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1. Executive Overview

Part 2 of the NHS ADHD Taskforce report (published 06 November 2025) translates the
2025 Taskforce's earlier strategic vision from part 1 into an /implementation blueprint.

It recognises ADHD as a public-health, social-justice, and productivity challenge, not
merely a psychiatric diagnosis.

Its focus is pragmatic: create early-years and school pathways, expand workforce skills,
digitise ADHD care, and embed equality and quality assurance across the system.

Where Part 1described why ADHD reform is urgent, Part 2 details howit can be achieved.

2. Conceptual and Policy Strengths

2.1. Systems and Prevention Paradigm

The report re-positions ADHD within a life-course, ecological framework.

It links early childhood stressors, education, employment, and justice outcomes —a move
that aligns with WHQO's “whole-of-society” mental-health strategy and with UK
“Core20PLUSS” inclusion policy.

This reframing has both intellectual and fiscal value: it connects ADHD prevention to
mainstream determinants of health (poverty, exclusion, inequity).

2.2. Co-Production and Neurodiversity Inclusion

Part 2 insists that people with ADHD and carers be active co-designers of reform.
That stance aligns with disability-rights and participatory-health models, signalling a move
away from paternalistic psychiatry toward co-produced, citizen-centred policy.

3. Evidence Base and Methodology

The Taskforce draws on NICE guidance, UK longitudinal research, and international
models (notably Canada’s Integrated Youth Services).

While the evidence is descriptive rather than formally meta-analysed, it is academically
credible and consistent with contemporary health-services literature.

Limitations remain:

e cost-effectiveness is assumed, not quantified;
e international comparators differ structurally;
e empirical evaluation frameworks are deferred to NIHR research.

Nevertheless, the document achieves an effective balance between scientific authority
and policy pragmatism.



4. Implementation Framework

4.1. Early Years

Embedding ADHD-adapted parenting programmes within Best Start Family Hubs revives
the proven Sure Start model.

Evidence from IFS evaluations shows long-term cost-benefit ratios > 1:3 for disadvantaged
families — a strong economic precedent.

4.2. Education

Integration of Mental Health Support Teams (MHSTs) and Partnerships for Inclusion of
Neurodiversity in Schools (PINS) is a logical expansion of existing structures.

The “whole-school” approach advances both equity and prevention, addressing ADHD
stigma and exclusion.

4.3. Adolescence — Adulthood

Creating Integrated Youth Services / Youth Wellness Hubs is the report’'s most
transformative idea.

It merges mental-health, neurodevelopmental, and social support under one roof,
reducing duplication and improving continuity.

Canadian cost data suggest savings through reduced emergency and secondary-care
use — plausible within English ICS frameworks.

4.4. Workforce and Task-Shifting

Expanding competencies among nurses, psychologists, pharmacists, and GPs follows
WHO and NHS precedent in chronic-disease management.

The critical next step is defining “appropriately qualified ADHD professional”— an urgent
NICE / NHSE / regulator collaboration.

4.5. Digitisation

Proposals for an ADHD passport within the NHS App could eliminate repeated
assessments and prescriptions fragmentation.

It fits the NHS digital strategy and carries modest marginal costs if integrated with existing
infrastructure.

4.6. Quality Assurance and Regulation

The call for national commissioning and audit standards responds to real variation and
public mistrust around ADHD assessments.

Mandatory data collection, outcome benchmarking, and transparent regulation would
enhance credibility and equity.



4.7. Equality and Inclusion

By identifying ADHD over-representation in marginalised and justice-involved populations,
the report embeds the Equality Act 2010 public-sector duty into service design.
It thus marries neurodiversity advocacy with mainstream public-health equity goals.

5. Fiscal Appraisal: What It Would Cost

Based on NHS programme analogues and available benchmarks:

Component Annual / One- Indicative Range
off
ADHD—.adapted Family Hubs & Annual £95_£75m
parenting
IMHST &PINS expansion lAnnual l£80-£120 m
‘Integrated Youth Hubs (ICS-scale) HAnnual H£34—£1OO m
‘V\/orkforce training & task-shifting HAnnual H£90—£180 m
- - ' —£1
Digital integration & ADHD passport One-off + £10-£25mbuild + £5-£10m/yr
annual run

‘QA &regulation HAnnual H£5—£1O m
Backlog reduction (200k One-off £120-£200 m
assessments)

QApprox. total:

£240-£575 million per year, plus £130-£225 million one-off over 1-2 years.

Funding context

e NHS mental-health spend 2025/26 = £15.6 billion.
e ADHD reform = ~1.5-3.5 % of that envelope or ~0.2 % of total NHS England spend.
e Economically defensible under an /nvest-to-savemodel, given ADHD’s £17 billion

annual cost of inaction.

Feasibility

e Achievable through phased roll-out over 3-5 years.
e Requiresjoint budgets (DfE, DHSC, DWP, MoJ) and robust outcome metrics (wait
times, exclusions, NEET, crisis attendances).




e Financially realistic if efficiency gains and displacement of duplicated spend are

captured.

