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Autism Spectrum Disorder (ASD) is a neurodevelopmental condition characterised by persistent differences in social communication and social interaction, alongside restricted, repetitive and inflexible patterns of behaviour, interests or activities (World Health Organization, 2024). ASD is described as a spectrum because individuals present with varying strengths, needs and levels of support requirements. Some autistic people live independently with minimal support, whereas others require substantial lifelong assistance. The prevalence of autism diagnoses has increased internationally over recent decades, partly because of broader diagnostic criteria, improved awareness and better access to assessment services (Zeidan et al., 2022).
ASD remains an important issue within health and social care due to its impact on education, employment, mental health, relationships and access to services. However, autism is also increasingly understood through the neurodiversity perspective, which argues that neurological differences should not automatically be viewed as pathology but as part of natural human variation (Singer, 2017). This has created debate regarding how autism should be classified and described within medical systems such as ICD-11.
This report critically examines autism spectrum disorder within the framework of ICD-11, focusing on classification, diagnosis, treatment and rehabilitation. It also explores contemporary debates relating to language, gender bias, service inequalities and the tension between medical and social understandings of autism.

Classification in ICD-11
The International Classification of Diseases, 11th Revision (ICD-11), places autism spectrum disorder within Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, under the category of neurodevelopmental disorders (WHO, 2024). This reflects the understanding that autism emerges during developmental periods and affects cognitive, behavioural and social functioning from early life.
A major improvement from ICD-10 is that ICD-11 combines previous separate diagnoses such as childhood autism, Asperger syndrome and atypical autism into one umbrella diagnosis: autism spectrum disorder. This aligns with contemporary evidence showing that these presentations overlap significantly and are better understood dimensionally rather than as entirely separate disorders (American Psychiatric Association, 2022). The spectrum model allows clinicians to describe variation in intellectual development, functional language and support needs.
ICD-11 includes specifiers such as:
· with or without disorder of intellectual development
· with or without impairment of functional language
· associated with known medical or genetic conditions
This system improves clinical accuracy and person-centred planning because two autistic individuals may have very different experiences and support requirements.
However, classification within a mental disorders chapter remains controversial. Many autistic advocates argue that autism is not a mental illness and should not be grouped alongside psychiatric disorders. They suggest that placement within a diagnostic manual may reinforce stigma and deficit-based assumptions (Kapp, 2020). Others argue that classification remains necessary to secure access to assessment, education support, healthcare adjustments and legal protections. Without formal classification, some individuals may lose entitlement to essential services. Furthermore, the spectrum model has been praised for recognising diversity in presentation; however, some critics argue it can hide important differences between individuals with low and high support needs. A single diagnosis may simplify classification, but it may also reduce clinical specificity when planning services. For this reason, many professionals emphasise the importance of detailed specifiers and personalised assessments rather than relying solely on the umbrella term of Autism Spectrum Disorder.
The language of “disorder” is also debated. Some professionals prefer “condition” to reduce stigma, while others maintain that “disorder” is clinically necessary because significant impairments may occur. This demonstrates tension between medical classification and identity-based perspectives.




Diagnosis
Diagnosis of ASD in ICD-11 requires persistent deficits in initiating and sustaining reciprocal social interaction and communication, together with restricted, repetitive and inflexible patterns of behaviour or interests. Symptoms must be present during the developmental period, although they may become more visible when social demands increase beyond coping capacity (WHO, 2024).
Assessment is typically multidisciplinary and may involve psychologists, psychiatrists, paediatricians, speech and language therapists and occupational therapists. Diagnostic processes often include developmental history, direct observation, interviews with family members and standardised tools such as ADOS-2 and ADI-R. Best practice emphasises holistic assessment rather than reliance on one tool alone (NICE, 2021).
Despite progress, diagnosis remains problematic in several areas. First, waiting times are lengthy in many countries, creating delays in support. In the UK, many families wait months or years for specialist assessment. Delayed diagnosis can negatively affect mental health, educational progress and family stress. It may also prevent timely access to reasonable adjustments in schools, workplaces and healthcare settings. Early identification is associated with better planning, earlier intervention and improved long-term outcomes.
Second, autism in females is historically under-recognised. Research suggests girls and women may present differently, showing fewer externalised repetitive behaviours and stronger social imitation skills. Many engage in “masking” or camouflaging behaviours to hide difficulties, leading to missed or late diagnosis (Hull et al., 2020). As a result, women may first receive diagnoses such as anxiety, depression or personality disorder before autism is identified.
Third, co-occurring conditions such as ADHD, learning disability and anxiety disorders can complicate assessment, increasing the risk of partial or inaccurate diagnosis. Third, cultural bias can affect diagnosis. Diagnostic tools were largely developed using Western male samples. Behaviours considered atypical in one culture may be interpreted differently in another. Consequently, minority ethnic communities may face underdiagnosis or misdiagnosis (Lai et al., 2023).

Therefore, while ICD-11 criteria are broader and more flexible than previous systems, real-world diagnosis still reflects structural inequalities, gender stereotypes and service limitations.

