements of emotions, thoughts, and behaviours are related in psychological interventions such as CBT. By employing them, the children are advised on ways of dealing with impulsivity, anxiety, and frustration since they are common problems that accompany ADHD and affect the normal functioning of the children (Abikoff et al., 2013)
Access Barriers and Implementation Gaps
Even though there are a sufficient number of policies and supporting evidence, Behavioural/psychological therapies are not always available, especially in the NHS. Due to service limitations, through staff shortages, delay in attendance, many of these interventions are not administered at the point of need. According to Sayal et al. (2018), an excessive total of 60 percent of children with ADHD in the UK receive medication instead of behavioural therapy in the absence of sufficient funding to Child and Adolescent Mental Health Services (CAMHS).
This is aggravated by geographical differences. In rural or economically disadvantaged regions, there is less chance of access for surrounding families to trained behavioural therapists or psychological educational workers. The result of this is a postcode lottery, meaning access to psychological care is more dependent upon geographical location rather than medical necessity (YoungMinds, 2020; NHS Digital, 2022).
Another important obstacle is teacher training. Though the use of behavioural strategies may be generally prescribed in EHCPs, a lot of educators are poorly trained to use them successfully. According to the ADHD Foundation (2023), only 25 percent of the UK teachers receive formal ADHD training, which should be conducted as the disease continues to spread.
Critiques and Ethical Considerations
Although the behavioural and psychological therapies are less controversial when compared to the pharmacological therapies, they are not devoid of criticism. According to some scholars, behavioural interventions, especially those aimed at ensuring compliance, can be used as a reinforcement of conformity instead of a real appreciation of neurodiverse styles of learning (Timimi, 2005). In a neurodiversity-sensitive approach, those measures should be well-crafted to do no harm and not stigmatize or shame the person.
In addition, CBT can be cognitively challenging to a few younger children, particularly those with language or slow processing. This requires the availability and source of adaptation and flexibility in execution, which is not always available in stretched structures of the NHS or schools (Walker, 2021).
However, when these interventions are provided in an ethical and child-centred manner, they not only encourage resilience, self-efficacy and develop emotional development in children. They provide families with a non-invasive, empowered path towards helping children with ADHD, especially in combination with school support and family response.
4.5 Theme 3: Structural Inequities in Access and Implementation
Overview
Regardless of the clear evidence in the form of NICE (2018) issued recommendations that are promoting a multimodal model of the management of children with ADHD, the provision of these services based on a multimodal approach is still uneven and at times severely unequal throughout the United Kingdom. Social-economic status, geography, ethnicity, and other factors affect the access of children to relevant diagnosis, behavioural therapy, psychological support, and inclusive educational services available in the UK in limits by the health and education system in the UK. These differences, in turn, establish a problematic situation that scholars term as a postcode lottery in ADHD care (Sayal et al., 2018). That is, the quality of care provided to children suffers, largely dependent not on their clinical needs but rather on the availability of services in the first place. The theme examines how the systematic barriers in the way prevent fair access to multi-modal ADHD care and the consequences of such occurrences on child growth, family wellbeing, and public policy.
Socioeconomic and Regional Disparities
ADHD care is provided within the UK through NHS Integrated Care Systems (ICSs) and Clinical Commissioning Groups (CCGs), which have different funding and resource allocations (NHS England, 2025). Therefore, children who live in wealthier/urban environments might be able to receive multidisciplinary teams (paediatricians, psychologists, and educational experts), whereas the rural/low-income areas have long waitlists and are without services.
According to NHS Digital (2022), the referral rates of ADHD grew beyond 40 percent in 2022 compared to 2020, creating a backlog with the consequential lag in diagnosis and treatment. The average wait time exceeds a year and a half to even be first assessed by CAMHS, a time scale that can only exacerbate poor performance and sadness in a high-stress stage of development (ADHD UK, 2024). Without access to behavioural support, children in need of both pharmacological and psychological treatment usually get access to medications only (Sayal et al., 2018).
Such delays are not only a barrier to care but also increase the inequalities in educational attainment and mental disorders already present. Children who go to the under-resourced communities have an increased likelihood of being misdiagnosed, medicated but not well monitored, or not having access to the school intervention like the Teaching Assistants or SENCO assistance (DfE, 2015).
