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[bookmark: _Toc227767006]ATTENTION DEFICIT HYPERACTIVITY DISORDER (ADHD): DIAGNOSIS, MULTIMODAL TREATMENT, REHABILITATION, AND ONGOING DEBATES.
[bookmark: _Toc227767007]Introduction
Attention Deficit Hyperactivity Disorder (ADHD) is one of the most prevalent neurodevelopmental conditions worldwide, affecting approximately 5–7% of children and 2–5% of adults globally (Faraone et al., 2021). Characterised by persistent patterns of inattention, hyperactivity and impulsivity, ADHD significantly impairs academic, occupational and social functioning across the lifespan. First formally described in clinical literature in the early twentieth century, the condition has undergone considerable reconceptualisation over the decades, with evolving terminology reflecting shifting scientific and societal understandings of the disorder (Barkley, 2015). The condition is classified within the International Classification of Diseases, 11th Revision (ICD-11) under 'Mental, Behavioural or Neurodevelopmental Disorders', specifically within the neurodevelopmental disorders chapter (World Health Organization [WHO], 2019).
This report critically examines ADHD through the lens of ICD-11 classification, exploring its diagnostic criteria, evidence-based treatment and rehabilitation approaches, and the ongoing debates that surround its conceptualisation and management. The report also offers well-reasoned recommendations aimed at improving practice and policy. Critically engaging with contemporary academic literature, this report seeks to provide a comprehensive and nuanced analysis of ADHD as a clinical and social phenomenon.
[bookmark: _Toc227767008]Classification and diagnosis
Under ICD-11, ADHD is classified within Chapter 6 under code 6A05, listed as 'Attention Deficit Hyperactivity Disorder' (WHO, 2019). The ICD-11 notably uses the term 'disorder' throughout, reflecting a biomedical conceptualisation of the condition that emphasises clinical significance and impairment. This is a notable shift from earlier conceptualisations and carries significant implications for how the condition is understood, treated and stigmatised (Conrad and Bergey, 2014).
The ICD-11 diagnostic framework for ADHD requires a persistent pattern of inattention and/or hyperactivity-impulsivity that is inconsistent with the developmental level of the individual, and which directly and negatively impacts academic, occupational or social functioning (WHO, 2019). The criteria specify that symptoms must be present across multiple settings – for instance at home and school – and must have been evident prior to the age of twelve. This is broadly consistent with the Diagnostic and Statistical Manual of Mental Disorders, Fifth Edition (DSM-5) criteria, though the ICD-11 places less prescriptive emphasis on subtype categorisation (Kooij et al., 2019).
ICD-11 identifies three clinical presentations of ADHD: predominantly inattentive, predominantly hyperactive-impulsive, and combined presentation (WHO, 2019). The diagnostic process requires a comprehensive clinical assessment that includes collateral information from parents, teachers or other informants, standardised rating scales and, where appropriate, neuropsychological testing. Thapar and Cooper (2016) argue that the absence of a definitive biological marker for ADHD makes the diagnostic process particularly susceptible to clinician variability and cultural bias. This concern is especially pertinent when considering cross-cultural diagnostic consistency. Furthermore, differential diagnosis is a central challenge in clinical practice; ADHD frequently presents alongside, and must be distinguished from, anxiety disorders, learning disabilities, and autism spectrum disorder, all of which can present with overlapping symptom profiles (Barkley, 2015). The complexity of this diagnostic process underscores the need for well-trained, multidisciplinary clinical teams.
The language used within ICD-11 – specifically the term 'disorder' – has attracted considerable academic debate. While the term serves a practical function in communicating clinical severity and justifying treatment provision, critics argue it can pathologise what may be a neurological variant rather than a discrete illness (Thapar and Cooper, 2016). The ICD-11 does not use terminology such as 'condition' or 'difference' for ADHD, which some neurodiversity advocates and researchers suggest is a missed opportunity to adopt more affirming, less stigmatising language (Young et al., 2020).
[bookmark: _Toc227767009]Treatment and rehabilitation
The management of ADHD typically involves a multimodal approach encompassing pharmacological and non-pharmacological interventions, with treatment decisions guided by age, symptom severity and co-occurring conditions (NICE, 2018). The ICD-11 emphasises the importance of rehabilitation and habilitation in the context of ADHD, acknowledging that functional impairment across life domains necessitates comprehensive, coordinated care (WHO, 2019).
