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Incidence and prevalence of drug-treated
attention deficit disorder among boys in
the UK
Hershel Jick, James A Kaye and Corri Black

Introduction

ATTENTION deficit disorder (ADD), also often referred
to as attention-deficit/hyperactivity disorder (ADHD)1 is

a developmental behaviour condition characterised by
inappropriate hyperactivity, impulsiveness and inattention.1-5

Cosgrove, in 1997, pointed out that in clear contrast to North
America, ‘research on ADHD and its treatment has been
largely ignored by British academic child psychiatry.’5 The
diagnosis is made on a clinical basis, often together with a
variety of standardised behaviour-screening tests.3 Hundreds
of articles related to ADD have appeared over the past
decades, primarily in psychiatric journals published in North
America.3 In the United States (US), patients with ADD have
been treated with psychostimulant drugs, particularly
methylphenidate and dexamphetamine, for over 50 years.2

Reported prevalences of ADD in the US have varied from
4% to 26%,3 depending on the population studied and cri-
teria for diagnosis. Until recently ADD has received less
attention in the United Kingdom (UK), although a compre-
hensive review of the subject was published recently by
Thapar and Thapar.6 Indeed, treatment with psychostimu-
lants, particularly methylphenidate, was rare in the UK until
the mid-1990s.7

ADD has a number of characteristics that are similar to
those of autism, a condition which has been diagnosed with
increasing frequency in the last decade in the UK8 and in
other countries.9,10 Both conditions reflect behavioural disor-
ders and occur primarily in boys. Both also appear to have
some genetic component, but the causes of the conditions
are essentially unknown.3 On the other hand, the behavioural
manifestations of the two conditions are entirely dissimilar
and there is specific drug treatment for ADD, but not for
autism. Also, whereas the age of onset for symptoms lead-
ing to a diagnosis of autism reaches its peak at between the
ages of 2–4 years,8-10 the diagnosis of ADD tends to be
made from 5 years and reaches a peak in children aged
8–10 years.3

The criteria for diagnosis of ADD are controversial and not
well defined.6 Many comorbid conditions; for example,
depression, anxiety, and learning disabilities, have been
associated with this condition.3 It is not the intent of this
paper to address the comorbidity issues, but primarily to
provide estimates of incidence and prevalence of treated
ADD in the UK for the years 1996–2001. The study was
based on the UK general practice research database
(GPRD). The completeness and accuracy of the GPRD,
which is closely reflective of the population of the UK, has
been repeatedly demonstrated in areas including that for the
estimation of incidence rates of illnesses.8,11-13
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SUMMARY
Background: Drug treatment for attention deficit disorder (ADD)
was rare in the United Kingdom (UK) until in the mid-1990s. This
contrasts with North America, where such treatment has been used
to treat ADD for many decades. Since no quantitative data on the
incidence and prevalence of drug-treated ADD are available in the
UK, we used the general practice research database (GPRD) to
obtain such information.
Aims: To provide estimates of incidence and prevalence of treated
ADD in the UK for the years 1996–2001.
Design of study: Follow-up study of boys aged 5–14 years. 
Setting: Data from UK general practices. 
Methods: From the GPRD, we identified all boys aged 5–14 years
who were prescribed methylphenidate for ADD. Based on the
population in that age and sex category, we estimated incidence
rates and the prevalence for treated ADD for the years 1996–2001.
Results: The incidence of first-time diagnosis of treated ADD
increased among boys from the age of 5 years to reach a peak in
boys aged 9–10 years, after which the incidence rate decreased. No
material change in incidence was noted during the years
1996–2001. The prevalence of treated ADD was estimated to be 5.3
per 1000 boys in 1999.
Conclusion: Drug treatment for ADD for boys treated for this
disorder in the UK is substantially lower than the proportion of
boys treated in North America.
Keywords: attention deficit disorder; attention deficit and
disruptive behaviour disorders; incidence; management; prevalence. 



Methods
The initial diagnostic coding system (OXMIS), used by the
GPRD until recent years, does not contain a specific code
for ADD. However, the READ coding system, introduced into
many GPRD practices in the mid-1990s, does contain specific
codes for ADD (E2E0.00, E2E0100, E2E..00). The current
study was restricted to practices that had switched to using
the READ coding system. We reviewed the patients with a
diagnostic code indicative of ADD and included only those
who had at least 12 months of recorded history prior to the
diagnosis. A review of children with first-time diagnosis of
ADD revealed that about 90% were boys and about 80%
with this diagnosis were treated with methylphenidate
and/or dexamphetamine, starting in mid-1995. Given the
uncertainty and varied symptoms that relate to this diagnosis,
we chose to include only boys aged 5–14 years who were
treated with psychostimulant drugs as ‘cases’ of ADD. 

