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I served as Chair of the NHS-E commissioned independent ADHD Taskforce that made recommendations on ADHD in England (reports published in 2025). These recommendations were informed by an independent panel of UK scientific experts (research evidence), consultation with international scientists, those with lived experience and clinician perspectives. There has been no formal response to the recommendations from the Government. Rather some of the work is being repeated for ADHD in a new prevalence review. 
· We recommended that diagnostic siloes need to be broken down given the enormous overlap of ADHD with mental health. Co-occurrence is typical and risk factors are shared. 

· We recommended integration and join up of PINS and school mental health teams who need to be trained in supporting young people with neurodivergence/ADHD as well as mental health challenges. ADHD is a potent route into early-onset common mental health problems (e.g. depression, anxiety), suicide, substance misuse as well as less common ones (e.g. psychosis, bipolar disorder, eating disorders) so separation is unwarranted.

· We recommended that early support should not wait for or require a diagnosis but be based on needs. Diagnosis is needed for clinical decisions (e.g. medication) but not to plan support in other contexts.

· We recommended that there is direct link between schools and ADHD services to enable early consultation and fast tracking the highest concern children and young people with potential severe ADHD given the enormous evidence on the benefits of ADHD medication together with other interventions that  include lowering risks of developing secondary mental health problems, suicide, substance misuse and premature mortality.


· The rollout of Education Mental Health Practitioners and Mental Health Support Teams needs to be completed, and staff will require training in ADHD, neurodivergence and mental health.

· Schools require systems including flexibility around curriculum and learning in place to support the needs of young people. 

· Separating budgets, training and personnel for ADHD /ND and mental health or presumed diagnosis fragments support, is inefficient and can result in potentially lethal delays in accessing prompt support. 

· The ADHD taskforce recommended evaluation of integrated youth services in England for 11/12- to 25-year-olds to break down current barriers around transition from child to adult services and enable continuity of care for the highest risk age group. This front door YP codesigned approach has been shown to be effective (research evidence) across multiple countries and brings together health (physical and mental), education, social care, careers/employment and been shown to provide more rapid support and require less specialist intervention than traditional services that typically are siloed.


· Sure Start showed benefits but evidence on immediate benefits were not apparent. However, by adolescence, effects were observed (mental health, education, lower SEND).  Based on data from Sure Start we recommended that Best Start Family Hubs are rolled out across England but are likely to be more effective if adopting evidence-based parenting support interventions and include expertise in ADHD/ neurodivergence as well as mental health and wellbeing. 

· Young Futures Hubs: we recommend using models that already have been shown to be effective in other countries especially the integrated youth service spanning up to age 25 years. The peak onset of mental health problems is across adolescence and early adult life. These services should cut across ND/ADHD and mental health.


· Are NHS services being delivered in the right physical locations? Join up with school locations and primary care (consultation and rapid access are important).

· What measures are needed to tackle increasing rates of children and young people deteriorating to the point of A&E attendance or acute admission.  One issue is that ADHD wait lists are long and late diagnosis of ADHD and untreated ADHD are known to lead to increased A and E use, self-harm and suicide as well as substance misuse and mental health crises. A stepped care model can help match intensity of intervention to severity.


· Primary care staff need to be trained around child and adolescent mental health as well as ADHD/ND and linked better to community support and specialist services. The ADHD taskforce recommended that for common conditions such as ADHD that is not complex, given how common it is (3-5%), primary care (supported by secondary care) needs to play a bigger role but will require training and remuneration for this. This includes the primary care team and pharmacists and working across Royal Colleges.
 
· What changes would most effectively strengthen referral pathways for children with SEND? We highlight that although diagnosis is needed for clinical decisions, educational needs and support should not require or based on a diagnosis or presumed diagnosis.
· Is there sufficient alignment between the strategies and reviews of the Department of Health and social care and Department for Education?  The ADHD taskforce recommended that planning and budgets for ADHD /ND and mental health across the NHS, education and social care need to be shared across Departments from Government down to local level.
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