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Introduction :In ICD-11, the neurodevelopmental disorders grouping includes diseases of development. The paper is dedicated to mild abnormality of intellectual development (6A00.0). The disorder is marked by subaverage intellectual performance and deficits in adaptive behaviour that have their onset in the developmental period, but the degree of impairment varies widely among individuals. The term "learning disability" is also often used in services and research in the UK, which might generate some confusion, as "learning disability" may have a distinct connotation worldwide (Totsika et al., 2025). The latest UK study by Totsika et al. includes specialist services across the UK and expressly utilizes intellectual disability within the framework of UK learning disability.

The wording for this category of conditions has also been revised in ICD-11. Cooper and Kogan (2023) state that the old and stigmatizing term "mental retardation" has been replaced by "disorders of intellectual development," and severity can be classified as mild, moderate, severe, profound, or provisional. This study provides a comprehensive review of the categorization and diagnosis of mild intellectual developmental disorder, treatment and rehabilitation, current controversies regarding neurodiversity, and recommendations for practice, policy, and research.

Classification and Diagnosis
In ICD-11, disorders of intellectual development are defined by marked limits in both intellectual functioning and adaptive behaviour with onset in the developmental period (Cooper and Kogan, 2023). Thus, a low IQ score does not easily detect mild dysfunction. Intellectual functioning comprises skills such as reasoning, learning, and problem-solving, while adaptive functioning relates to how well a person copes with conceptual, social, and practical demands in daily life. These are the important features of the ICD-11 classification, as Cooper and Kogan (2023) pointed out.

Courtenay, Lane, and Sawhney (2024) also explore developmental onset and adaptive functioning in the light of intellectual disability. Their new professional guidance clearly acknowledges that classifying severity should not hide a person’s skills and abilities. This is essential because two people with equal scores on cognitive testing may be very different in their level of independence and therefore require different sorts of support.
This joint approach is particularly useful, as IQ says nothing about how a person copes with ordinary life. Ross, Hocken, and Auty (2020) argue that we should view intellectual functioning and adaptive conduct together. Adaptive functioning may include communication, use of money, social judgment, personal care, and independent living skills. Their UK study of the Adaptive Functioning Assessment Tool further reveals that context is important for assessing adaptive behaviour.

However, the study by Ross, Hocken, and Auty (2020) covered 61 adult male inmates, and hence the findings cannot be immediately generalized to children, women, or the community populations. This constraint is useful in that it illustrates the reason why evaluation instruments It should be relevant to the person's circumstances, rather than applied in exactly the same way in every context.

Assessment should therefore rely on numerous sources rather than one test outcome. Standardized cognitive testing, indices of adaptive functioning, developmental history, clinical observation, and information from others who know the subject well can all contribute. This is especially true for mild cases, as problems may not be readily apparent in familiar or strongly supported contexts and may emerge more clearly if educational, work, or independent-living needs increase.

There is also a risk of both under- and over-identification. Some people may do pretty well but within a known routine and have considerable difficulty when expectations get more complex. Others may do poorly on tests due to language issues, educational inferiority, or nervousness. Hence, severity should not be mechanically deduced from a single numerical value. The inclusion of behavioural markers in the ICD-11 reflects a lack of widespread access to appropriate formal assessment scales (Cooper and Kogan, 2023).
There is growing evidence that these behavioural indicators are useful. Lemay and colleagues (2024) compared ICD-11 indications to standardized measures in children and adolescents with impairments of intellectual development. Their results yielded very similar severity ratings, although the behavioural measures categorized more people as mild in some comparisons. Therefore, behavioural indicators can enhance assessment when adequate tests are not available, but they should be complementary to, rather than a substitute for, professional judgment.

