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Autism Spectrum Disorder: A Critical Examination  
 Introduction
Autism Spectrum Disorder (ASD) is a neurodevelopmental disorder marked by limited, repetitive patterns of behaviour, interests, or activities, as well as ongoing deficiencies in social communication and interaction (WHO, 2022). Because of the considerable variation in symptoms and intensity among individuals, it is classified as a spectrum condition. About 1% to 2% of people worldwide suffer from ASD, while prevalence numbers vary based on knowledge, cultural context, and diagnosis procedures (Lai et al., 2014). According to Simonoff et al. (2008), ASD frequently co-occurs with other neurodevelopmental or psychiatric disorders, including attention deficit hyperactivity disorder (ADHD), anxiety, depression, and intellectual difficulties.The ICD-11 categorisation and diagnosis of ASD are critically examined in this paper, along with treatment and rehabilitation techniques, contemporary disputes, and evidence-based recommendations for practice and policy. The analysis ensures a comprehensive, research-informed conversation by drawing on current scholarly literature, policy recommendations, and ethical considerations.
 Classification and Diagnosis
 ICD-11 places ASD in Chapter 6: Neurodevelopmental Disorders (WHO, 2022). The ICD-11 views ASD as a developmental disease, emphasising limited and repetitive behaviours, hobbies, or occupations, as well as ongoing challenges with social communication and engagement. The categorisation recognises that ASD is multifaceted and that people may have mild, moderate, or severe symptoms. In ICD-11, the term "disorder" refers to functional impairment rather than moral or personal inadequacy. From previous frameworks that frequently classified autism as a mental or psychological disorder, this phrase is an evolution (Maenner et al., 2020). Additionally, ICD-11 has specifiers for language skills and intellectual functioning, allowing clinicians to identify individual disparities, which is crucial for developing interventions and support (WHO, 2022).In contrast to earlier category models like ICD-10 or DSM-IV, ICD-11's dimensional approach enables more complex clinical evaluations. However, detractors contend that functional impairment criteria may still exclude people who exhibit noteworthy characteristics without obvious dysfunction, casting doubt on diagnostic thresholds and inclusivity (Lai & Baron-Cohen, 2015).
Diagnostic Criteria
Two fundamental domains for diagnosing ASD are outlined in ICD-11:
persistent deficiencies in social interaction and communication, such as:
Social-emotional reciprocity issues (e.g., limited back-and-forth discussion)
deficiencies in nonverbal communication behaviours, such as facial expressions and eye contact
Relationship development, maintenance, and comprehension challenges
limited, recurring patterns of conduct, hobbies, or pursuits, such as:
Repetitive speech, object use, or motor actions
rigid devotion to procedures and an insistence on sameness

Extremely limited and obsessive interests

Excessive or insufficient sensitivity to sensory information (WHO, 2022)
Intellectual disability alone cannot adequately account for symptoms, which must manifest in early developmental stages and result in functional impairment. Personalised treatment planning is made easier by the ICD-11's specifiers for severity, language proficiency, and intellectual functioning (Lord et al., 2018).
 
Diagnostic Process
A multidisciplinary approach is necessary for the diagnosis of ASD, frequently involving:
Early social, communicative, and behavioural characteristics are captured by developmental history and carer interviews (Lord et al., 2018).
Direct observation with organised instruments such as the Autism Diagnostic Observation Schedule (ADOS-2)
Assessments of cognitive and adaptive functioning, such as Vineland Adaptive Behaviour Scales and IQ tests
Checking for co-occurring disorders including epilepsy, depression, anxiety, or ADHD
Even with organised diagnostic procedures, it is still challenging to detect people with milder symptoms, especially women who might hide or make up for social issues (Hull et al., 2017). According to Zuckerman et al. (2014), diagnostic accuracy is further influenced by cultural characteristics, socioeconomic level, and access to specialised services, which may result in underdiagnosis or delayed identification.
 
Treatment and Rehabilitation
Standard Treatment Approaches
Management of ASD is highly individualised, reflecting the heterogeneity of the disorder. Treatment strategies are broadly classified into:
Interventions in Behaviour and Development

One of the most popular interventions is Applied Behaviour Analysis (ABA), which aims to enhance social communication, promote adaptive behaviours, and lessen problematic behaviours (Reichow et al., 2018).

