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Introduction

Neurocognitive disorders (NCDs) are a group of acquired conditions characterised by a decline in cognitive functioning, including memory, attention, executive functioning and social cognition. Unlike neurodevelopmental disorders, these conditions represent a deterioration from a previously attained level of functioning and are most associated with ageing populations. The International Classification of Diseases, 11th Revision (ICD-11), developed by the World Health Organization (WHO), categorises neurocognitive disorders within Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders (WHO, 2019). Within the United Kingdom, diagnostic and treatment practices are guided by ICD-11 alongside frameworks provided by the National Health Service (NHS) and the National Institute for Health and Care Excellence (NICE).

Neurocognitive disorders include a spectrum of conditions such as delirium, mild neurocognitive disorder, and major neurocognitive disorder (commonly referred to as dementia). With an ageing population, these conditions represent a growing public health concern in the UK, affecting individuals, families and healthcare systems. This report critically examines neurocognitive disorders with a focus on classification and diagnosis under ICD-11, evaluates treatment and rehabilitation approaches within the UK, and explores current debates including neurodivergence and diagnostic frameworks. The report concludes with evidence-based recommendations for improving clinical practice, policy and research.

Classification and Diagnosis
ICD-11 Classification of Neurocognitive Disorders

ICD-11 defines neurocognitive disorders as conditions involving clinically significant decline in one or more cognitive domains due to an underlying disease process (WHO, 2019). This represents a significant advancement from ICD-10 by introducing clearer distinctions between mild and major neurocognitive disorders, enabling earlier identification and intervention. Mild neurocognitive disorder refers to modest cognitive decline that does not significantly interfere with independence, whereas major neurocognitive disorder involves substantial impairment affecting daily functioning.
A key strength of ICD-11 is its integration of aetiology into classification. Disorders are categorised not only by symptoms but also by underlying causes such as Alzheimer’s disease, vascular disease or substance use. This dual coding approach enhances diagnostic accuracy and supports more personalised treatment planning (Reed et al., 2019). However, critics argue that such categorisation may still oversimplify the complexity of neurocognitive disorders, particularly in cases involving mixed pathologies where multiple causes contribute to cognitive decline.

Diagnostic Criteria and Processes

The diagnosis of neurocognitive disorders requires evidence of a decline in cognitive functioning relative to a previous level of performance. ICD-11 criteria for major neurocognitive disorder include impairment in multiple domains such as memory, attention, language and executive functioning, alongside a significant impact on independence in daily activities (WHO, 2019). Importantly, ICD-11 does not require memory impairment as a mandatory symptom, reflecting a broader understanding of how these disorders can present.

In the UK, diagnosis typically involves a multidisciplinary approach including general practitioners, neurologists, psychiatrists and psychologists. Individuals are often referred to NHS memory clinics for comprehensive assessment, which may include cognitive screening tools such as the Mini-Mental State Examination (MMSE) and the Montreal Cognitive Assessment (MoCA), alongside neuroimaging and blood tests to exclude reversible causes (NHS, 2023).

Despite these structured processes, diagnosis remains challenging. Distinguishing between normal ageing and pathological decline can be difficult, particularly in early stages. Additionally, comorbid conditions such as depression or delirium may mimic or mask cognitive impairment, increasing the risk of misdiagnosis. Socio-cultural factors, including language, education and health literacy, may also influence assessment outcomes, raising concerns about equity and inclusivity within diagnostic practices.

Comparison with DSM-5
Although ICD-11 is the primary diagnostic system used in the UK, it is useful to compare it with the Diagnostic and Statistical Manual of Mental Disorders (DSM-5). Both systems use the term neurocognitive disorder and distinguish between mild and major forms. However, DSM-5 places greater emphasis on neuropsychological testing and functional impairment thresholds.

This comparison highlights a broader issue within psychiatric classification: the lack of a universally agreed diagnostic framework. Differences between systems may lead to inconsistencies in diagnosis and research, although both aim to improve clinical understanding. In practice, UK clinicians may draw on both systems, but ICD-11 remains the official standard within the NHS.

Language and Terminology in Classification

The shift from dementia to neurocognitive disorder reflects efforts to adopt more inclusive and less stigmatising terminology. However, the term disorder itself remains contested. Some argue that it reinforces a deficit-based perspective, while others emphasise its importance in ensuring access to healthcare services.

In the UK, dementia continues to be widely used in public discourse due to its familiarity. This creates a tension between clinical precision and public understanding. Addressing this issue requires careful communication strategies that balance clarity with sensitivity to individuals lived experiences.

Treatment and Rehabilitation
Treatment of neurocognitive disorders in the UK involves both pharmacological and non-pharmacological approaches, guided by NICE and NHS frameworks. Pharmacological treatments such as cholinesterase inhibitors e.g., (donepezil) and memantine are commonly used to manage symptoms, particularly in Alzheimer’s disease (NICE, 2022). These medications may offer modest improvements in cognition and delay progression, but they are not curative.

