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Introduction
Now, autism spectrum disorder (ASD) is at the heart of a major debate in the field of mental health: Is it a disorder that needs to be diagnosed and treated or a natural difference that services should support rather than ‘fix’? The World Health Organisation’s ICD-11 attempts to do both. It still uses the word ‘disorder’ for autism but also uses language that recognises the impact of a person’s environment and that autism can look different at different points in life (Greaves-Lord, Skuse and Mandy, 2022). This report considers the classification and diagnosis of autism in ICD-11, the treatment and support of autism in practice, and the debates around neurodivergence, unequal diagnosis and reclassification that are impacting practice and policy today.
Classification and Diagnosis
In ICD-11, autism spectrum disorder is coded as 6A02 and is placed in the group ‘Neurodevelopmental Disorders’. This placement indicates that autism is thought of as something that a person is largely born with, through genes and brain development, although the environment also has a role (Greaves-Lord, Skuse and Mandy, 2022). For someone to be diagnosed, they must have problems in two main areas, not three as in previous systems: (1) persistent difficulties starting and maintaining reciprocal social communication, and (2) a restricted, repetitive and rigid pattern of behaviours or interests that is clearly unusual for the person's age and culture (Greaves-Lord, Skuse and Mandy, 2022). A new addition in comparison with ICD-10 is unusual sensory reactions, such as hypersensitivity or hyposensitivity to sound, light or touch. For the first time, this is considered a core diagnostic feature (Greaves-Lord, Skuse and Mandy, 2022).
One of the biggest changes is that the old separate categories of childhood autism, atypical autism, Asperger syndrome and pervasive developmental disorder not otherwise specified have all been combined into one single spectrum diagnosis. The reason for this change was that studies showed that these categories could not be reliably distinguished in real clinical practice and maintaining them as separate categories was creating artificial distinctions. ICD-11 also removes the strict rule that signs must appear before three to five years of age. Instead, it acknowledges that challenges may only manifest when life becomes more challenging, for example, in adolescence, at university or when starting a new job (Greaves-Lord, Skuse and Mandy, 2022). Instead of the three severity levels used by DSM-5, ICD-11 adds additional notes on the degree to which a person 's intellectual ability and language ability are affected. These attributes can change over the years, so ICD-11 uses a different approach.
The words of ICD-11 matter. It explicitly describes autism as a ‘disorder’ and locates it within a medical classification system used for health statistics and funding decisions. This is the case even if the people who wrote ICD-11 also value a more rounded, biopsychosocial way of thinking about autism that fits with the neurodiversity movement (Greaves-Lord, Skuse and Mandy, 2022). For the first time, ‘camouflaging’, or masking, is recognised on diagnosis in ICD-11. This is where an autistic person works extremely hard to hide their autism and try to pass as non-autistic. According to ICD-11, a diagnosis can still be made even if the person's troubles have been disguised from others. In practice, making a diagnosis necessitates a thorough examination of a person's development, rather than simply seeing how they behave now, because physicians want confirmation that autistic features were present early in life, even if they were not clearly causing difficulties at the time.
It might be difficult to distinguish between autism and other disorders. ICD-11 classifies problems that frequently overlap with autism, such as intellectual impairment, ADHD, and personality disorder, under the heading 'boundaries with other diseases and conditions', rather than considering them as something that inherently rule autism out. This represents how frequently these problems occur together in actual patients (Greaves-Lord, Skuse, & Mandy, 2022). It is particularly difficult to distinguish between late-appearing autistic features and an adult personality disorder since both might entail difficulties with connection, understanding other people's perspectives, and emotion management. Clinicians are instructed to seek evidence that social issues date back to early infancy, since personality disorder does not need this. The number of persons diagnosed with autism has also increased dramatically during the previous two decades. Most experts believe this is due to broader diagnosis criteria and more awareness, particularly among autistic persons with average or higher IQ, rather than more people acquiring autism (Zeidan et al., 2022).
Treatment and Rehabilitation
There is no treatment or cure for autism's basic traits. Medication is only used to treat associated issues, such as anxiety, irritability, or poor sleep. The most prevalent treatment strategy is Applied Behaviour Analysis (ABA), which is often provided as Early Intensive Behavioural Intervention (EIBI). This often entails 20 to 40 hours of treatment each week for pre-school children, in addition to comparable programs such as the Early Start Denver Model. A 2018 Cochrane review, one of the most reliable kinds of evidence evaluation, discovered only 'limited evidence' that EIBI works. The review identified small sample sizes, a high risk of bias, and inconsistent methods for evaluating outcomes across studies (Reichow, Hume, Barton, and Boyd, 2018). A subsequent UK research, financed by the National Institute for Health Research, gathered data from 491 youngsters over 10 trials. It discovered minor increases in cognitive skills and everyday adaptive behaviour after one and two years compared to usual treatment, but no significant change in autistic symptoms itself. Only one trial tracked children for more than two years, and by seven years, the initial gains were vanished (Rodgers et al., 2021; Rodgers et al., 2020).
These findings raise an important question: what is this treatment truly doing, and for whom? A cost-effectiveness analysis conducted for UK health services discovered that early intense ABA-based therapy was only cost effective if the effects lasted a long time and changed a child's school placement, which existing research does not support. There is also dispute on what these programs should aim to accomplish in the first place. Because ABA-based programs have generally attempted to diminish conspicuous autistic symptoms while increasing 'normal' social conduct, critics argue that they can lead to autistic children engaging in the same camouflage and masking that ICD-11 now defines as detrimental. Masking has been associated to weariness and greater rates of anxiety, sadness, and suicide ideation (Cook et al., 2021).