Pharmacological treatment remains the cornerstone of ADHD management in moderate to severe presentations. Stimulant medications – primarily methylphenidate and amphetamine-based compounds – are the most commonly prescribed and most extensively researched interventions. A landmark network meta-analysis by Cortese et al. (2018) found that methylphenidate was the most effective and tolerable first-line treatment for children and adolescents, while amphetamines demonstrated superior efficacy in adults. Non-stimulant alternatives, such as atomoxetine and guanfacine, are recommended where stimulants are contraindicated or not well-tolerated (NICE, 2018). However, Cooper et al. (2022) raise important considerations around the long-term use of methylphenidate, including cardiovascular risk, growth effects and the potential for dependence, all of which must be factored into prescribing decisions.
Non-pharmacological interventions are particularly emphasised for younger children and where medication alone is insufficient. Evidence supports the use of behavioural therapies, including parent-training programmes, cognitive-behavioural therapy (CBT) and school-based interventions (Sonuga-Barke et al., 2013). CBT, in particular, has been found to be beneficial in helping individuals with ADHD develop compensatory strategies for managing inattention, emotional dysregulation and time management difficulties, which are among the most functionally impairing features of the condition (Barkley, 2015). A systematic review by Sonuga-Barke et al. (2013) found that while behavioural and dietary interventions demonstrated moderate effects on ADHD symptom reduction, methodological quality across studies was variable, making firm conclusions difficult to draw. Nonetheless, psychosocial interventions remain an essential component of a comprehensive treatment package, addressing broader functional impairment that medication alone may not resolve.
Rehabilitation measures in ICD-11 include vocational rehabilitation, educational support and psychosocial rehabilitation, recognising that ADHD often persists into adulthood and affects employment, relationships and quality of life (WHO, 2019; Shaw et al., 2012). Shaw et al. (2012) demonstrated in their longitudinal review that untreated or inadequately treated ADHD is associated with significantly worse outcomes across multiple domains, including substance misuse, educational underachievement and mental health comorbidities. This underlines the critical importance of early identification and sustained intervention. Despite these findings, access to rehabilitation services in many health systems remains inconsistent, with significant socioeconomic disparities in treatment access (NICE, 2018).
[bookmark: _Toc227767010]Current debates and emerging issues
ADHD sits at the intersection of some of the most contentious debates in contemporary psychiatry, spanning questions of overdiagnosis, the medicalisation of behaviour, neurodivergence, and socioeconomic determinants of diagnosis and treatment.
One of the most prominent debates concerns the perceived overdiagnosis of ADHD, particularly in Western, high-income countries. Hinshaw and Scheffler (2014) document a dramatic rise in ADHD diagnoses in the United States over recent decades, which they partially attribute to pharmaceutical industry influence, educational performance pressures and relaxed diagnostic criteria. Conrad and Bergey (2014) extend this argument globally, warning of an 'ADHD explosion' driven by the globalisation of American psychiatric norms and commercial interests. This medicalisation critique challenges the validity of the ICD-11's classification, arguing that it may capture a socially constructed category rather than a discrete neurobiological disorder.
Conversely, proponents of the biomedical model point to robust genetic and neuroimaging evidence supporting ADHD as a genuine neurodevelopmental condition. Faraone et al. (2021), in a comprehensive international consensus statement endorsed by over eighty specialists across thirty countries, conclude that denying the validity of ADHD is not only scientifically unjustified but can have real-world harms by preventing individuals from accessing appropriate care. Thapar and Cooper (2016) similarly affirm that ADHD has substantial heritability estimates of approximately 74%, with neuroimaging studies consistently identifying structural and functional differences in prefrontal and striatal regions.
The neurodiversity movement represents another significant current in this debate. Proponents argue that ADHD – like autism – should be understood as a natural variation in human neurological development rather than a pathology requiring correction (Young et al., 2020). This perspective challenges the deficit-focused framing of ICD-11, advocating instead for supportive environments that accommodate neurological difference. From this standpoint, the problem lies not in the individual's neurology but in the inflexibility of educational and occupational systems that fail to accommodate diverse cognitive styles. Whilst the ICD-11 does not explicitly engage with neurodiversity frameworks, there is a growing call within the academic and clinical community for classification systems to at least acknowledge these perspectives and consider their implications for diagnosis and stigma. Young et al. (2020) specifically highlight that when ADHD co-occurs with autism, a condition not uncommon given shared neurological underpinnings, diagnostic and therapeutic frameworks must be adapted accordingly, further complicating any singular approach to classification and care.