Non-pharmacological interventions are increasingly recognised as essential components of care. Cognitive stimulation therapy (CST) is widely recommended and has been shown to improve cognitive functioning and quality of life. Other approaches include behavioural therapy, reminiscence therapy and environmental adaptations to support daily functioning.

Rehabilitation Measures in Practice

Rehabilitation for neurocognitive disorders focuses on maintaining independence and enhancing quality of life. In the UK, this is typically delivered through multidisciplinary teams involving occupational therapists, physiotherapists, psychologists and social workers. Interventions may include cognitive rehabilitation, physical activity programmes and social engagement initiatives.

Community-based services play a vital role in supporting individuals outside clinical settings. These include day centres, support groups and home-based care services. The NHS promotes person-centred care, ensuring that interventions are tailored to individual needs, preferences and cultural backgrounds.

Carer support is a critical aspect of rehabilitation. Informal carers, often family members, provide most of the care for individuals with neurocognitive disorders. While the NHS offers resources such as respite care and counselling, access remains inconsistent, highlighting the need for improved support systems.

Effectiveness and Limitations
Despite advances in treatment, significant limitations remain. Pharmacological interventions provide only limited benefits and may cause side effects such as nausea or dizziness. Non-pharmacological approaches, while effective, require sustained engagement and resources that may not always be available.
A major issue in the UK is inequality in access to services. Individuals in rural or deprived areas may experience delays in diagnosis and limited access to specialist care. Additionally, fragmented coordination between health and social care services can result in gaps in care provision. Workforce shortages and funding constraints further exacerbate these challenges, limiting the overall effectiveness of treatment and rehabilitation strategies.

Current Debates and Emerging Issues

One key debate concerns the increasing emphasis on early diagnosis, particularly of mild neurocognitive disorder. While early identification can support planning and intervention, it may also lead to psychological distress and uncertainty for individuals who may not progress to more severe impairment. This raises ethical questions regarding the balance between benefit and harm.

Furthermore, the categorical nature of ICD-11 has been criticised for failing to capture the complexity and variability of neurocognitive disorders. Many individuals present with mixed or atypical symptoms that do not fit neatly into predefined categories, suggesting a need for more flexible diagnostic approaches.





Neurodivergence and Conceptual Challenges

The concept of neurodivergence challenges traditional medical models by viewing cognitive differences as natural variations rather than deficits. While this perspective is widely applied to neurodevelopmental conditions, its relevance to neurocognitive disorders is debated. Given the progressive and often debilitating nature of these conditions, some argue that a purely neurodivergent framework may not adequately address the need for medical intervention.

However, integrating elements of this perspective may help reduce stigma and promote dignity. Recognising the strengths and identities of individuals, rather than focusing solely on decline, aligns with person-centred care principles increasingly emphasised in UK healthcare policy.

Policy and Future Implementations

In the UK, policy initiatives such as the NHS Long Term Plan and the Dementia Strategy aim to improve diagnosis rates and care quality. However, implementation remains inconsistent due to resource limitations and increasing demand. Addressing these challenges requires greater investment in services, workforce development and research.

Emerging technologies, such as digital health tools and artificial intelligence, may offer new opportunities for early detection and monitoring. However, ethical considerations regarding data privacy and accessibility must be carefully addressed.




Recommendations
Several recommendations can be made to improve outcomes for individuals with neurocognitive disorders. Firstly, diagnostic processes should incorporate a more holistic approach, considering social, cultural and psychological factors alongside clinical criteria. This may enhance accuracy and reduce inequalities.

. Increased investment in community-based and non-pharmacological interventions is essential. Expanding access to cognitive stimulation therapy and rehabilitation services can improve quality of life and support independence.

. Greater support for carers is needed, including access to respite services, financial support and mental health resources. Recognising the vital role of carers is crucial for sustainable care systems.

. Ongoing research and policy development should focus on innovative treatments and more flexible diagnostic frameworks. Collaboration between healthcare providers, researchers and service users will be key to advancing understanding and improving care.










Conclusion
Neurocognitive disorders present a complex and growing challenge within the UK healthcare system. The ICD-11 provides a comprehensive framework for classification and diagnosis, supporting improved understanding and management of these conditions. However, limitations in diagnosis, treatment effectiveness and service provision highlight the need for continued development.

Current debates, including those related to early diagnosis and neurodivergence, emphasise the importance of adopting a critical and flexible approach to care. By investing in services, supporting carers and promoting person-centred care, the UK can improve outcomes for individuals with neurocognitive disorders and better respond to the needs of an ageing population.
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