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Autism spectrum disorder (ASD) is a lifelong neurodevelopmental condition characterised by differences in reciprocal social communication together with restricted, repetitive or inflexible patterns of behaviour, interests and sensory responses. In the World Health Organisation (WHO) (2024) ICD-11, autism is classified under mental, behavioural or neurodevelopmental disorders as code 6A02. The classification has important clinical and social consequences because diagnosis can enable access to health, education and social-care support, while the terminology used can also shape how autistic people are understood. Pellicano and den Houting (2022) state that contemporary autism practice therefore sits between two perspectives: a medical model that identifies clinically significant impairment and a neurodiversity model that regards autistic cognition as part of natural human variation. This matters because classification affects identity, service eligibility and the goals regarded as legitimate in intervention.
This report critically evaluates ICD-11 classification and diagnosis, standard treatment and rehabilitation approaches, and current debates concerning neurodivergence. It argues that ICD-11 improves on earlier categorical models by recognising a broad spectrum and by specifying intellectual and functional-language characteristics, but it remains strongly deficit-focused. Effective practice should consequently retain diagnosis where it facilitates rights and services while moving treatment away from normalisation and towards personalised, evidence-based support, autonomy, participation and quality of life.
[bookmark: _Toc237376837]2. Classification and Diagnosis
ICD-11 (2024) places ASD within neurodevelopmental disorders and defines two required domains: 
1. Persistent difficulties in initiating and sustaining reciprocal social communication and interaction.
2. Persistent restricted, repetitive and inflexible behaviours, interests or activities. 
These features must originate during the developmental period and lead to significant impairment in important areas of functioning. Importantly, symptoms may become fully apparent only when social demands exceed an individual’s capacity, allowing later diagnosis when childhood differences were masked or compensated for. The classification also recognises sensory hyper- or hyposensitivity and acknowledges variation across age, culture and context.
A major change from earlier classifications is the consolidation of autistic presentations within a single spectrum rather than maintaining separate diagnoses such as Asperger syndrome. ICD-11 then differentiates presentations through specifiers for co-occurring disorder of intellectual development and degree of functional-language impairment. Codes 6A02.0–6A02.5 therefore provide more clinically relevant information than a single severity label, while additional qualifiers identify loss of previously acquired skills. ICD-11 also provides “other specified” and “unspecified” categories when information is incomplete and excludes Rett syndrome. Lord et al. (2020) state that this reflects the substantial heterogeneity of autism, although intellectual ability and functional language alone do not capture adaptive functioning, sensory needs, masking, mental health or support requirements.
Diagnosis remains clinical rather than based on a biomarker. NICE recommends a comprehensive developmental history, direct observation, assessment of functioning and coexisting conditions, and consideration of differential diagnoses. Nice (2011, 2012) recommends that in children, a multidisciplinary assessment is conducted where possible and that adult assessment similarly requires an evaluation of childhood-onset features and current functioning. Standardised instruments such as the ADOS or structured developmental interviews may support judgement but should not replace clinical formulation. Differential diagnosis is essential because ASD may overlap with ADHD, developmental language disorder, intellectual disability, social anxiety, obsessive-compulsive disorder and other conditions; importantly, several of these may also co-occur rather than being mutually exclusive. Bargiela, Steward and Mandy (2016) and Cook et al. (2021) conclude that this is particularly important because camouflaging can reduce the visibility of traits, especially among women and some adults. NHS England similarly states that autism assessment tools provide useful information but are not diagnostic independently of professional clinical assessment.
The language of ICD-11 remains medicalised: “disorder”, “deficits”, “impairment” and “symptoms” are central to the diagnostic threshold. Such terminology supports consistency and eligibility for services but can imply that autistic difference is inherently pathological. This tension is central to current debates about whether classification should describe disability and support need without defining the person primarily through deficit.