6. Achievability and Risk

‘ Dimension

Prospects

Risks / Mitigation

Political / Policy

Fits 10-Year Health Plan, NHS Long
Term Workforce Plan, and cross-

Risk of “initiative fatigue” —
require central ADHD

Alignment departmental neurodiversit
9 b Y Programme Board.
agenda.
. : . Workf; h iti
Operational Builds on existing hubs, MHSTs, and|| . orkforce s ortages - mmgate
. . via modular training & supervised
Capacity primary-care reforms.

task-shifting.

Financial Realism

Sub-19% of NHS budget; spreadable
and co-fundable.

Budget pressures from other
mental-health priorities — needs
ring-fencing.

Evaluation &
Accountability

Strong call for built-in data
collection.

No explicit KPI framework —
develop NIHR-linked evaluation
protocol.

Digital Delivery

Leverages NHS App investment.

Data-governance &
interoperability challenges —
require clear ethics and consent
standards.

7.Scholarly Appraisal

e Conceptual originality: High — it integrates clinical, educational, and socio-
economic dimensions of ADHD.

e Empirical depth: Moderate — adequate for policy guidance, but future research
must test cost-effectiveness empirically.

e Governance clarity: Moderate — requires an inter-departmental delivery board.

e Equity orientation: Strong — explicitly targets marginalised groups.

e Economic realism: Solid under phased, co-funded implementation.




8. Overall Judgement

Part 2 is one of the most progressive ADHD policy documents yet produced in the UK.

It is not utopian: its proposals are scalable, its fiscal footprint manageable, and its logic
aligned with broader NHS transformation priorities.

If implemented with discipline — phased funding, shared accountability, and embedded
evaluation — the programme is both achievable and worth the investment.

9. Conclusion

The ADHD Taskforce's Part 2 report offers an integrated, affordable, and ethically sound
plan for turning chronic neglect into national opportunity.

Its combination of early-years prevention, inclusive schooling, digital connectivity, and
workforce modernisation could realistically transform ADHD care within five years.

While it demands cross-government resolve and robust governance, the economic,
clinical, and social returns justify the spend many times over. In short— the proposals are
achievable, and the NHS and its partners can afford not to ignore it far less than they can
afford to fund it.

Post-Publication Outlook: What Happens Next and What
Could Stand in the Way

Now that Part 2 of the Independent ADHD Taskforce Reporthas been published
(November 2025), the next phase moves from recommendation to delivery.

The report’'s ambitions are realistic and affordable, but only if early administrative and
financial steps occur without delay.

Next Steps

1.  Government response (within 6 months) -
NHS England and DHSC must publish a joint reply stating which recoommendations
will be adopted, funded, or deferred.
This response willanchor ADHD within the forthcoming 70-Year Health Planand the
Long Term Workforce Plan.

2. Create animplementation programme -
Establish a national ADHD Transformation Board, mirrored in every Integrated
Care System (ICS) through local ADHD leads, service mapping, and delivery plans
for2026-27.



3. Secure dedicated funding -
Build a multi-year transformation fund (= £250-£575 million per year, plus one-off
start-up costs) into the 2026 Spending Review, jointly financed by DHSC, DfE and
DWP.

4. Define quality and workforce standards -
NICE, the Royal Colleges and regulators must clarify what constitutes an
‘appropriately qualified ADHD professional”and publish national commmissioning
and audit standards.

5. Launch pilots and evaluation -
Early adopter areas should test ADHD-adapted Family Hubs, Integrated Youth
Services, and the digital ADHD passport within 12-18 months, with NIHR-funded
evaluation embedded from the outset.

6. Coordinate across departments -
A cross-government ADHD Delivery Group, chaired by a minister, should align
health, education, employment and justice reforms to prevent policy drift.

What Could Stall Progress

e Fragmented accountability - without a single lead department, responsibility may
diffuse.

e Fiscal retrenchment — an austere spending review could absorb earmarked funds.

e Workforce shortages - especially in psychiatry and educational psychology.

o Digital fragmentation - inconsistent NHS IT readiness could delay data
integration.

e Inequality creep - faster rollout in affluent areas risks widening existing gaps.

e Policy fatigue or political change - ministerial turnover could demote ADHD on
the agenda.

o Diagnostic inflation backlash - rising referrals might trigger sceptical media
coverage unless communications stress prevention and cost-saving benefits.

Bottom Line

If these administrative and fiscal steps proceed on schedule, the Taskforce’s reforms
are realistically deliverable within five years.

They would create a joined-up, digitally enabled, and equitable system for ADHD support
from early childhood through adulthood.

The chief danger is not cost but loss of momentum—policy drift after the initial publicity
fades. Sustained leadership, ring-fenced investment, and transparent evaluation are the
safeguards against that outcome.
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