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1. Introduction
Attention deficit hyperactivity disorder (ADHD) is a developmental disorder associated with persistent problems with attention, activity level and impulse control and self-regulation. It often becomes apparent in childhood, but can persist in adolescence and adulthood. This report reviews critically the classification of ADHD in ICD-11 Chapter 6, mental, behavioural, or neurodevelopmental disorders. It examines classification, diagnosis, treatment, rehabilitation and current debates and also explores the impact of formal diagnostic language on the everyday provision of support, access to services and public attitudes. The core message is that ICD-11 will enhance recognition by replacing the more limited ICD-10 idea of hyperkinetic disorder; however, services would benefit from greater person centred, lifespan and neurodiversity-informed service delivery (World Health Organization, 2025; Gomez et al., 2023). It also enhances accountability, raising awareness of support needs with schools, employers and health services, rather than leaving the family to deal with it all alone.
2. Classification and diagnosis in ICD-11
Under ICD-11, ADHD is classified under ‘neurodevelopmental disorders' with code 6A05. This is important as it will help to change the way that ADHD is perceived as a developmental disorder, not just a problem with behaviour. ICD-11 describes ADHD as a persistent pattern, lasting at least six months, of inattention and/or hyperactivity-impulsivity that directly affects academic, occupational or social functioning. Symptoms should be clear by 12 years of age, regardless of when the person first accesses services (World Health Organization, 2025). The term “disorder” in the classification emphasizes impairment and the need for care. But the broader neurodevelopmental site also allows for a less blameful definition of ADHD as a mismatch between people and their environments in which the disorder becomes disabling.
ICD-11 includes predominantly inattentive, predominantly hyperactive-impulsive and combined presentations. This is a functional change which could happen because many people, particularly girls and adults, might not exhibit disruptive conduct. Conversely, ICD-10 hyperkinetic disorder needed a more extreme pattern of inattention, hyperactivity and impulsivity. This ICD-11 approach might thus improve recognition, but also lead to concerns regarding boundaries between normal variation and clinically significant disorder (Abdelnour, Jansen and Gold, 2022). Although there are similarities, Gomez et al. (2023) point out that ICD-11 and DSM-5-TR have distinct symptom thresholds and symptom organisation, and clinicians need to be cautious when using tools that were developed for a different classification system.
A diagnosis should not solely be based upon one short appointment or a checklist. NICE (2018) suggest that assessment should be done by a trained specialist, based on developmental history, more than one setting, symptom duration, functional limitation, coexisting conditions, and the person's own account. Rating scales can be used to assist clinical judgement, but they cannot take the place of clinical judgement. That's important, as ADHD has a significant overlap with autism, anxiety, depression, trauma, and sleep and substance misuse problems (Faraone et al., 2021). Narrow assessment can lead to misdiagnosis, under-diagnosis of ADHD or treatment of only the most apparent problem. It can also miss some physical problems that could be causing poor concentration, like sleep apnoea, thyroid or side effects of medication.
Another diagnostic issue is inequality. Restless in class boys are more likely to be referred, and girls and women may internalise distress, appear with primary inattention, and/or emotional overwhelm. Studies of women who are diagnosed late for ADHD indicate that missed ADHD can cause shame, low self-esteem and multiple service utilization for secondary anxiety and depression (Holden et al., 2025). Social class and ethnicity as well as private assessment may also influence those who are diagnosed. Thus ICD-11 criteria provide a useful resource but they require clinician training and access to services to render a fair diagnosis. A well-designed assessment should also include questions about strengths, coping strategies and how masking affects them – high achievement can mask serious effort and exhaustion.
3. Treatment and rehabilitation
Treatment should be polypharmacological. It should decrease impairment, and preserve dignity, identity and participation. NICE (2018) suggests information, environment changes and support before or in conjunction with medication. For children and young people this could be advice for parents/carers, strategies within the school setting and learning about ADHD. This can involve psychoeducation, coaching, psychological support and reasonable adjustments in the workplace or at school for adults. This is significant because ADHD impacts on daily functioning, relationships, and self management, and not just test performance. Treatment goals should therefore be agreed to with the person and family, for example safer behaviours, better attendance, less conflict, improved sleep and more confidence.
There is clear evidence supporting the use of medication for symptom reduction only and not as a complete rehabilitation program. Cortese et al. (2018) suggested that for children and adolescents, there was strong evidence for methylphenidate, and for adults, strong efficacy was observed for amphetamines. Rationale for NICE (2018) recommending use of methylphenidate as first line medication for children older than five and lisdexamfetamine or methylphenidate for adults depending on response and tolerance. Medications may enhance concentration and decrease impulsivity, but there are side effects, adherence, appetite, sleep, blood pressure, misuse risks etc. that must be monitored. In a study by Zhang et al. (2022), the researchers did not observe a statistically significant overall relationship between ADHD medication and cardiovascular disease, but the possibility of small risks was not entirely ruled out. This enables selective baseline assessment and follow up, but not fear-based avoidance or non-critical prescribing.
Non pharmacological treatment is still key. The effects of behavioural parent training, classroom support and organisational skills interventions on daily functioning differ by age, setting, and outcome (Sibley et al., 2023). CBT has been shown to be effective in managing planning, procrastination, emotional regulation and negative beliefs held by adults (Liu et al., 2023). But there are some limitations to psychological interventions, including cost, having to wait on the waiting list and the time burden they impose on someone who is already challenged with organisation. Where possible, practical and accessible to the person's real environment. Families also require assistance to prevent the development of blaming patterns, as subsequent criticism can escalate oppositional behaviour, anxiety and low mood.