Ethnicity, Language, and Cultural Barriers
Children with an ethnic minority background have increased structural inequities. Timimi (2005) and Moncrieff and Timimi (2013) refer to the role of racial bias and cultural misunderstanding in an underdiagnosis or the interpretation of symptoms. Social behaviours that can meet the criteria of ADHD are often perceived in a culturally restricted manner as disrespect or defiance, and therefore trigger a punitive action, instead of guiding.
Also, in most of the minority cultures and communities, mental health is culturally stigmatised, making parents hesitant to seek diagnosis or treatment due to the fear of being labelled or discriminated against (Tawfik et al., 2023). Also, non-English speaking families might experience problems with the comprehension of the diagnosis procedure, treatment opportunities, or access to the EHCP system (DfE, 2015). Such obstacles lead to lower rates of psychological care reception and unreasonably more patients using medication on itself.
ADHD cultural incompetence is also a result of a small number of diverse clinicians. According to the workforce data provided by the NHS, there is a lack of bilingual or culturally trained CAMH practitioners, especially in areas that are ethnically diverse (YoungMinds, 2020). This increases the communication barrier and low trust and destroys collaborative, family-centred treatment planning.
Educational Inequity and Implementation of EHCPs
The chief part that schools can play in the treatment of ADHD is the provision of structure and behavioural interventions, as well as early detection. Nevertheless, the problem of insufficient funding and the shortage of personnel have reduced the ability of schools to address the mental health condition of neurodivergent children comprehensively. Whereas Education, Health and Care Plans (EHCPs) are supposed to be legally binding support, specific to the individual needs, the practice differs widely across schools and local authorities (DfE, 2015).
Other schools do not have trained Special Educational Needs Coordinators (SENCOs), or they are ignorant of the need to use behavioural strategies as suggested by psychologists. Research estimates show that less than 25 percent of mainstream teachers in the UK get ADHD training in schools, even with the increased prevalence of ADHD cases in classrooms (ADHD Foundation, 2023). Unless schools have adequate awareness and backing, they can turn to exclusionary behaviours or lobbying for medical solutions to curb the problematic behaviours, further propagating the medicalisation of ADHD (Timimi, 2005).
Not only does the unequal application of EHCP damage the education of children with ADHD, but it also results in school dismissal, isolation, and poor results. Lower-income/minority families are especially at risk because some of the children in these families may not have the means or the ability to effectively access the EHCP process (Sayal et al., 2018).
Theoretical Perspectives and Policy Implications
Such institutional failure to accommodate cognitive difference, according to a view of neurodiversity, can be seen in these structural barriers. Instead of ADHD being a pathology to be cured, the neurodiversity paradigm evaluates ADHD as naturally normal variations of human functioning with a need to have systems that accommodate individuals with it (Walker, 2021). An ecological insight into ADHD is also reflected in the developmental psychopathology model, with climate elements interacting with neurological predisposition to influence the development (Lahey et al., 2021).
As reflected in public policy documents like the NHS Long Term Plan (2019), the SEND Code of Practice (DfE, 2015) provides a promise of equity in mental health care and schooling of children. However, until proper funding, accountability, and community consultation are in place, these frameworks are but a dream. The key stakeholders, i.e., policymakers, clinicians, schools, and third-sector organizations such as the ADHD Foundation, should cooperate to address long-standing disparities in the system and make multimodal care available to all children, and not only those with privilege or the ability to live near the services.
4.6 Conclusion 
This chapter has critically analysed the use and effectiveness of multimodal ADHD therapy for children (4-12 years) in the UK using thematic analysis of peer-reviewed studies. Three key themes were identified: the prevalence of pharmacological treatment, the underutilisation and access issues regarding the behavioural and psychological therapies, and the structural injustices that prohibit equitable access to full care.
Although stimulant medication has been shown to bring temporary symptom portability, it has attracted moral and developmental implications, especially when applied without concomitant psychosocial care. There is strong evidence of behavioural and psychological interventions used to change long-term outcomes, although they are delivered inconsistently because of system underfunding, the fragmented approach to services, and workforce shortages. Moreover, there is also a problem that children who are disadvantaged, rural, or of ethnic minorities have a major obstacle to diagnosis and care, which hinders the aims of the NHS and policy education in managing equity.
