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Introduction 
Attention deficit/hyperactivity disorder (ADHD) is a neurodevelopmental condition 
estimated to affect up to 6% of adults (1). Adult ADHD, particularly when untreated, is 
associated with poorer outcomes and increased disadvantage over the life-course; 
including lower educational attainment and workforce participation, higher rates of 
criminal justice involvement and non-prescribed substance use, particularly co-occurring 
substance use disorder (SUD) (2, 3). Australian studies of adults seeking treatment for 
SUD found between 32% and 45% experience symptoms indicative of adult ADHD (4-6). 

The relationship between ADHD and SUD is not completely understood, with a number of hypotheses relating 
to the predisposing influence of ADHD symptoms (7), including sensitisation resulting from the impact of 
substances, particularly psychostimulants, on the ADHD brain (8). Prescribed stimulants are currently 
considered the most effective treatment option for adult ADHD. The increasing awareness of adult ADHD in 
Australia has seen an increase in diagnosis and treatment (9), but also very recently of disruptions to the 
supply chain for these prescription medications (10). There are reports of people choosing to self-medicate 
symptoms of ADHD with illicitly obtained pharmaceutical stimulants, along with other substances, but the 
literature is not consistent on this matter (11-14). 

In light of the potential use of non-prescribed stimulants to supplement available treatments and the risks 
associated with this practice, we aimed to examine ADHD symptoms, self-medication with non-prescribed 
substances and associated factors among two sentinel samples of people who regularly use illicit drugs in 
Australia. 

Methods 
Data were collected in 2024 as part of the Ecstasy and Related Drugs Reporting System (EDRS) and Illicit 
Drugs Reporting System (IDRS). Annual interviews were conducted with people residing in capital city areas 
of Australia who used ecstasy and/or other illicit stimulants (EDRS, n=740) or who injected illicit drugs (IDRS, 
n=884), on a monthly or more frequent basis, and were aged 18 or older. Further information regarding the 
detailed characteristics of the National EDRS and IDRS samples can be found elsewhere (15, 16).  

In previous years, data relating to prevalence of ADHD within samples relied on 
participants’ self-report when answering questions relating to mental health conditions 
and treatment. In 2024, additional data were collected to examine participant 
experiences of ADHD, including symptoms measured using the Adult ADHD Self-
Report Scale (ASRS) Screener (v1.1). The instrument comprises six behavioural 
questions about the last 6 months, measured on a five-point Likert scale (17, 18). The 
ASRS Screener has been validated for identifying possible ADHD amongst adult 

populations seeking treatment for substance use disorders (SUD) (19) and is well suited to exploring ADHD 
among people who regularly use illicit substances.  

The 2024 surveys also included the introduction of questions allowing us to better understand the experiences 
of participants who live with a disability. Some participants disclosed having ADHD when responding to these 
questions, but most of these participants also reported ADHD as a diagnosis or mental health condition. As 
such, we report the proportion of participants who disclosed ADHD as a disability descriptively but exclude 
this variable from our multivariate models.  
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Participant responses to the ASRS were coded and scored to identify four groups based on the likelihood of 
having adult ADHD: low (≤9), mild to moderate (10-13), high (14-17), and very high (18+) (18). Participants 
also reported on use of illicit substances to manage their ADHD symptoms in the last six month and whether 
they had ever received a formal diagnosis of ADHD. We used multivariate logistic regression to examine 
factors associated with self-medication for ADHD symptoms, including ASRS scores indicating high/very high 
ADHD symptoms, formal ADHD diagnoses, recognition of ADHD as a recent mental health condition, and 
demographic factors. Each non-prescribed substance was modelled separately, as participants could 
nominate using more than one substance to self-medicate. 

