[bookmark: _Toc216368513]Introduction
Attention-Deficit/Hyperactivity Disorder (ADHD) is recognised as a major neurodevelopmental condition affecting people of all ages. It is generally described as involving ongoing difficulties with attention, impulse control, and activity levels that interfere with everyday life (NICE, 2025). Within the UK, understanding and recognition of ADHD have increased steadily in recent years. This has led to a noticeable growth in the number of referrals to NHS services and a wider discussion about assessment quality, waiting times, and the experience of those seeking diagnosis (Martin et al., 2025). Although ADHD is often identified in childhood, many people in the UK are not diagnosed until adolescence or adulthood, often due to historical misconceptions that ADHD only affects children, especially boys (Ansell and Afbpss, 2024).
The impact of ADHD can extend into education, employment, relationships, mental health, and general wellbeing. UK research highlights links between ADHD and higher risks of exclusion from school, challenges with academic progress, and higher rates of anxiety or depression (Faraone et al., 2021). Because of this, early identification and suitable interventions are essential. While the UK’s clinical guidance for treatment and management comes from the National Institute for Health and Care Excellence (NICE), diagnoses within NHS settings now follow the International Classification of Diseases 11th Edition (ICD-11), which offers updated descriptions and criteria for ADHD (WHO, 2022).
This report examines how ADHD is defined and classified in ICD-11, the diagnostic processes used in the UK, and how treatment and rehabilitation approaches are applied. It also explores current debates, including the influence of the neurodiversity movement and issues related to the classification of ADHD. The report finishes with recommendations for improving diagnosis, care, and policy design in the UK.
[bookmark: _Toc216368514]Classification and Diagnosis
a. [bookmark: _Toc216368515]Classification
ICD-11 categorises ADHD within the group “6A05: Attention Deficit Hyperactivity Disorder,” which is included in the broader section “06: Mental, behavioural or neurodevelopmental disorders” (WHO, 2022). In this classification, ADHD is described as a “developmental disorder” involving clear difficulties with attention and/or hyperactivity-impulsivity that are inappropriate for the individual’s developmental stage and cause problems across daily activities. ICD-11 uses the term “disorder,” reflecting the medical model that guides its structure and diagnostic language. This terminology has generated debate, particularly among those who prefer terms such as “condition,” “difference,” or “neurotype,” which they view as less stigmatising (Chapman, 2021).
Three main ADHD presentations are listed in ICD-11:
1. 6A05.0 Predominantly inattentive.
2. 6A05.1 Predominantly hyperactive-impulsive.
3. 6A05.2 Combined presentation.
These presentations are based on consistent behaviour patterns rather than short-term behaviours. ICD-11 differs from ICD-10 by offering clearer descriptions and greater recognition of symptoms in older adolescents and adults.
b. [bookmark: _Toc216368516]Diagnosis
To diagnose ADHD under ICD-11, several criteria must be met:
· Symptoms need to appear during early development.
· Difficulties must last for a sustained period.
· Symptoms should be present in more than one setting such as home, school, or work.
· Functioning must be significantly affected.
· Symptoms cannot be better explained by another neurological, mental, or developmental condition (WHO, 2022).
Inattention may involve disorganisation, difficulty concentrating, forgetfulness, or losing focus easily. Hyperactivity-impulsivity may appear as restlessness, acting without thinking, struggling to remain still, interrupting others, or talking excessively. ICD-11 also acknowledges that symptoms can change with age; for instance, adults often describe internal feelings of restlessness instead of visible hyperactivity (Asherson et al., 2016).
c. [bookmark: _Toc216368517]Diagnosis in UK Healthcare Settings
In the UK, ADHD assessments must be completed by qualified clinicians such as psychiatrists, paediatricians, or specialist nurses following NICE (2025) guidelines. Diagnosis usually involves:
· Interviews with the individual, relatives, and sometimes teachers.
· A developmental history.
· Rating scales completed by the individual and others.
· School or workplace reports.
· Screening for co-occurring conditions such as autism, anxiety, trauma, or learning difficulties.
NICE (2025) clearly states that a diagnosis cannot be made based on rating scales alone, and that a detailed clinical assessment is required.
d. [bookmark: _Toc216368518]Assessment issues in the UK
A major challenge in the UK is long waiting times. Adults in some areas wait several years for an NHS assessment, while children may also face extended delays depending on local demand (Mulraney et al., 2022). These delays contribute to a rise in private assessments, which vary in quality and create financial inequalities.
