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According to the 11th edition of the International Classification of Diseases (ICD-11), attention deficit hyperactivity disorder (ADHD) is classified as a neurodevelopmental disorder under code 6A05 (World Health Organization, 2025). This disorder is among the better-known in this category, with global systematic reviews indicating that 2.58% of adults have ADHD with childhood onset, and 6.76% have symptoms of ADHD, regardless of onset (Song et al., 2021). In contemporary psychiatric classification, ADHD is one of the more controversial disorders. This report describes the ICD-11 classification and diagnosis of ADHD, assesses different approaches to treatment and rehabilitation, and addresses controversies surrounding ADHD, particularly the challenge that the neurodiversity paradigm poses to the classification of ADHD. Following this assessment, suggestions for practice, policy, and research are offered.
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In ICD-11, ADHD is classified in Chapter 6 under the Neurodevelopmental disorders and has the code 6A05 (World Health Organization, 2025). In ICD-10, the condition was classified under the Behavioural and emotional disorders with onset in childhood and adolescence and was named Hyperkinetic Disorder. The placement of ADHD in ICD-11 as a neurodevelopmental disorder, rather than a Behavioural Disorder of childhood, is an improvement, as it is more in line with the opinion of DSM-5 (Doernberg and Hollander, 2016). ICD-11's classification of the disorder into three main presentations subdivides the disorder and allows clinicians to record the most prominent symptoms, as opposed to the previous system of recording a single undifferentiated category (World Health Organization, 2025).

The diagnostic criteria for ADHD are persistent inattention and/or hyperactivity-impulsivity symptoms persisting at least six months, with evidence of symptoms before the age of twelve. Symptoms must occur in more than one setting and must adversely affect school, work, and social activities (World Health Organization, 2025). Symptoms must exceed the limits of normal developmental variation and must not be more appropriately explained by another condition or by the effects of a substance.

In the UK, according to NICE guideline NG87, a diagnosis of ADHD can be made only by a specialist psychiatrist or paediatrician, or another specialist with appropriate training and expertise in ADHD. The primary care practitioner should not make a diagnosis or initiate treatment. Diagnosis should not be based on rating scales but on a full clinical and psychosocial assessment, developmental and psychiatric history, and input from observers (National Institute for Health and Care Excellence, 2019). The evidence for the diagnosis is strong and is supported by the World Federation of ADHD consensus statement, which synthesised evidence, concluded 208 statements, was approved by 80 authors across 27 countries, and was endorsed by an additional 366 experts (Faraone et al., 2021).

Despite the strong evidence for the diagnosis, there is considerable variability in diagnostic practice. Young et al. (2020) reported a range of clinical referral ratios of boys to girls, with those in clinical practice reporting ratios from 3:1 to 16:1, whereas in the few community samples the ratio was closer to 3:1, reflecting a substantial number of women and girls being undiagnosed. Among girls and women, some of the hyperactive-impulsive symptoms may be less noticeable, and compensatory strategies may mask symptoms. There may also be a tendency for clinicians to diagnose a primary internalised or personality disorder.

Classification also deserves discussion. ICD-11 consistently uses the term disorder, which implies dysfunction located within the individual, in contrast to condition, which is comparatively neutral, or illness, which carries connotations of pathology and of possible recovery. This terminology is not neutral in its effects, and it forms the basis of the debate examined in section four.
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Treatment in the UK follows a stepped approach outlined in NICE guideline NG87. For children over the age of 5, the first interventions are parental support and environmental changes. Medication is prescribed only if symptoms remain impairing across different situations. Methylphenidate is the first-choice medication for this group (National Institute for Health and Care Excellence, 2019). For adults, medication is offered if there is ongoing impairment after environmental changes. Methylphenidate and lisdexamfetamine are first-choice medications, and cognitive behavioural therapy is offered to adults who either do not consent to medication or cannot tolerate it.

Generally, this approach has good pharmacological support. Cortese et al. (2018) identified methylphenidate as the preferred first-line medication for children and adolescents on the basis of teacher ratings (SMD -0.82), and amphetamines as the strongest option for adults (SMD -0.79), although amphetamines were less well tolerated and modafinil showed no benefit over placebo in adults.

The picture becomes more complex with new evidence. Ostinelli et al. (2025) conducted a component network meta-analysis of 113 randomised controlled trials with 14,887 participants and published results for the adult ADHD population. Their results indicated that stimulants and atomoxetine reduced core ADHD symptoms, as reported by both participants and clinicians, after 12 weeks. Improvements were reported in clinician-based outcomes only for cognitive behavioural therapy (CBT), cognitive remediation therapy (CRT), mindfulness, psychoeducation, and transcranial direct current stimulation (tDCS). The analysis also showed that atomoxetine was less acceptable than placebo. The distinction between clinician-based and self-reported outcomes is important to consider, as it is possible that the intervention changed how observers perceive difficulties without altering participants' own perceptions.