Results 

Table 1. ADHD symptoms, diagnoses, and self-management, EDRS and IDRS, 2024 

  EDRS  
(n=740) 

IDRS  
(n=884) 

Median ASRS score (IQR§)  14 (9-18) 12 (7-16) 
ADHD symptoms low (score 0-9) Last 6m 24.7% 34.6% 
ADHD symptoms mild-moderate (score 10-13) Last 6m 20.3% 19.3% 
ADHD symptoms high (score 14-17) Last 6m 25.7% 20.5% 
ADHD symptoms very high (score 18+) Last 6m 29.3% 25.6% 

ADHD as self-reported mental health problem Last 6m 14.1% 6.9% 
ADHD as self-reported disability Current 4.3% 1.9% 
Formal ADHD diagnosis Ever 21.6% 17.1% 
Prescribed medication for ADHD Last 6m 12.3% 4.8% 

Non-prescribed substance used for ADHD symptomsϮ 

None 59.6% 69.8% 
Pharmaceutical stimulants 22.7% 2.2% 

Methamphetamine 5.0% 18.0% 
Cannabis 14.2% 8.0% 

Otherδ 4.9% 4.6% 
§IQR =inter-quartile range; ϮParticipants could nominate more than one substance; δOther substances included alcohol, nicotine and 
benzodiazepines, and opioids for IDRS participants.

 

ASRS scores suggest ADHD is common but not always recognised 

Fifty-five per cent of EDRS participants and 46% of IDRS participants showed high or very high 
symptoms of ADHD over the last 6 months, but only 14% and 7% of the samples respectively 
self-reported ADHD as a recent mental health problem, and only 22% and 17% respectively 
had ever received a formal diagnosis of ADHD (Table 1). Smaller proportions again (4% and 
2%) identified living with ADHD as a disability. Overall, 26% of the EDRS group and 19% of 

the IDRS group recognised ADHD in some form (as a formal diagnosis, disability and/or a mental health 
problem).  

Medication and self-medication 

Few EDRS or IDRS participants (12% and 5%, respectively) reported receiving prescribed 
medications for ADHD, although this was higher among participants with a formal ADHD 
diagnosis (EDRS: 55%, IDRS: 24%). However, 40% and 30% respectively of participants 
reported having used non-prescribed substances to alleviate ADHD symptoms. 
Pharmaceutical stimulants were most commonly used by EDRS participants to self-manage 

symptoms (23%), while IDRS participants more commonly used methamphetamine (18%) (Table 1). EDRS 
participants with high/very high ASRS scores were more likely to self-manage with non-prescribed substances 
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(56%) than those with low or moderate scores (19%, p<0.001). Among IDRS participants, these proportions 
were 39% and 16%, respectively (p<0.001). 

In our multivariate regression models (Table 2), people whose ASRS scores suggested high or very high ADHD 
symptoms were more likely to report having self-medicated with a non-prescribed substance, regardless of 
whether they had recognised ADHD as a recent mental health problem or received a formal diagnosis. 

Among EDRS participants, older participants and those employed at least part-time or who had completed 
high school were less likely to self-medicate with methamphetamine; younger participants and those who 
had completed high school were more likely to self-medicate with non-prescribed pharmaceutical stimulants, 
as were transgender/non-binary people. 

Among IDRS participants, self-medication with non-prescribed cannabis was less likely among older 
participants and cisgender women (compared to cisgender men). 

Table 2. Multivariate model of factors associated with self-medication for ADHD 
symptoms with non-prescribed substances, EDRS and IDRS, 2024 

Sample EDRS   
(n=722) 

IDRS  
(n=843) 

Model 
Non-prescribed 
pharmaceutical 

stimulants 

Non-prescribed 
meth-

amphetamine 

Non-prescribed 
cannabis 

Non-
prescribed 
pharma. 

stimulants§ 

Non-prescribed 
meth-

amphetamine 

Non-prescribed 
cannabis 

 AOR (CI95) AOR (CI95) AOR (CI95) OR (CI95) AOR (CI95) AOR (CI95) 
ASRS symptoms 
high/very highτ 

3.45 
(2.23, 5.33) 

3.53 
(1.40, 8.92) 

3.13 
(1.74, 5.62) — 2.45 

(1.66, 3.64) 
2.38 

(1.37, 4.14) 

ADHD diagnosis 0.62 
(0.37, 1.04) 

4.20 
(1.78, 9.93) 

1.89 
(1.10, 3.25) — 3.13 

(1.62, 4.89) 
1.96 

(1.08, 3.56) 
ADHD as self-
reported mental 
health problem 

1.37 
(0.77, 2.42) 

1.05 
(0.41, 2.68) 

1.64 
(0.90, 2.98) — 3.00 

(1.62, 5.55) 
2.24 

(1.07, 4.69) 

