
Arecent news article reported that one fifth of educational psy-
chologists surveyed were aware of pre-school children who

were being given medication for hyperactivity, contrary to NICE
guidelines. It was suggested that this practice was increasing and
that it was evidence of child and adolescent mental health and
paediatric teams being short-staffed and “going straight to med-
ication” rather than implementing psychological approaches. 

Given the evidence for persistence of pre-school behaviour
problems into the school years, with significant academic and
social impairment1 early identification of ADHD might be desirable.
In practice most new diagnoses are still made in school age chil-
dren; it can be difficult in the pre-school age group, where being
to some degree active, distractible and impulsive is developmen-
tally normal. It would be useful, however, to identify those with
more significant difficulty and also to separate out those who have
ADHD from other causes of pre-school behaviour problems such
as oppositional defiant disorder. Children who are referred to
CAMHS or paediatric services pre-school are more likely to be
those who stand out markedly from their peers and who have
more severe ADHD symptomatology. 

Current UK guidelines (SIGN, NICE)2,3 do not recommend pre-
scription of medication for pre-school children with overactivity,
both suggest referral to parent training programmes. NICE suggests
a tiered approach where behavioural and/or attention problems
suggestive of ADHD are having an adverse effect on development
or family life. The first tier begins with a period of “watchful waiting”
at a primary care level and referral to parent training. This is fol-
lowed by a referral for a specialist secondary care assessment if
problems with at least moderate impairment persist. 

Parent training
Following a diagnosis of ADHD, further parent training should be
offered and there is some evidence that having a more ADHD spe-
cific focus to this improves outcomes but this can present a chal-
lenge for stretched secondary care services. A review of ADHD
services across Scotland4 identified that although 76 per cent of
patients with ADHD were receiving non-pharmacological interven-
tions (sometimes in combination with medication), these were
often generic in nature and not ADHD specific. Despite the empha-
sis on parent training, a recent NICE evidence update5 concluded
that although it may offer some benefits for parents, there may
be little impact on symptoms and behaviour outside the home. 

Medication has been found to be effective in pre-school chil-
dren with ADHD, but side-effects are more varied and more fre-
quent than in those of school age and there is uncertainty over
the long-term impact on the developing brain.1 The most com-
monly prescribed medications for ADHD are not licensed for use
under the age of six (with the exception of dexamfetamine; this
relates to less stringent guidelines at the time that it was licensed
rather than any firm evidence of greater safety in the younger age

group). Some authors have commented on the need to weigh up
the risks of exposing the rapidly developing brain of a pre-school
child to psychopharmacological agents with the consequences of
untreated disorder. They point out that early exposure to adverse
environmental conditions and stress may also have a long-lasting
impact on the brain and emotional regulation.1 The clinical prac-
tice guideline of the American Academy of Pediatrics (AAP), while
recommending parent behaviour training as first-line treatment
for pre-school children, also suggests that medication be used in
moderate to severe disorder where there has not been an ade-
quate response to behavioural intervention.6

UK prescribing trends
A recent article looking at the economic aspects of treating ADHD
in the UK over a period of 12 years (1998–2010)7 showed that
the incidence of first prescriptions of ADHD medication for the 
0–5 age group had fallen over that time, while there had been an
increase in the 6–17 year age group. Across the UK an upward
trend in prescriptions of medication for ADHD has been noted,
but from a breakdown of Scottish prescriptions, numbers of chil-
dren under the age of five receiving medication have not grown
and have remained low over the last five years (<20 per year).8

This might suggest that clinicians are paying some heed to the UK
guidelines that have emerged over the last 10–15 years. For those
pre-school children who are being prescribed medication, there
is no clear information as to whether this is happening predomi-
nantly at a primary or secondary care level and whether this is
first-line treatment or being used subsequent to parent training.
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