The ICD-11 provides a more realistic, functional approach, and current best-practice guidelines are following suit. It focuses on enhancing a person's fit with their surroundings rather than completely removing autistic features. Speech and language treatment, occupational therapy for sensory issues, organised autism education, and adjustments to school or workplace environments can be utilised in conjunction with or in place of solely behavioural programs (Greaves-Lord, Skuse, and Mandy, 2022). In 2022, the Lancet Commission on Autism advocated for a ‘stepped care' paradigm. This entails providing customised, needs-based care developed in collaboration with autistic persons and their families, rather than implementing a single standard therapy to everyone, given the diversity of the autistic population. Even yet, in practice, many health systems continue to provide ABA-based programs as the default option, while family support, school-based assistance, and methods that focus on wellness rather than 'fixing' behaviour remain underfunded and understudied.
Current Debates and Emerging Issues
The 'neurodiversity' movement is currently the topic of the most heated controversy. Autism, according to this style of thought, is not a sickness, but rather one of the normal ways that human brains may function, like ADHD and dyspraxia. According to Pellicano, and den Houting (2022), autism research has traditionally been based on a 'normal science' model that looks for deficits, but autistic researchers and advocates are now pushing the field to view autism as a natural variation and to focus more on fitting the environment to the person. This adds stress to ICD-11. Even while the categorisation now acknowledges masking and how much autism may change over time, it still refers to autism as a 'disease'. This does not play well with a movement that opposes labelling differences as illnesses (Green, 2023).
However, this is more than a one-sided debate. Recent studies including both autistic and non-autistic people of the autism community discovered a great deal of shared agreement, such as lowering stigma and enhancing support. However, there was serious dispute. Some people, particularly those close to autistic people with intellectual disabilities or who do not speak, are concerned that focusing too heavily on neurodiversity will diminish the gravity of some people's difficulties and the extent to which they still require structured, evidence-based support (Dwyer et al., 2025). Ellis (2023) makes a similar point, claiming that the neurodiversity movement is as much about identification and belonging as it is about science, therefore conflicts over how autism is defined are inextricably linked to discussions over identity and recognition.
A second key point of contention is uneven diagnosis, particularly based on gender and sex. Autism is diagnosed nearly three times more frequently in men than in women. A growing body of research links part of this gap to the 'female autism phenotype,' in which clinicians who are used to seeing male-typical autism may miss it in girls and women or diagnose them with something else, such as anxiety, an eating disorder, or a personality disorder (Hull, Petrides, and Mandy, 2020). Because the majority of the research and clinical experience behind ICD-11 has been conducted on males, it is reasonable to question if the criteria are sensitive enough to detect this type of presentation, even though the current wording now specifically addresses camouflaging (Greaves-Lord, Skuse, and Mandy, 2022).
Finally, it is still debatable whether Asperger syndrome should be removed as a discrete diagnostic and included into the broader autism spectrum. This was a reasonable therapeutic conclusion, as studies shown that the category could not be consistently distinguished from autism in general. However, some people who had developed their identity and group around having a 'Asperger's' diagnosis saw this development as a serious loss. This demonstrates how categorisation judgements influence actual people's lives and identities, rather than merely clinical paperwork (Ellis, 2023). Simultaneously, more people are being referred for evaluation and waiting lists for autism diagnosis are growing throughout children's and young people's mental health facilities. This is compounded worse by the fact that, according to experts, many of the therapies now available lack good proof (Green, 2023).
Rising referral rates and broader diagnostic criteria have had a significant impact on autism diagnosis waiting times in public healthcare, which have risen from months to years in many cases (Green, 2023; Zeidan et al., 2022). This is a significant issue for policymakers. Simply identifying more individuals faster without enhancing the assistance available after diagnosis risks leaving more people with a label but no improved aid. 
Recommendations
A few practical modifications would be beneficial. First, physicians should receive training on how autism manifests differently in women and girls, as well as how to detect camouflage using evaluation methods created with this in mind. This might assist to prevent late or missing diagnosis (Hull, Petrides, & Mandy, 2020). Second, health providers and doctors should avoid treating ABA-based programs as the default first option. Instead, they should adopt the Lancet Commission's individual, stepped-care model and focus on outcomes that autistic people say are important, such as wellbeing and less pressure to mask, rather than simply making behaviour appear more 'normal' (Lord et al., 2022; Dwyer et al., 2025). Third, future research funding should prioritise tracking children for considerably longer than the normal two years, as we do not yet know if early changes translate to improved adult outcomes (Rodgers et al., 2021). Finally, when future diagnostic guidance and policy are developed, autistic people, including those with intellectual disabilities and those who do not use speech, should be properly involved to ensure that a shift toward neurodiversity-friendly policy does not leave people with the most support needs behind (Dwyer et al., 2025; Pellicano and den Houting, 2022).
Conclusion
ICD-11 represents a significant improvement over previous methods of defining autism, particularly in terms of identifying camouflage, lifetime variance, and sensory impairments. However, autism is still referred to as a 'disease', the evidence for traditional treatments is poor and contested, and diagnosis remains discriminatory to certain groups, particularly women and girls. This demonstrates that categorisation, diagnosis, and therapy are still ongoing tasks, not settled science. Real progress will be made by developing programs, research agendas, and daily language that autistic individuals perceive to be fair and actually beneficial, rather than redrawing diagnostic borders.
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