Gender (reference – cisgender male) 

Cisgender female 0.82 
(0.55, 1.20) 

1.24 
(0.60, 2.55) 

1.44 
(0.91, 2.30) — 1.32 

(0.87, 1.99) 
0.52 

(0.28, 0.96) 

TGNBδ 2.62 
(1.19, 5.75) — 2.85 

(1.21, 6.72) — 1.15 
(0.42, 3.15) 

0.25 
(0.03, 1.94) 

Age (years) 0.97 
(0.95, 0.99) 

1.08 
(1.04, 1.12) 

0.98 
(0.95, 1.01) — 0.98 

(0.96, 1.00) 
0.96 

(0.93, 0.99) 
Employed ≥part-
time 

0.88 
(0.57, 1.35) 

0.45 
(0.17, 0.81) 

0.95 
(0.57, 1.58) — 0.64 

(0.29, 1.39) 
0.67 

(0.24, 1.88) 
Education ≥Year 
12 

1.63 
(1.02, 2.63) 

0.45 
(0.21, 0.97) 

0.73 
(0.44, 1.23) — 1.10 

(0.70, 1.74) 
1.33 

(0.73, 2.40) 
AOR = adjusted odds ratio: models are adjusted for all factors shown; CI95 = 95% confidence interval; τASRS scores categorized into 
low/moderate (scores 0-13) and high/very high (scores 14+);  §Numbers in the IDRS for this model were too small to be robust; δTGNB 
= transgender, gender diverse and/or non-binary people; reference category for gender is cisgender male. Figures in bold indicate 
statistical significance. 
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Discussion 
We found a relatively high proportion of potentially undiagnosed or unrecognised ADHD 
symptoms among two samples of people who regularly use illicit drugs. One in four (26%) 
EDRS participants, and one in five (19%) IDRS participants recognised ADHD in themselves 
in some form (i.e., formal diagnosis, disability or a mental health problem), but 55% and 
46%, respectively, scored above the ‘symptom threshold’ on the ASRS. This compares 
unfavourably with global adult population estimates of approximately 3% pooled 

prevalence based on clinical measures (1, 20) and 6-8% based on self-reported symptoms (1, 21). Recognition 
and diagnosis of ADHD were both less common among participants who injected drugs than among those 
who used ecstasy and/or other illicit stimulants. 

We found substantial proportions of both samples reported using non-prescribed substances to manage 
perceived symptoms of ADHD, regardless of formal diagnoses. This is congruent with previous research 
suggesting that some people may use non-prescribed substances, particularly illicit stimulants, to self-
medicate or self-manage ADHD-related symptoms (11), but the literature is not clear on the prevalence of 
this behaviour (13-15).  The choice to self-manage symptoms may reflect the lower rates of formal diagnosis, 
and thus receipt of prescribed ADHD medication, particularly among the IDRS participants for whom access 
to healthcare in general, and specialist psychiatric support in particular, may be limited. Of additional concern 
are the ongoing costs associated with ADHD care and medication, which may again disproportionately affect 
those with lower socio-economic capacity.  

Gender differences in self-management of ADHD symptoms are worth noting. Our finding of some evidence 
of higher odds of self-management of ADHD symptoms among trans, gender diverse and/or non-binary 
EDRS participants (compared to cisgender men) is congruent with reports of higher prevalence of ADHD 
amongst this population (22). Among IDRS participants, cisgender men were more likely to self-manage their 
ADHD symptoms with non-prescribed cannabis compared to cisgender women, consistent with prior research 
that suggests gender-specific associations between ADHD symptoms and substance use (23).  

This is a broader public health concern, in light of current shortages of ADHD medications in Australia (24), 
and particularly given the recent detections by drug-checking services of contaminants such as nitazenes in 
unregulated “pharmaceutical” substances and methamphetamines (25) to which some people are turning to 
alleviate ADHD symptoms. 

Limitations 

The EDRS and IDRS samples are not intended to be representative of the general population, of all people 
with ADHD, or of all people who use drugs, and so care must be taken in extrapolating our findings. Our 
findings rely largely on self-report from participants, but self-report in trusted situations have been shown 
elsewhere to be robust (16, 17).  
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