Incidence rates were calculated for the years 1996–2001.
(Fewer than 5 boys per year were treated with psychostim-
ulants prior to 1995.) Person-time in years was estimated
as the number of boys of the relevant age who were pre-
sent in the practice for at least 12 months prior to July of
the year of diagnosis. The prevalence was calculated as
the number of users of methylphenidate divided by the
number of boys included in the study registered in partici-
pating practices in 1999. 

Results
The study encompassed 457 boys aged 5–14 years, treat-
ed with methylphenidate and/or dexamphetamine, and
considered to have ADD. The age distribution of the cases
is provided in Table 1, together with age-specific estimated
incidence rates. The peak incidence was in 9- to 10-year-
olds. The distribution of diagnosed incident cases by 
calendar time (1996–2001) is provided in Table 2. There is
little evidence that there has been an important change over
the years of study. The prevalence of treated ADD was 
estimated to be 5.3 per 1000 boys in 1999. 

In all of the cases patients received treatment with
methylphenidate, by definition. There were 24 cases (5%) in
which patients also received dexamphetamine, all of whom
had prior prescriptions for methylphenidate. 

Among the cases, 89% received continuous treatment for
more than 6 months. No serious acute adverse effects were
noted on the computer record. 

Discussion
The epidemiology of the clinical syndrome commonly
referred to as ADD, is strikingly different in the UK compared
with the epidemiology in North America, as judged from its
treatment. While treatment with stimulant drugs started to
increase from a very low level in the mid-90s in the UK, drug
treatment in the US has been common for many decades. 

The prevalence of drug-treated ADD in 1999 in the UK,
based on our data, was estimated to be 5.3 per 1000 boys
in the age group studied. By contrast, data available to us
from a health maintenance organisation on the west coast of
the US shows that the prevalence (as defined in the current
study) of drug-treated ADD in boys 5–14 years of age treat-
ed with methylphenidate in 1995 was 93 per 1000 (unpub-
lished data), similar to that previously provided by Guevara
and Stein,4 and Cox et al.14 It is apparent from the inform-
ation presented here that the diagnosis and drug treatment
of ADD is far less common in the UK. The explanation for this
major difference among countries was not evident from the
available data.

The current study provides indirect evidence to suggest
that treatment of ADD with psychostimulants in the UK is eff-
icacious and safe in a substantial proportion of boys with
ADD since these treatments were continued for at least
6 months in almost 90% of cases. Further studies will hope-
fully provide additional knowledge concerning the criteria for
diagnosis and treatment of this disorder in the UK. 

It is noteworthy that the incidence of treated ADD over the
past 7 years has been relatively stable at a time when the
incidence of diagnosed autism has been rising dramatically.7

Thus, the increased incidence of autism cannot be attrib-
uted to a general increase in the diagnosis of childhood
behavioural disorders per se, although changing criteria for
the diagnosis of autism, in particular, cannot be ruled out.
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HOW THIS FITS IN

What do we know?
Little prior information has been 
published on the incidence of attention deficit 
disorder (ADD) in the United Kingdom. 

What does this paper add?
We have reviewed information present in the general practice
research database to measure the incidence of drug-treated
ADD from 1996–2001. The results provide the age distribution
of cases and the incidence during these years.

Table 1. Incidence (IR) of treated attention deficit disorder by age
for males aged 5–14 years (1996–2001).

Age Number of IR x 10-3

(years) cases Person-years (95% CI)

5–6 71 72282 1.0 (0.8 to 1.2)
7–8 113 72995 1.5 (1.3 to 1.9)
9–10 119 67089 1.8 (1.5 to 2.1)
11–12 95 62385 1.5 (1.2 to 1.9)
13–14 59 60187 1.0 (0.7 to 1.3)

Table 2. Incidence (IR) of treated attention deficit disorder by 
calendar year for males aged 5–14 years.

Number of IR x 10-3

Year cases Person-years (95% CI)

1996 82 70181 1.2 (0.9 to 1.5)
1997 97 69419 1.4 (1.1 to 1.7)
1998 89 67722 1.3 (1.1 to 1.6)
1999 103 63486 1.6 (1.3 to 2.0)
2000a 72 53130 1.4 (1.1 to 1.7)
2001a 14 11000 1.3 (0.7 to 2.1)

aA number of practices were updated only through 1999.
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