The findings present the divergence between the national policy and actual practice delivery. Nevertheless, multimodal treatment is clinically and ethically sound, but is still unavailable to a very large number of children. Overcoming these stumbling blocks is the key to attaining proper and fully inclusive ADHD care.
The next chapter will outline evidence-based recommendations, which could be directed to enhancing access, integration, and implementation of multimodal treatment of ADHD in the health and education sectors in the UK.
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5. Conclusion and Recommendations
5.1 Chapter Overview
This chapter concludes with a critical reflection of the major themes outlined by the literature and thematic analysis. It sums up the key findings of the study regarding the prevalence of pharmacological treatment, the erratic and insufficient implementation of multimodal approaches to treatment, and the persistent differences in access to fair ADHD treatment. It also provides strong evidence-based recommendations at the levels of UK policy, practice of healthcare, and the education system. Lastly, it presents the limitations of the given research and the directions that suggest how future research on the topic can be undertaken and concludes with a reflective commentary on the way ahead in ADHD care in the UK.
5.2 Summary Key Findings
In Chapter 4, the analysis has shown that the treatment of ADHD in children aged 4-12 in the UK is still rooted in pharmacological methods and, most prominently, the stimulant drugs methylphenidate and lisdexamfetamine. Although the short-term benefits of such medications are rather well-documented (Storeb, 2015; Cortese et al., 2018), their long-term effects on the developmental and functional outcomes are unknown (Sonuga-Barke et al., 2013; Abikoff et al., 2013). This calls into question the sustainability and ethics of medication-oriented care.
Even though the use of multimodal treatment, in which behavioural therapy, training of parents, and educational support are required, is explicitly recommended by the National Institute for Health and Care Excellence (NICE, 2018), these interventions are not applied consistently throughout the NHS Trusts (Sayal et al., 2018; NHS Digital, 2023). Statistics show that medication can stand alone as this can be achieved due to expansive waiting lists, the scarcity of CAMHS provision, and schools under pressure (England, 2025).
Moreover, there are severe structural injustices. Still, low-income or ethnically minoritised children are more vulnerable to a late diagnosis and medication as the first and occasionally the only treatment option (Ford et al., 2007; Timimi, 2017). Such inequalities depict larger problems of access to healthcare, such as different availability by geography, cultural discrimination, and inadequate funding of mental health services.
The references to the biomedical and psychosocial models of ADHD as ideologically conflicting were noted in the literature as well. According to the arguments provided by scholars like Timimi (2017) and Moncrieff & Timimi (2013), ADHD is over-medicalised in the UK, where the differences in the behaviour and emotion of children are viewed as disorders instead of particular neurodiversity symptoms. There is a danger to this medicalisation of isolating holistic and strengths-based approaches that serve to meet the broader needs of children.
5.3 Recommendations
Remodel ADHD Care back to Multimodal Care
The realignment of clinical and educational practice with NICE (2018) recommendations on the multimodal treatment urgently needs to be achieved. Pharmacological interventions must be part of a larger, more comprehensive and holistic care model which comprises psychoeducation, behavioural interventions, and family-centred therapies. According to Daley et al. (2014) and Sonuga-Barke et al. (2013), behavioural interventions hold a lot of importance in enhancing parenting capacity, redirecting classroom performance, and promoting emotional control in children the ADHD type of children.
Recommendations:
· Introduce ADHD care groups into CAMHS with the paediatricians, psychologists, educators, and social workers inside.
· Invest in evidence-based training of behavioural and parental interventions to the front professionals.
· Include non-pharmacological services in the default package of ADHD care pathways.


Minimise Structural Rigidness to Medication
Though medication forms part of treatment, its hegemony needs to be stamped out by strict review policies and suggestions of non-medication options. Long-term prescribing in which there is no routine multidisciplinary review is not only unethical but also evidence-free. Lahey et al. (2021) and Storeb (2015) warn of the dangers of the reductionist neurochemical understanding and emphasise the necessity of biopsychosocial modelling.
Recommendations:
· Implement annual reviews of ADHD drugs in all NHS Trusts and an obligation to review non-pharmacological integration.