ICD-11 embeds functional impairment within the diagnostic requirements themselves, since symptoms must have a direct negative impact on academic, occupational or social functioning in order to warrant diagnosis (World Health Organization, 2025). ICD-11 is, however, a classification system rather than a treatment framework, and it does not set out rehabilitation programmes. In practice, rehabilitation is delivered through environmental modification, educational and workplace adjustments and psychoeducation.

The independent ADHD Taskforce reported that only 15 to 25% of children and adults with ADHD receive pharmacological treatment, and that waiting times for assessment have reached over four years for children and over eight years for adults in some areas (NHS England, 2025a). The evidence base therefore describes treatment that a considerable proportion of the diagnosed population does not currently access.


[bookmark: _Toc237602961]Current Debates and Emerging Issues

The main contemporary issue is whether to classify ADHD as a disorder. The neurodiversity perspective critiques the deficit-based system of psychiatric classification. Sonuga-Barke (2023) posits that ADHD and autism are best viewed as variations in thinking and behaviour caused by atypical brain development and should not be considered brain dysfunctions. Accordingly, Sonuga-Barke believes the focus of research should be on how different environments affect the diverse range of neurodivergent individuals. Chapman and Botha (2023) elaborate on this in a clinical context. They propose that dysfunction should be viewed as relational rather than individual. Clinical practitioners should adopt an approach of epistemic humility when encountering neurodivergence that differs from their own.

The opposing view is not simply a wish to preserve the status quo. Faraone et al. (2021) brought together experts from the World Federation to produce a consensus statement addressing misconceptions about ADHD, reducing stigma and strengthening the right to treatment. The assertion in this case is that the validated diagnostic category enables the use of medication, mandated educational and occupational adjustments, and legal protections, and that jeopardising ADHD’s status as a disorder will eliminate the process through which support is available. Thus, there is a real dilemma: the framing that the neurodiversity paradigm opposes is also the framing that enables support.

ICD-11 may already have ceded some ground. Classifying ADHD as a neurodevelopmental disorder rather than a childhood behaviour disorder frames it as developmental rather than a behavioural or emotional problem, resulting in a more neurodiversity-friendly approach, while still using the word disorder (World Health Organization, 2025; Doernberg and Hollander, 2016). Therefore, the classification of ADHD falls between the two approaches and does not fully resolve the issue.

This part of the discussion is surprisingly relevant to treatment research. The study by Ostinelli et al. (2025) presents an interesting argument. Psychosocial and neurostimulatory interventions improved clinicians’ observations but did not affect self-observations. This raises the question of whose observations will be used to demonstrate that the therapy was beneficial. If improvement is measured largely by how far a person's behaviour approximates a non-divergent norm, then the outcome measures themselves embed the assumption under dispute.

There are other relevant issues regarding demand and recognition. Song et al. (2021) found that adult persistent ADHD was 2.58%, while adult symptomatic ADHD was 6.76%. The gap is contested when discussing overdiagnosis. However, even with research on over-identification, systematic under-identification is evident. Young et al. (2020) show that girls and women are significantly under-recognised, while females are more likely to receive an alternative diagnosis first.

These discussions impact policy. The ADHD Independent Taskforce reported that the specialist, single-diagnosis model is unsustainable, that the two-tier system of private and NHS access has created health inequities, and that the unmet need for ADHD costs the economy £17 billion every year, suggesting ADHD's impact extends beyond the NHS and requires collaboration across education, employment, and criminal justice systems (NHS England, 2025a). The Taskforce published a second report later the same year (NHS England, 2025b). This shift reflects greater alignment with a neurodivergence framework than with a solely medical framework.

[bookmark: _Toc237602962]Recommendations

First, the diagnostic category should remain unchanged, but the language used to describe it may be improved. Substituting condition for disorder where entitlement to support is unaffected would reduce the implication of individual dysfunction without dismantling the mechanism through which provision is accessed.

Second, diagnostic capacity should be widened. The requirement under NG87 that diagnosis be made only by a specialist (National Institute for Health and Care Excellence, 2019) protects diagnostic quality, but contributes to waits exceeding eight years for adults (NHS England, 2025a). Extending assessment to trained and supervised practitioners within a shared-care framework would address this without abandoning safeguards.

Third, there should be greater collaboration amongst the different service sectors. The Taskforce report concluded that ADHD goes beyond the responsibility of the NHS (NHS England, 2025a), requiring collaboration from education, employment, and justice services.

Fourth, the identification of girls and women should be improved, as the disparity reported by Young et al. (2020) shows that girls and women are significantly under-referred.

Fifth and finally, future research should report both clinician- and self-reported outcomes. This is because divergence between the two types of outcomes, as evidenced by Ostinelli et al. (2025), may indicate that they are assessing different things.
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For ICD-11, the positioning of ADHD is complex. A shift in position reflects a shift in how we understand and conceptualise ADHD. Retaining the word ‘disorder’ continues to leave the field divided. There is evidence supporting the use of pharmacological interventions for the treatment of ADHD; however, constrained access means the burden of the intervention still falls heavily on the person suffering. The central issue is therefore not whether ADHD is real, which the evidence establishes, but whether the framework used to classify it adequately reflects what is currently understood about neurodevelopmental difference.
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