The perspective of rehabilitation in ADHD is to be seen as functional support throughout the life. ICD-11 is not prescriptive in terms of a rehabilitation pathway and will need to be linked with the concept of participation and environmental barriers from the International Classification of Functioning. Support in education can involve seating, movement breaks, written instructions, less distractions, and less structure. Support in employment may be in the form of flexible deadlines, quiet work space, reminders, task-breaking and assistive technology. Rehabilitation also involves transition to adult services from school based systems as many young people lose support when they leave school. This is a clinically significant gap: if there is no continuity, the person may suddenly cease to take medication or only move into adult services when in crisis.
There is an associated problem of the links between historical and current provision. The problem of hyperactivity in children was traditionally considered one of moral, behavioural or educational failure and the recognition of adult ADHD was limited. There is a more medicalised and rights-based approach to contemporary provision, though it is not consistent. There is a move to ICD-11, which will enable a consistent lifespan model, but many services are split between child/adult/education and social care systems. That is, classification has outpaced provision, and families are finding themselves missing provision or having to wait for a long time, despite being accepted as having a diagnosis.
4. Current debates and emerging issues
The question of whether the increase in ADHD diagnosis is due to overdiagnosis or due to improved diagnosis or a combination of the two is a major debate. It is good that broader criteria and greater awareness may identify individuals not previously identified. However, there is the danger of the impact of living in poverty, suffering trauma, being overcrowded in a classroom or being burdened by digital pressure being individualized as disorder (Abdelnour, Jansen and Gold, 2022: Martin et al., 2025). One important lesson is to acknowledge that ADHD is a legitimate and disruptive condition and to consider why some environments are more challenging for them to pay attention and regulate. This has policy implications. If the service is only a diagnostic service, services can just increase assessments without providing long-term support services. If ADHD is seen as a fad, then those who require treatment might not receive it.
A second debate is about neurodivergence. Language that reduces ADHD to a defect is criticised from a neurodiversity point of view. It emphasises difference, strengths, identity and the need to change environments. This can help to decrease the stigma and increase engagement. However, a celebratory interpretation may underestimate the actual level of disability for individuals with more significant symptoms, comorbidities or social disadvantage. Banaschewski et al. (2024) suggest that social expectations play as much a role as individual biology in the development of ADHD. This implies that policy should be integrated and include clinical care as well as support for inclusive education, employment and welfare. In the UK there is a need for joined up support between health, education and social care and earlier identification of neurodivergent children, which is reflected in policy discussions both within the UK and in its devolved nations, including Wales (UK Parliament POST, 2024).
There are still ongoing debates regarding treatment. Some critics say that drugs are being overused, and others claim that failing to treat ADHD will lead to problems at school, accidents, and mental health issues (Faraone et al., 2021). Shared decision making is the best of all ethical practices. Balanced information on benefits, side effects, and non drug options and review points to be presented to people. Services should steer clear of medication stigma, as well as medication being the only solution. Recent evidence comparing drug and non drug interventions indicates that a single intervention is not sufficient for everyone, highlighting the necessity of individualised planning (Ostinelli et al., 2025).
5. Recommendations
First, diagnostic pathways should be applied to the ICD-11 criteria, with a full biopsychosocial assessment. Services should take into account developmental history, impairment, co-existing disorders, family context, evidence of education and work, and the voice of the person. This would decrease the missed diagnosis and over-simple diagnosis. Assessment letters should be descriptive of the presentation, strengths, risks and support needs, rather than simply a code.
Second, ADHD training is needed for professionals throughout the life span. Inattentive presentation, female presentation, adult ADHD, cultural bias, neurodivergence and comorbidity should be trained. This is particularly relevant for primary care, schools, social care and mental health services as they are likely to be first contact services.
Third, the treatment must be integrated. Medication reviews should not be seen in isolation, as should psychological support, educational adjustments, or workplace support. There should be a planned transition from children to adult services and reasonable waiting time standards in local pathways. Commissioners should support post diagnostic help as diagnosis without help is of limited benefit.
Fourth, there should be balanced language about neurodiversity in policy. Language in relation to services should avoid shame and acknowledge disability and entitlement to support. Public information needs to address that ADHD is not the fault of the parent or a lack of effort on the parents' part, but also must avoid any unrealistic promise that all of the problems can be eradicated by attitude. Other areas that should be targeted for research are underserved groups, long-term outcomes and real world models of rehabilitation.
6. Conclusion
This represents an improvement from ICD-10, where ADHD was not categorized as a neurodevelopmental disorder. ICD-11 helps to better identify inattentive, hyperactive-impulsive and combined presentations, while still requiring clinical skill, fairness and context to diagnose. Combination of medication, psychological assistance, and environmental adjustments is most effective and requires regular review of benefits, side effects and personal goals. Discussions on the overdiagnosis of ADHD, neurodivergence and the use of medication demonstrate that ADHD is not solely a checklist of symptoms. A more effective, person centred, lifespan approach is one that acknowledges impairment, minimises stigma, and adapts environments to enable individuals with ADHD to achieve a fuller participation in the educational, employment, and social lives. This is quite the clearest pathway from classification to useful provision.
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