Research also highlights significant differences in diagnosis across gender and ethnicity. Girls are more likely to show inattentive symptoms, which are quieter and therefore less noticeable, resulting in missed or late diagnoses (Rucklidge, 2010). Children from minority ethnic backgrounds are referred less often for assessment, which may relate to cultural stigma, misinterpretation of behaviour, or teacher bias (Ansell and Afbpss, 2024).
The COVID-19 pandemic expanded the use of remote assessments. These can reduce travel barriers and shorten waiting times, but clinicians warn that relying solely on remote interviews may reduce opportunities for direct behavioural observation. NICE guidance supports remote assessment but stresses that information should come from multiple sources to avoid inaccurate diagnoses (NICE, 2025).
e. [bookmark: _Toc216368519]Language used in Classification
ICD-11 uses the word “disorder,” which aligns with medical terminology. However, educational settings and neurodiversity advocates prefer the word “condition,” stressing that differences in attention or behaviour can be part of natural human variation (Ellis, 2023). These differences in language reflect broader debates about how society should understand ADHD and the importance of respecting how individuals identify.
[bookmark: _Toc216368520]Treatment and Rehabilitation
a. [bookmark: _Toc216368521]Treatment Overview
NICE (2025) advises a combination of medication, psychological support, and environmental adjustments. Treatment varies based on age, level of impairment, and individual preference. The approach is intended to be holistic and ongoing.
b. [bookmark: _Toc216368522]Medication Options
Stimulant medicines such as Methylphenidate and Lisdexamfetamine are the most common treatments. These work by increasing brain chemicals linked to attention and self-regulation (Faraone and Buitelaar, 2009). For individuals who cannot tolerate stimulants, non-stimulant medications such as Atomoxetine or Guanfacine are available.
Evidence consistently shows that medication is effective in reducing ADHD symptoms for many people, often within days or weeks (Cortese, 2020). In the UK, once a specialist initiates medication, GPs may manage prescriptions under shared-care agreements, ensuring ongoing monitoring.
c. [bookmark: _Toc216368523]Psychological and Behavioural Interventions
· NICE recommends a range of non-drug approaches, including:
· Psychoeducation for individuals and families.
· Parenting programmes to support behaviour management in children.
· Cognitive Behavioural Therapy (CBT) to improve emotional regulation and organisational skills.
· Behaviour support strategies in schools or workplaces.
Parent-training programmes have proven to strengthen family relationships and reduce conflict, although they may not always reduce core ADHD symptoms (Daley et al., 2014). For adults, CBT helps with time management, organisation, and managing co-occurring anxiety or low self-esteem (Young et al., 2020).
d. [bookmark: _Toc216368524]Education and Employment Support
The Equality Act (2010) requires schools and employers to make reasonable adjustments for people with ADHD. Examples include:
· Extended time for exams.
· Clear written instructions.
· Quiet or low-distraction workspaces.
· Structured routines.
· Support with planning and organisation.
SEND (Special Educational Needs and Disabilities) policies in schools aim to ensure that pupils with ADHD receive support through individual plans and classroom strategies. However, many schools face funding shortages, leading to variation in support quality (Ellis, 2023).
e. [bookmark: _Toc216368525]Rehabilitation
Although ICD-11 does not outline formal rehabilitation programmes, it highlights the need for ongoing management of attention, behaviour, and social challenges, which may involve:
· Regular follow-ups with ADHD teams.
· ADHD coaching to build executive-function skills.
· Occupational therapy.
· Social care support where families face high stress.
· Coordinated multi-agency support.
ADHD coaching is widely used privately but rarely funded by the NHS, despite many individuals reporting benefits for work, study, and daily routines (Faraone et al., 2021).
f. [bookmark: _Toc216368526]Effectiveness and Limitations
Medication is highly effective for many individuals, but some people experience side effects such as reduced appetite, difficulty sleeping, or emotional changes (Storebø et al., 2023). Others find medication helpful but still need psychological strategies and practical support.
A key limitation across the UK is limited access to psychological therapies. Waiting lists for CBT and parenting courses are long, and in some areas, services do not exist at all (Mulraney et al., 2022). Gaps between child and adult ADHD services also create problems, leaving many young people unsupported during major life transitions (Martin et al., 2025).
[bookmark: _Toc216368527]Current Debates and Emerging Issues
a. [bookmark: _Toc216368528]Debates About Classification
There is ongoing discussion about whether ADHD should be understood as a medical disorder or a natural variation in attention and activity. Some argue that diagnostic thresholds are influenced by social expectations, pressure for academic achievement, and the design of modern classrooms (Timimi, 2018). They suggest that some children may struggle not because of ADHD but because the environment does not match their learning or behavioural style.