[bookmark: _Toc237376838]3. Treatment and Rehabilitation
There is no medication that treats the core features of autism, and NICE (2012, 2013) advises against using antipsychotics, antidepressants or anticonvulsants specifically for this purpose. Treatment is therefore better understood as individualised support for communication, participation, distress, co-occurring conditions and functional needs. For children, recommended approaches include play-based and parent or carer-mediated social-communication interventions that aim to improve shared attention, communication and reciprocal interaction. Pickles et al (2016) performed a long-term follow-up of the PACT trial and found sustained improvement in autism symptom measures following a parent-mediated communication intervention, although effects were not equivalent to eliminating autistic characteristics. Meta-analytic evidence studied by Nevill, Lecavalier and Stratis (2018) and Sandbank et al. (2023) similarly suggests that early interventions can produce benefits, but average effects are often small and vary by intervention type, outcome and study quality. This variability argues against identical intervention packages and supports matching goals to developmental stage, communication profile and individual preferences.
Behaviourally informed interventions remain influential, particularly for developing communication, daily living skills and managing behaviours that create risk. However, evidence should be interpreted critically. Sandbank et al. (2023) found substantial variation in the quality of early-intervention research and noted that estimates can be affected by study design and risk of bias. Consequently, intensity should not be assumed to equal effectiveness, and goals based mainly on making children appear non-autistic are difficult to justify ethically. Functional assessment is more defensible when it identifies triggers such as pain, anxiety, communication barriers, sensory overload or environmental demands and then modifies these causes rather than simply suppressing behaviour.
ICD-11 itself does not set out a rehabilitation protocol; its purpose is diagnostic classification. Rehabilitation in practice is therefore broader than the ICD-11 diagnostic description and must be interpreted through clinical guidelines, disability support and multidisciplinary care. It may include speech and language therapy, augmentative and alternative communication, occupational therapy, environmental and sensory adaptations, educational support, social-care input, supported employment, transition planning and family support. NICE (2012, 2013) also recommends adapted psychological interventions for co-occurring problems, for example making cognitive behavioural therapy more concrete, structured and visually supported. NHS England (2023) further frames autism pathways as including pre- and post-assessment support rather than diagnosis alone.
The main limitation is uneven access and an evidence base that does not represent the full spectrum equally. Evidence is less secure for long-term adult outcomes and people with complex communication or intellectual disabilities; effectiveness also depends on workforce capacity, service continuity and environmental adjustments. Outcomes valued by services, such as reduced observable autistic behaviour, may differ from outcomes valued by autistic people, including reduced distress, autonomy and meaningful participation. Rehabilitation should therefore be needs-led, lifespan-based and judged by quality of life rather than conformity to neurotypical behaviour.
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The central debate is whether autism should primarily be conceptualised as a disorder or as neurodivergence. Pellicano and den Houting (2022) suggest that the neurodiversity paradigm does not deny that autistic people can experience substantial disability; instead, it challenges the assumption that difference itself is pathological and argues that disability can arise through interaction between neurological characteristics and inaccessible environments. Chapman and Botha (2023) similarly propose neurodivergence-informed therapy, in which intervention addresses distress and functional difficulty while respecting neurotype, identity and autonomy. This creates a productive challenge to ICD-11: diagnostic thresholds remain necessary for clinical communication and access to resources, yet deficit-focused wording can reinforce stigma if it is treated as a complete description of autistic experience.
A related debate concerns what outcomes treatment should pursue. Traditional intervention research has often prioritised reductions in “autism symptoms” whereas autistic advocates increasingly question goals such as forced eye contact, suppression of harmless repetitive movements or social conformity. The strongest compromise is not to reject intervention, but to distinguish between reducing harmful distress and erasing autistic difference. Communication support, safety, self-care, education and treatment of epilepsy, anxiety, depression or sleep problems may be highly beneficial, whereas interventions primarily targeting normal appearance require stronger ethical justification and evidence of meaningful benefit. Contemporary reviews of intervention evidence support caution about assuming that greater treatment intensity necessarily produces greater developmental benefit.
Diagnostic equity is another major concern. Bargiela, Steward and Mandy (2016) showed that research on late-diagnosed autistic women describes histories of missed recognition, imitation of peers and masking. Hull et al. (2017) conclude that camouflaging may facilitate short-term social inclusion but is associated with exhaustion and poorer wellbeing. ICD-11 explicitly acknowledges compensation and sex-related differences, yet diagnostic services may still rely on historically male-centred prototypes. Cultural norms also affect eye contact, communication and behaviour, creating potential for both under- and over-identification when clinicians do not interpret traits within sociocultural context.