Treatment Approaches
There is no cure for autism spectrum disorder, and many autistic people reject the idea that autism requires curing. Instead, treatment should focus on improving quality of life, reducing distress and supporting communication, independence and participation.

Evidence-based interventions often include speech and language therapy, occupational therapy and behavioural supports tailored to the individual. Speech and language therapy may assist expressive communication, social understanding and alternative communication methods such as AAC systems. Occupational therapy can address sensory sensitivities, routines and daily living skills. Individual care plans are particularly important because autistic people present with highly diverse strengths and needs.

Behavioural interventions, including forms of Applied Behaviour Analysis (ABA), remain controversial. Supporters argue structured behavioural methods can improve adaptive functioning and communication. Critics argue some ABA approaches prioritise compliance and normalisation over autonomy, potentially causing distress (Bottema-Beutel et al., 2021). This highlights the need for ethical, person-centred practice that respects autistic identity and informed consent where possible.

Psychological therapies such as adapted Cognitive Behavioural Therapy (CBT) may help autistic people experiencing anxiety, depression or obsessive symptoms. Mental health difficulties are common due to social exclusion, bullying and sensory stress rather than autism itself (Cassidy et al., 2018). Therefore, clinicians must distinguish between autism traits and co-occurring mental health conditions.





Rehabilitation and Support
Rehabilitation in autism refers less to recovery from illness and more to enabling functioning, independence and meaningful participation across the lifespan. This requires coordinated educational, social and health support.
Early intervention services may help children develop communication, play and adaptive skills. However, support should continue beyond childhood, as autistic adults are often underserved. Many services reduce significantly after school age despite ongoing needs.
Educational rehabilitation includes reasonable adjustments, structured learning environments, sensory accommodations and inclusive teaching strategies. In adulthood, vocational rehabilitation may include job coaching, workplace adjustments and supported employment programmes. Research shows autistic adults face high unemployment despite valuable skills such as attention to detail, reliability and specialist interests (National Autistic Society, 2024).
Independent living support may involve budgeting, travel training, housing assistance and community inclusion programmes. Family support is also important, as carers may experience emotional and financial strain. Respite care and psychoeducation can improve family wellbeing.
A critical issue is fragmented service provision. Many individuals fall between disability, mental health and social care systems. Person-centred planning and multidisciplinary collaboration are essential to avoid crisis-driven interventions.
Therefore, rehabilitation should be understood as enabling participation rather than correcting autism.

Current Debates
One major debate concerns the neurodiversity movement, which views autism as a natural neurological variation rather than solely a disorder. This perspective has influenced policy, education and clinical practice by promoting acceptance, accessibility and autistic-led decision-making. Rather than focusing entirely on deficits, neurodiversity frameworks emphasise strengths frequently associated with autism, such as intense focus, honesty, pattern recognition and specialist knowledge. Critics, however, argue that some neurodiversity discussions may understate the profound challenges experienced by autistic people with intellectual disability, limited speech, self-injurious behaviours or high daily support needs. A balanced position recognises that autism can be both a valued identity and a disabling condition depending on the individual and context.

Another debate concerns rising diagnosis rates internationally. Some commentators argue autism is being overdiagnoses because of broader criteria, increased public awareness and greater professional recognition. Others strongly dispute this claim, suggesting that many people were historically overlooked and are only now being correctly identified. This is particularly relevant for women, ethnic minority communities and older adults who grew up when autism was poorly understood. Therefore, increased prevalence figures may reflect better recognition rather than a true increase in incidence. It is also possible that over-identification occurs in some settings while underdiagnosis continues in others.

Language remains contested. Some prefer identity-first language (“autistic person”), arguing that autism is inseparable from identity and should not be treated as something detachable. Others prefer person-first language (“person with autism”) because it emphasises personhood beyond diagnosis. There is no universal agreement, and professionals should respect individual preference rather than impose one model. The continued use of terms such as “high-functioning” and “low-functioning” is also criticised because these labels can oversimplify needs and ignore fluctuating abilities.













Conclusion

Autism Spectrum Disorder in ICD-11 reflects significant progress in recognising autism as a spectrum with varied presentations and support needs. The unified classification has improved diagnostic flexibility and moved beyond outdated subcategories. However, classification within a disorders framework remains contested by neurodiversity advocates concerned about stigma and deficit narratives.
Diagnosis has advanced but continues to be affected by long waiting lists, gender bias and cultural inequality. Treatment should not aim to cure autism but to enhance wellbeing, communication and autonomy through person-centred interventions. Rehabilitation must extend across education, employment and independent living, particularly for autistic adults who are frequently underserved.
Overall, ASD demonstrates the need to integrate medical knowledge with social inclusion and human rights approaches. Future practice should prioritise timely diagnosis, equitable services and meaningful involvement of autistic people in shaping policy and care. In addition, future developments should prioritise earlier identification, especially among females and culturally diverse populations who remain underdiagnosed. Greater professional training is required to improve diagnostic accuracy and reduce stereotypes. Services must also move beyond childhood models to provide sustained adult support in employment, housing and mental health care. If healthcare systems combine evidence-based practice with autistic-led perspectives, outcomes are likely to improve significantly across the lifespan.
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