Co-occurring neurodevelopmental disorders might complicate diagnosis. Lemay et al. (2024) discovered that having autism at the same time was associated with it in some categories. More recent UK data also highlight the necessity to carefully examine comorbidity. Hollingdale et al. (2024) investigated the clinical records of 2,768 young individuals and found that more neurodevelopmental disorders were associated with worse clinician-rated functioning and with more problems across many behavioural and socio-emotional domains. Clinicians should not assume that all problems are related to the intellectual disability itself.
Equally crucial is the language used in classification. The term "disorder" provides a recognized clinical category and may facilitate access to resources, but it can also foster deficit-based thinking if used without regard to strengths and context. In the UK, the term "learning disability" is still extensively used in health and social care, and "disorder of intellectual development" is used in ICD-11. It is a step forward to move away from the older vocabulary, but classification should be used with caution so that the diagnostic label does not become the person’s identity (Cooper and Kogan, 2023).

Treatment and Rehabilitation

Mild disturbance of intellectual development is a developmental condition; hence, management is not focused on “curing” the diagnosis. Instead, therapy and rehabilitation should promote functioning, independence, participation, and quality of life, whereas acknowledging and treating co-occurring physical or mental health concerns.
Courtenay, Lane, and Sawhney (2024) note that patients with intellectual disability may require a distinct clinical approach and that treatment should be part of holistic care. Their advice also covers the dangers of complicated pharmaceutical use in this demographic. Medication may therefore be acceptable for an independently diagnosed psychiatric, neurological, or physical disease. However, it should not be considered a treatment for intellectual developmental disability per se.

Psychosocial and behavioural therapies can improve certain skills. Windsor et al. (2023) thoroughly analyzed RCTs including school-aged children with intellectual impairments. Twenty-seven studies were included. Much of the available evidence was about children with modest intellectual impairments. Targeted areas included literacy, math, attention, memory, communication, and adaptive functioning.

This research casts doubt on the premise that intellectual and adaptive qualities are entirely fixed. Structured interventions might assist individuals in learning important skills and independence. However, Windsor et al. (2023) reported major discrepancies in the demographics, interventions, and outcome measures of the studies, and therefore a meaningful meta-analysis could not be completed. Treatment should therefore be personalized to the individual’s developmental level, communication capacity, and goals rather than presuming that one program would fit all.

Support for mental health is another significant issue. Totsika et al. (2025) evaluated 66 specialist UK mental health services assisting children with intellectual disabilities. At referral or waiting-list stages, just a minority received therapeutic input. Psychoeducation applied behavioural methods, and cognitive-behavioural treatment were prominent approaches once children were in the active caseload. This scenario illustrates an essential constraint in the current practice: evidence-based treatment may be available, but its value is limited if access is delayed.

So the difference between therapy and rehabilitation is significant. Treatment may target the specific co-occurring disorders; rehabilitation is intended to increase functioning and participation over time. In practice, rehabilitation may encompass communication, education, job training, money management, travel, relationships, and assisted decision-making.
McCausland et al. (2022) discovered that person-centred planning can encourage community involvement for individuals with intellectual disabilities, including goals related to work, personal development, and relationships. But these aims depended on practical resources such as familiar staff, family participation, and transport. A documented person-centred strategy is therefore of little use if services cannot provide the resources needed to implement it.
The UK's current policy heavily represents this issue. The Department of Health and Social Care (2022) suggests that more community assistance is needed, that reliance on specialist mental health inpatient care should be reduced, and that there should be improved coordination across health, social care, housing, education, and employment. This is a good path, but its success depends on the availability of adequate community services, trained workers, and appropriate housing situations.

Current Debates and Emerging Issues
One ongoing dispute is where to draw the threshold of mild intellectual developmental impairment. Standardized testing is better at ensuring consistency, but measurement error, education, language, and social context can still affect scores. Ross, Hocken, and Auty (2020) explain why people at conventional intellectual boundaries may nevertheless face significant adaptive challenges. Where access to services is too rigorously based on categorical thresholds, some individuals may fall between programs, regardless of whether they have legitimate assistance requirements.