· Bring about legislative requirements to obtain psychological or behavioural assistance before initiating medication or extending it.
· Create decision-making aids to GPs and paediatricians that would promote collaborative planning with families.
Reduce ADHD Diagnosis and Access Inequities
Unresolved inequalities in ADHD-related diagnosis and treatment can be ascribed to wider social determinants of health, race, income, and parental education. NHS needs to introduce equity-based policies in ADHD service design. Ford et al. (2007) and YoungMinds (2020) determine that children representing marginalised groups are under-recognised or incorrectly diagnosed, which leads to the provision of substandard care.
Recommendations:
· Call upon the ADHD assessment services to ensure ethnicity, income, and locality are collected and reported on in a disaggregated manner.
· Involve families that are minoritised in building culturally safe care systems.
· Carry out campaigns to promote early awareness of ADHD among poor communities.
Enhance Workforce Capacity and Cross-Sector Collaboration
A significant constraint to multimodal delivery is the workforce deficit. The tools and knowledge that will enable teachers, general practitioners, and allied health professionals to help children with ADHD comprehensively should be made available to them. England (2025) observes a shortage of staff as the major inhibitor of ADHD service provision. McCormack & McCance (2016) emphasise the importance of interdisciplinary and person-centred procedures.
Recommendations:
· Provide financing for neurodevelopmental condition professional development.
· Develop CPD modules with an emphasis on ADHD and including topics on neurodiversity and trauma, and inclusive classroom management.
· Facilitate multi-agency hubs (health, education, social care) to better coordinate the services.
Invest in Early Intervention and Preventive Infrastructure
Early detection of the symptoms of ADHD depends on the possibility of school withdrawal, academic failure, and the development of mental health issues in the future. Preventive models based on early years provisions are needed. The study by Sayal et al. (2018) discovered that early intervention reduces medication dependency greatly and enhances behavioural outcomes which are beneficial for children in the UK living with ADHD.
Recommendations:
· Ensure that every child in early years education receives universal screening for attention and self-regulation problems.
· Give interventions before formal diagnostic procedures in schools have started.
· Include ADHD learning in community-level parenting programs.
5.4 Limitations of the study
Being a secondary research dissertation, the research used only peer-reviewed literature. It did not involve first-hand data of lived experiences of families, children and frontline practitioners, even though themes White (2013) were thoroughly synthesised using the method established by Braun and Clarke (2006).
The variability in the service to meet the needs of ADHD also limits the generalisability of findings in diverse regions of the UK. Besides, a lot of the literature examined is around a decade older than the most recent reforms adopted by NHS England in 2024 - 2025, thus altering the current trend, which remains under implementation.
5.5 Implications for Future Research
There are a number of gaps in the evidence base. There is a need to conduct more studies based in the UK to compare the pattern of development of children treated with multimodal and drug-only interventions, in the form of longitudinal studies. A focus should be placed upon both functional and mental health outcomes regarding long-term outcomes (academic performance, relationships).
Secondly, it is required to do co-produced qualitative studies that include families, teachers, and children, and can support service design. The opinions of the neurodivergent are unrepresented in ADHD policy.
Thirdly, regional implementation reliability and testing of emerging models of care delivery (e.g., digital coaching, social prescription, and community-based parenting intervention) using NICE-compliant multimodal frameworks should be evaluated in future studies.
5.6 Conclusion 
This dissertation has discussed the advantages, constraints, and adoption of multimodal strategies towards ADHD treatment in the UK, and a systematic overuse of medication and gross underuse of psychological and social strategies.
To venture ahead, the services in the UK need to operationalise equity, inclusivity, and interdisciplinarity in ADHD care. Medication can be best used as an aid, and not as a solution in itself. Based on evidence obtained through a thorough review through peer-reviewed literature surrounding ADHD, children need complex and individual considerations and interventions that embrace neurodiversity and embolden development.
The suggestions made in this chapter are not idealistic and unrealistic. They reflect an evidence-based, ethically required, sound, and best practice roadmap. When implemented, they may help make the ADHD care a system which allows not just treating the symptoms of the condition but also developing the potential of children aged 4-12 in the UK living with ADHD
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