Others argue that ADHD is a well-established neurodevelopmental condition with strong scientific evidence. They note that people with untreated ADHD face significant long-term risks, so accurate diagnosis is crucial (Faraone et al., 2021).
b. [bookmark: _Toc216368529]Neurodiversity and Identity
The neurodiversity movement views ADHD as one of many cognitive differences found in the population. This approach highlights strengths such as creativity, curiosity, problem-solving skills, and hyperfocus (Chapman, 2021). In the UK, the neurodiversity movement has influenced educational policy, workplace inclusion programmes, and public discussions about disability.
However, some clinicians worry that emphasising strengths may risk downplaying the real difficulties some people experience, potentially affecting access to support (Asherson et al., 2016). There is ongoing debate about how to balance identity-based and medical approaches in policy and practice.
c. [bookmark: _Toc216368530]Reclassification Debates
Some researchers suggest that ADHD and autism share overlapping traits, particularly in executive functioning and sensory experiences (Shaw et al., 2014). This has raised questions about whether neurodevelopmental conditions should be classified in a more dimensional way rather than separate categories. ICD-11 continues to separate ADHD and autism, but discussions about possible future changes continue.
d. [bookmark: _Toc216368531]Impact of Digital Technology
A growing area of debate concerns whether digital technologies contribute to attention difficulties. Some argue that rapid switching between apps, constant notifications, and fast-paced entertainment reduce children’s ability to sustain focus, leading to ADHD-like behaviours (Hinshaw and Scheffler, 2016). Others argue that technology simply highlights existing attention differences rather than causing them.
e. [bookmark: _Toc216368532]Policy Implications
These debates influence UK policy in several areas:
Schools are encouraged to adopt more inclusive and flexible teaching methods.
Employers are asked to consider neurodiversity in equality and diversity policies.
NHS services face pressure to expand assessment and treatment capacity.
Policymakers must navigate tensions between medical and social models of disability.
Current policy discussions often focus on how to ensure support is accessible, evidence-based, and consistent across regions.
[bookmark: _Toc216368533]Recommendations: 
a. [bookmark: _Toc216368534]Improving Classification and Diagnosis
1. Enhance diagnostic guidance in ICD-11 and NICE: Clearer examples of how ADHD presents in girls, adults, and culturally diverse groups would help reduce inequalities in diagnosis.
2. Introduce a national ADHD assessment pathway: A unified approach across the NHS would reduce large differences in waiting times and assessment practices.
3. Provide mandatory ADHD training for teachers, GPs, and social care staff: Improved awareness would support earlier referral, reduce misunderstandings, and improve experiences for families.
4. Strengthen national data systems: Better collection of ADHD-related data would support planning, workforce development, and resource allocation.
b. [bookmark: _Toc216368535]Improving Treatment and Rehabilitation
1. Increase funding for psychological therapies: Improving access to CBT, ADHD coaching, and parenting support would make treatment more balanced and accessible.
2. Improve school-based support: SEND funding must reflect rising diagnosis rates, and teachers should be provided with specialist training in neurodiversity.
3. Support transitions between child and adult services: A clearer structure would prevent loss of care at a time when individuals often experience significant changes.
4. Strengthen workplace guidance: Clear examples of reasonable adjustments should be promoted nationally to improve employment outcomes.
c. [bookmark: _Toc216368536]Policy and Research Development
1. Integrate medical and neurodiversity-based approaches: Policy should combine recognition of impairment with understanding of strengths and identity.
2. Expand early-intervention programmes: Early support in primary schools may reduce behavioural problems and improve long-term outcomes.
3. Prioritise research into co-occurring conditions: Understanding the overlap between ADHD, autism, and mental health issues could improve service design.
4. Develop national standards for remote assessments: As digital assessments become more common, consistent expectations will help maintain quality.
[bookmark: _Toc216368537]Conclusion
ADHD is a complex neurodevelopmental condition that has gained increasing attention in the recent years. ICD-11 classifies it as a developmental disorder, while UK diagnostic practice follows detailed NICE guidelines requiring holistic assessment. Treatment usually involves a combination of medication, psychological support, and adjustments in education or employment settings.
Although many effective interventions exist, access is unbalanced and inconsistent across regions. Long waiting lists, limited psychological services, and inconsistent school provision create significant barriers to diagnosis and treatment. At the same time, debates around neurodiversity and reclassification continue to influence public understanding, policy development, and service design. Moving forward, a balanced approach that recognises both strengths and difficulties is essential for improving outcomes.
Better diagnostic pathways, more support across the lifespan, and stronger national policies would significantly improve the experience of people with ADHD in the UK. Collaboration between clinicians, educators, policymakers, and neurodivergent advocates remains central to achieving lasting change.