This difficulty is addressed in part by the growing focus on adaptive functioning because it considers what a person can actually do in everyday life. However, adaptive functioning is itself context dependent. Someone who has a lot of support from family and the community may appear more autonomous than a person with equivalent cognitive aptitude but fewer resources. Lemay et al. (2024) discovered discrepancies between behavioural markers and standardized assessments, emphasizing the necessity of contextual clinical judgment rather than mechanical classification.

Neurodiversity raises another significant topic. In Ratten (2025), neurodiversity is described as an approach that considers neurological variations as part of wider human diversity and encourages greater awareness of strengths rather than focusing only on weaknesses. This can challenge stigma and low expectations, which are often needlessly low for people with minor intellectual disabilities.

But a solely strengths-based understanding has its limitations, too. Some people with mild intellectual developmental impairment may need substantial support with literacy, financial decisions, communication about healthcare and work, or independent life. Neurodiversity should not be used in this way to imply that disability or assistance needs are irrelevant. It is more accurate to describe the clinical classification as identifying real requirements and a neurodiversity-informed strategy as challenging the premise that cognitive difference renders an individual inferior.

And a current study in the UK shows the relevance of co-occurring conditions. Hollingdale et al. (2024) showed cumulative relationships between several neurodevelopmental problems and poorer functioning in young people, with some differences in patterns between males and girls. It implies that categorization diagnoses are useful but not totally explanatory of the complexity of an individual’s presentation.

The issues have policy relevance. The Department of Health and Social Care (2022) intends to improve community provision and eliminate needless hospital treatment for people with learning disabilities. However, Totsika et al. (2025) identified variance in UK specialist mental health pathways and little therapeutic input at various points of care. Adequate personnel, early intervention, and accessible community services are essential to translating policy promises into practice.




Recommendations

Mild intellectual developmental disorder assessment should include intelligence tests and extensive adaptive-functioning assessment, developmental history, and information from everyday surroundings. Clinicians should document those cultural, educational, linguistic, and environmental elements that may affect the findings. In the absence of appropriate standardized measurements, ICD-11 behavioural indicators can be used to provide additional information, but they should supplement, not replace, professional judgment (Lemay et al., 2024).
Individualized treatment should also focus on strengths and difficulties important to the person. Windsor et al. (2023) present evidence for psychological and behavioural therapies supporting areas such as literacy, memory, attention, and adaptive functioning; however, outcomes should be assessed carefully due to diversity in study quality.

Mental health services should offer earlier contact and therapeutic input, rather than protracted periods of waiting without meaningful help. The findings from the UK by Totsika et al. (2025) indicate that improvements are needed, particularly throughout the referral and waiting-list stages. Rehabilitation goals should be person-centred and encompass education, work, relationships, everyday living, and community participation. But services need to offer tangible resources to achieve these goals (McCausland et al., 2022). UK policy should continue to promote coordinated community services while reviewing whether changes genuinely increase access, independence, and quality of life (Department of Health and Social Care, 2022).

Conclusion

Research should study larger and more diverse groups, including people of different ages and locations. Research outcomes should also encompass independence, involvement, relationships, employment, and quality of life in addition to diagnostic scores.
Summary. Mild disturbance of intellectual development is a helpful clinical categorization but cannot be derived from IQ alone. The emphasis on intellectual and adaptive functioning in ICD-11 is a stronger focus on everyday life, although recent data emphasizes the value of context, co-occurring disorders, and clinical judgment.

Treatment is best seen as support for development, mental health, independence, and participation, not as an attempt to get rid of the underlying developmental disorder. Psychosocial therapies and person-centred rehabilitation can provide valuable advantages, but their effectiveness depends on individual circumstances and the quality of the resources available.
The neurodiversity debate also questions purely deficit-based readings of intellectual difference. But acknowledging neurological variation should not be a substitute for acknowledging real support requirements. The best overall approach is one that combines accurate classification with person-centred, evidence-based, and community-focused care. 
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