An important reclassification issue concerns the diagnosis of ADHD in adults. Historically, ADHD was regarded as a childhood-onset condition that resolved with age; however, it is now recognised that a significant proportion of individuals continue to experience clinically impairing symptoms throughout adulthood (Kooij et al., 2019). The ICD-11 accommodates adult presentations within its criteria, though service provision for adults with ADHD remains underdeveloped in many healthcare systems, a disparity that Moncrieff and Timimi (2011) argue reflects systemic biases in how adult mental health is prioritised and resourced.
Race, gender and socioeconomic status also intersect with ADHD diagnosis and treatment in complex ways. Girls and women are historically underdiagnosed, partly due to the tendency to present with inattentive rather than hyperactive symptoms – symptoms that are arguably less visible and disruptive in classroom settings (Hinshaw and Scheffler, 2014). The ICD-11 does not explicitly address gender-related diagnostic disparities, which represents a limitation in its current formulation. Similarly, children from lower socioeconomic backgrounds are both more likely to be diagnosed with ADHD and less likely to receive consistent, evidence-based treatment, raising important questions about equity in mental health provision (NICE, 2018).
[bookmark: _Toc227767011]Recommendations
Based on the evidence reviewed, several recommendations can be made to improve the classification, diagnosis, treatment and rehabilitation of ADHD.
First, the ICD-11 should be revised in future iterations to explicitly acknowledge neurodiversity perspectives and the limitations of a purely deficit-based classification approach. Incorporating language that reflects ADHD as a condition occurring on a spectrum of neurological variation – while retaining clinical utility – could reduce stigma without undermining access to treatment (Young et al., 2020).
Second, diagnostic guidelines and training should be updated to address gender and cultural disparities in ADHD identification. As Hinshaw and Scheffler (2014) highlight, current diagnostic tools were largely normed on white, male, school-aged populations; greater investment in culturally sensitive and gender-aware diagnostic frameworks is essential to ensure equitable access to diagnosis across all groups.
Third, healthcare systems should adopt a genuinely multimodal, lifespan approach to ADHD management in line with ICD-11 rehabilitation principles (WHO, 2019). This means ensuring that psychological, educational and vocational support services are as accessible and well-resourced as pharmacological options. Shaw et al. (2012) provide compelling evidence that early, comprehensive intervention substantially improves long-term outcomes, further justifying investment in non-medication supports.
Fourth, further research into the long-term effects of ADHD medication – particularly in younger populations – is urgently needed. As Cooper et al. (2022) observe, while short-term efficacy data is robust, longitudinal safety data remains sparse, particularly with regard to cardiovascular outcomes and the impact on neurodevelopment over time.
Finally, policy should prioritise the development of adult ADHD services, which remain a conspicuous gap in mental health provision. Kooij et al. (2019) demonstrate that late-diagnosed adults often experience significant comorbidity and psychosocial impairment that could have been mitigated by earlier identification and sustained support.
[bookmark: _Toc227767012]Conclusion
This report has critically examined ADHD as classified under ICD-11, exploring its diagnostic criteria, multimodal treatment approaches and the complex debates that surround its conceptualisation. ADHD represents a clinically significant neurodevelopmental condition with substantial evidence underpinning both its biological basis and its responsiveness to intervention. However, the field continues to grapple with important questions concerning overdiagnosis, cultural and gender disparities in diagnosis, the medicalisation of behaviour, and the growing claims of the neurodiversity movement.
The ICD-11 provides a reasonably comprehensive and updated framework for ADHD classification, yet there remains considerable scope for refinement, particularly with regard to inclusive language, adult presentations and culturally sensitive guidance. Addressing these limitations through evidence-informed policy, equitable service development and continued research will be essential if ADHD services are to meet the needs of all individuals affected by this condition. As Faraone et al. (2021) emphasise, the scientific consensus on ADHD's validity and treatability is strong; the challenge now lies in ensuring that this evidence is translated into accessible, equitable and person-centred care.
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