There are also reclassification questions. A single spectrum improves continuity and avoids questionable divisions between “types” of autism, but the breadth of ASD can conceal major differences in communication, intellectual ability, adaptive functioning and care needs. The ICD-11 specifier system partly addresses this, but a diagnosis should be supplemented by an individual functional profile rather than functioning labels such as “high” or “low functioning”. Work by Crompton et al (2020) studying the double-empathy literature further suggests that social communication breakdown can be bidirectional between autistic and non-autistic people, challenging interpretations that locate all social difficulty within the autistic individual. This reframes some difficulty as an interaction between people with different communication expectations.
For policy, these debates imply that services must combine diagnostic reliability with rights-based, neurodiversity-informed practice. Debates also shape training, commissioning and communication. NHS England’s (2023) all-age framework calls for ethical, accessible, evidence-based and co-designed assessment services, illustrating a policy shift from diagnosis as an endpoint towards diagnosis embedded within ongoing support. However, NHS England has also acknowledged that demand for autism assessment has outstripped capacity, demonstrating that progressive policy principles do not automatically translate into timely access to services.
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First, ICD-11 classification should be implemented alongside a structured functional profile that records adaptive skills, sensory needs, communication preferences, mental-health needs, environmental barriers, strengths and required reasonable adjustments. Intellectual development and functional language are important, but they are insufficient proxies for everyday support needs. Fluent speech and average intelligence can coexist with substantial support needs, while limited speech should not be assumed to indicate limited understanding.
Second, diagnostic pathways should become more equitable. Multidisciplinary teams require training in female and gender-diverse presentations, camouflaging, cultural variation, intellectual disability and adult diagnosis. Standardised tools should support rather than determine diagnosis, and services should actively seek developmental information while recognising that retrospective childhood evidence can be incomplete. NHS commissioning should also connect assessment with pre- and post-diagnostic support, rather than requiring people to wait for a diagnostic label before reasonable needs are addressed (NHS England, 2023).
Third, treatment and rehabilitation should use neurodiversity-informed goals agreed with the autistic person wherever possible. Outcomes should prioritise communication, safety, emotional wellbeing, autonomy, participation, relationships, education, employment and quality of life. Harmless autistic behaviours should not be targeted merely because they appear atypical. Co-occurring physical and mental-health conditions, however, should receive timely evidence-based treatment with appropriate adaptations. Chapman and Botha (2023) suggest this approach is consistent with proposals for neurodivergence-informed therapy, which distinguish support for disability from attempts to eliminate neurological difference.
Finally, future research should be co-produced with autistic people and should report adverse effects, long-term outcomes and outcomes that matter to service users, not only clinician-rated symptom change. Greater inclusion of minimally speaking people, individuals with intellectual disability, women, ethnic minorities and older adults is required. Commissioners should monitor waiting times and access inequalities to guide workforce and service investment. Services should publish clear post-diagnostic support pathways. These changes would preserve the practical value of diagnosis while reducing unnecessary pathologisation and improving fairness, relevance and accountability. NHS England (2023) already identifies accessibility, co-design, multidisciplinary working and attention to health inequalities as principles for autism assessment, providing a basis for implementation.
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ICD-11 represents an important development in autism classification because it replaces narrower categorical subtypes with a spectrum and uses specifiers for intellectual development, functional language and regression. Its diagnostic requirements appropriately recognise lifelong developmental onset, heterogeneity, cultural context, compensation and clinically significant impairment. Nevertheless, the language remains predominantly deficit-based, and the diagnostic codes provide only a partial account of the support needs and strengths of autistic people.
Evidence indicates that autism intervention can improve selected communication, developmental and functional outcomes, but effects are heterogeneous and the methodological quality of parts of the evidence base remains limited. Rehabilitation is therefore most effective when individualised and embedded across health, education, social care, family life and employment rather than framed as a cure for autism. Neurodiversity debates strengthen this position by distinguishing support for disability and distress from attempts to normalise identity.
Future practice should retain a clinically robust diagnosis while expanding functional assessment, improving gender and cultural competence, ensuring timely post-diagnostic support and adopting co-produced, quality-of-life outcomes. Such an approach would align classification with contemporary evidence and enable services to respond to autistic people as individuals with different profiles, rights, strengths and support requirements. This balance supports ethical, person-centred autism care.
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