Developmental, Individual-difference, Relationship-based (DIR/Floortime) approaches prioritise social contact and emotional engagement, encouraging play-based learning and child-led communication (Greenspan & Wieder, 2006).
Research demonstrates that early behavioural interventions are essential for maximising developmental trajectories (Dawson et al., 2010).

 Pharmacological Methods

Core symptoms of ASD are currently untreated by medicine. Co-occurring symptoms like irritability, hyperactivity, anxiety, or trouble sleeping are the main focus of pharmacological therapies (Harrison et al., 2019).
According to NICE (2013) guidelines, risperidone and aripiprazole are occasionally used to treat extreme irritability.
Depending on each patient's needs, additional drugs are taken into consideration, such as selective serotonin reuptake inhibitors for anxiety or stimulants for ADHD symptoms. 
Educational and Occupational Interventions

Individual Education Plans (IEPs) and structured educational support enhance communication skills and academic engagement (Howlin et al., 2009).
Occupational therapy focuses on everyday living skills and sensory processing, whereas speech and language therapy promotes communication development.
Adult independence and social integration are facilitated by supported employment programs and vocational training.

Rehabilitation Measures
ICD-11 places a strong emphasis on functional support and rehabilitation for people with ASD (WHO, 2022). Rehabilitation objectives:
Relationship and social communication abilities
Adaptive living skills, such as independence and self-care
involvement in community, professional, and educational activities
Multiagency cooperation between healthcare, education, and social care providers is frequently necessary for effective rehabilitation. Long-term efficacy varies according on age at intervention, symptom severity, and family support, despite the fact that structured behavioural treatments are evidence-based (Lord et al., 2020).

Effectiveness and Limitations
Although there is substantial scientific support for early intervention, its drawbacks include:
High resource intensity, which makes low-income places difficult to reach
Intensive behavioural regimens raise ethical questions since they may prioritise compliance over autonomy (Leaf et al., 2016).
Individual responses to therapies vary according on cognitive ability and co-occurring conditions (Estes et al., 2015).

Current Debates and Emerging Issues
Classification and Neurodiversity

According to the neurodiversity movement, ASD is not a deficiency but rather a natural variety (Jaarsma & Welin, 2012). This viewpoint promotes:
Strengths-based therapies that emphasise analytical, creative, and communicative abilities
Acknowledgement of autism identity, improving health and self-worth
Modifications to policies to promote inclusive learning and work settings
A conflict between clinical necessity and social identification is highlighted by certain academics who contend that diagnostic labels are still crucial for obtaining services (Sinclair, 2010). 

Gender Differences and Underdiagnosis
Classification and Neurodiversity

According to the neurodiversity movement, ASD is not a deficiency but rather a natural variety (Jaarsma & Welin, 2012). This viewpoint promotes:
Due to more subtle social challenges, disguising habits, or divergent interests, females with ASD are often underdiagnosed (Hull et al., 2017). This has consequences for:
Refinement of diagnostic criteria
Service delivery and customised interventions

Adult Diagnosis and Lifespan Considerations
Historically, ASD was considered a childhood disorder, yet adults frequently receive late diagnoses. Adult-focused interventions, including vocational support, social skills training, and mental health services, are increasingly relevant (Happé & Frith, 2020).
Co-occurring Conditions
High rates of comorbidity, including ADHD, anxiety, depression, and epilepsy, complicate diagnosis and treatment (Simonoff et al., 2008). ICD-11’s use of specifiers for co-occurring conditions provides a mechanism for personalised care planning.
Recommendations
1. Diagnostic refinement:
· Include gender-specific presentations and adult diagnostic guidelines.
2. Person-centred interventions:
· Emphasise neurodiversity-informed, strengths-based approaches.
3. Integrated service provision:
· Multiagency collaboration between health, education, and social services.
4. Policy and research:
· Increased funding for longitudinal studies on adult outcomes.
· Development of culturally sensitive assessment tools.
5. Training and awareness:
· Educator and healthcare professional training to recognise diverse ASD presentations.
· Public campaigns to reduce stigma and increase understanding.
The complicated neurodevelopmental disorder known as autism spectrum disorder (ASD) is typified by limited, repetitive activities and enduring abnormalities in social communication. ASD is categorised as a neurodevelopmental disease that usually manifests in early development in Chapter 6 of the International Classification of Diseases 11th Revision (ICD-11) published by the World Health Organization. Clinicians can identify the wide diversity of symptoms across the autism spectrum and give more flexible and customised assessments thanks to the ICD-11 framework's specifiers pertaining to intellectual functioning and linguistic skills.
Despite these improvements in classification, diagnostic processes remain complex and sometimes inconsistent. Access to specialist assessment services, cultural differences in recognising developmental difficulties, and gender-based variations in symptom presentation continue to influence the accuracy and timeliness of diagnosis. In particular, the growing body of research highlighting the underdiagnosis of females with ASD demonstrates the need for more inclusive diagnostic frameworks that account for masking behaviours and subtle social communication differences. Delayed or missed diagnoses can significantly affect access to early intervention services, educational support, and mental health care, thereby influencing long-term outcomes for many individuals on the spectrum.
The evaluation of treatment and rehabilitation approaches further illustrates the importance of adopting a multidisciplinary and individualised model of care. Behavioural and developmental interventions, including early intensive programmes such as Applied Behaviour Analysis and relationship-based developmental approaches, remain central components of evidence-based practice. These interventions can improve communication skills, adaptive functioning, and social participation when implemented appropriately and supported by trained professionals. However, the effectiveness of such approaches is influenced by several factors, including the age at which intervention begins, the severity of symptoms, and the level of family and community support available. Pharmacological treatments also play a role in managing associated symptoms such as anxiety, irritability, or hyperactivity, although no medication directly addresses the core characteristics of autism. Consequently, treatment approaches must focus on holistic and person-centred strategies that prioritise quality of life, autonomy, and long-term wellbeing.
Rehabilitation and support services are also crucial for enabling individuals with ASD to participate meaningfully in education, employment, and community life. The ICD-11 framework recognises the importance of rehabilitation strategies that promote independence and adaptive functioning across the lifespan. Educational support systems, speech and language therapy, occupational therapy, and supported employment initiatives can significantly improve outcomes when delivered in a coordinated and accessible manner. Nevertheless, disparities in service provision remain a significant challenge globally. Many individuals with ASD and their families experience long waiting times for diagnosis, limited access to specialist interventions, and inconsistent support during transition periods such as adolescence to adulthood. Addressing these systemic gaps requires stronger collaboration between healthcare, educational, and social care sectors.
In addition to clinical considerations, contemporary debates surrounding ASD have fundamentally reshaped the way the condition is understood within society. The emergence of the neurodiversity movement has challenged traditional deficit-based models of autism, instead emphasising neurological variation as part of natural human diversity. From this perspective, autism is not solely a disorder to be treated but also a unique cognitive and social profile that may include strengths such as attention to detail, creativity, and specialised interests. While this perspective has contributed to greater social acceptance and advocacy for autistic rights, it has also generated debate within clinical and academic communities. Some scholars argue that removing the concept of disorder may risk undermining access to support services that rely on diagnostic classification. As a result, balancing the recognition of neurodivergent identity with the practical need for medical diagnosis remains an important ongoing discussion.
Another emerging issue concerns the recognition of autism across the lifespan. Historically, ASD was primarily considered a childhood condition; however, increasing numbers of adults are now receiving diagnoses later in life. Adult diagnosis can provide individuals with greater self-understanding and access to support, yet services for autistic adults remain significantly underdeveloped compared with those available for children. This highlights the need for expanded research and policy development focusing on adult mental health services, employment support, and independent living opportunities for autistic individuals.
Overall, the analysis presented in this report demonstrates that while significant progress has been made in the classification and understanding of ASD, important challenges remain in relation to diagnosis, treatment accessibility, and societal perceptions of neurodiversity. Addressing these issues requires continued collaboration between researchers, clinicians, policymakers, and autistic individuals themselves. Future improvements should focus on refining diagnostic frameworks to better recognise diverse presentations, expanding access to early and lifelong support services, and promoting inclusive social environments that value neurodivergent perspectives.
Ultimately, a balanced and evidence-informed approach is essential for advancing both clinical practice and social understanding of autism. By integrating scientific research with person-centred and strengths-based perspectives, health and social care systems can better support individuals with ASD in achieving meaningful participation and wellbeing throughout their lives.
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