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Introduction
Attention Deficit Hyperactivity Disorder (ADHD) is a neurodevelopmental disorder characterised by persistent patterns of inattention and/or hyperactivity-impulsivity that interfere with functioning across important areas of life. Although ADHD has historically been associated primarily with childhood, contemporary research recognises that symptoms and associated impairments can persist into adolescence and adulthood. ADHD may affect educational attainment, employment, relationships, emotional regulation, physical health and quality of life. The increasing recognition of ADHD in adults has also generated substantial debate about diagnostic expansion, medicalisation, neurodiversity and appropriate treatment.
The World Health Organization (WHO) classifies ADHD within Chapter 6 of the International Classification of Diseases, 11th Revision (ICD-11), under Mental, Behavioural or Neurodevelopmental Disorders. More specifically, ADHD is located within the Neurodevelopmental Disorders grouping and is assigned the code 6A05 (WHO, 2024). This classification is significant because it conceptualises ADHD primarily as a neurodevelopmental disorder rather than simply a behavioural problem. NICE similarly states that ADHD is recognised as a neurodevelopmental disorder and has updated its guidance to reflect ICD-11 (NICE, 2025).
This report critically examines ADHD's classification and diagnostic process, evaluates pharmacological and psychological treatment, considers rehabilitation and reasonable adjustments, and discusses contemporary debates concerning neurodivergence, diagnostic boundaries and potential over- or under-diagnosis. It argues that ICD-11 provides a more developmentally informed and flexible framework, but ADHD should not be understood solely through symptoms or medication. Effective practice requires a holistic, person-centred approach incorporating environmental adaptation, psychological support, education, employment and the individual's own understanding of neurodivergence.

Classification of ADHD in ICD-11
ADHD is classified under 6A05, attention deficit hyperactivity disorder, within the Neurodevelopmental Disorders section of ICD-11 Chapter 6. The terminology is important. ICD-11 explicitly uses the term “disorder”, rather than “illness” or simply “condition”. At the same time, locating ADHD among neurodevelopmental disorders emphasises that it is associated with developmental processes rather than being understood exclusively as an acquired mental illness.
ICD-11 identifies three principal presentations: predominantly inattentive presentation (6A05.0), predominantly hyperactive-impulsive presentation (6A05.1), and combined presentation (6A05.2). It also provides categories for other specified and unspecified presentations (WHO, 2024). This is important because ADHD does not present identically in every individual. Some people experience predominantly difficulties with concentration, organisation and sustained attention, whereas others demonstrate more prominent impulsivity and hyperactivity.
The classification therefore moves away from the assumption that ADHD is necessarily characterised by disruptive hyperactive behaviour. This has particular implications for girls and women, and for adults whose symptoms may be less externally visible. NICE identifies women and girls as a group at risk of under-recognition because they may be less likely to be referred and more likely to receive an alternative diagnosis (NICE, 2025).
ICD-11 also recognises that symptoms can change over the course of development. WHO notes that the predominant symptom pattern in an individual can change over time and cannot necessarily be predicted from the pattern displayed by relatives (WHO, 2024). Consequently, ADHD should not be viewed as a fixed behavioural profile.
The classification nevertheless raises an important conceptual problem. The boundary between ADHD and normal variations in attention, activity and impulsivity is not absolute. Many people occasionally procrastinate, lose possessions, become distracted or struggle to remain still. The clinical distinction depends on persistence, developmental appropriateness, pervasiveness and significant impairment. Consequently, diagnosis involves judgement about where normal human variation becomes sufficiently persistent and impairing to warrant a disorder classification. This illustrates why classification systems should be understood as clinical frameworks rather than objective measurements of a biological boundary.

Diagnosis and Clinical Assessment
ADHD diagnosis is fundamentally a clinical diagnosis. There is currently no single blood test, brain scan or biological marker that can independently establish that someone has ADHD. NICE recommends that diagnosis should be undertaken by an appropriately qualified professional with specialist training and should involve a full clinical and psychosocial assessment, developmental and psychiatric history, assessment of symptoms in different settings and observer information where appropriate (NICE, 2025).
An important feature of diagnosis is establishing developmental history. In adults, NICE recommends referral where there is evidence that typical manifestations of ADHD began during childhood, persisted over time and are associated with moderate or severe psychological, social, educational or occupational impairment (NICE, 2025). Assessment must also consider alternative explanations and coexisting conditions, including anxiety, depression, autism, learning difficulties, substance misuse and other psychiatric or developmental disorders.
This requirement is particularly important because symptoms such as poor concentration and restlessness are not specific to ADHD. Sleep deprivation, trauma, depression, anxiety and environmental stress can produce similar difficulties. A diagnosis based solely on a questionnaire could therefore result in false positives. Rating scales can be valuable for structuring assessment and obtaining information from different settings, but they should support rather than replace clinical judgement.
Recent developments in digital assessment illustrate this issue. QbTest, which combines measures of attention, impulsivity and movement, has been introduced in some UK services. A systematic review found that QbTest had acceptable but not sufficiently strong sensitivity and specificity to function as a stand-alone diagnostic tool. The authors concluded that it should not replace comprehensive clinical assessment, although it may help clinicians as an adjunct and potentially improve assessment efficiency (Bellato et al., 2024). A more recent systematic review similarly found potential benefits but concluded that further high-quality research is required, particularly for adults and medication management (Tomlinson et al., 2025).
The diagnostic process therefore involves balancing standardisation with individual context. A strength of ICD-11 is its developmental orientation, but diagnosis remains vulnerable to social inequalities. Gender stereotypes, cultural expectations, socioeconomic circumstances and differences in access to assessment can influence who is identified. Consequently, increased diagnosis does not necessarily mean that ADHD itself is becoming more common; it may partly reflect improved recognition of previously overlooked presentations.

 Treatment of ADHD
Treatment should be individualised and should address both symptoms and functional impairment. NICE recommends a holistic shared treatment plan incorporating psychological, behavioural and occupational or educational needs, alongside the individual's goals and coexisting conditions (NICE, 2025).

Pharmacological treatment
Medication is an important evidence-based intervention. For children and young people aged five and above, NICE recommends methylphenidate as a first-line pharmacological treatment, with lisdexamfetamine considered where an adequate trial of methylphenidate has not produced sufficient benefit. Atomoxetine or guanfacine can be considered where stimulants are not tolerated or are ineffective. For adults, NICE recommends methylphenidate or lisdexamfetamine as first-line options (NICE, 2025).
The evidence base for medication is substantial. A major network meta-analysis found that stimulant and non-stimulant medications were generally more effective than placebo for reducing core ADHD symptoms, although the strength of evidence varied between medications and age groups (Cortese et al., 2018). More recent research continues to demonstrate dose-dependent relationships between efficacy and tolerability. A 2025 systematic review and dose-effect network meta-analysis examined 113 randomised trials involving more than 25,000 participants and found distinct dose-response patterns across medication classes and age groups, while higher doses of some stimulants were associated with increased discontinuation because of adverse effects (Noureddine et al., 2025).
However, medication has limitations. Side effects can include appetite suppression, sleep difficulties, increased heart rate or blood pressure and other adverse effects. Medication also does not automatically address difficulties with organisation, relationships, education or employment. NICE therefore emphasises baseline physical and mental-health assessment and continuing monitoring (NICE, 2025).

Psychological and behavioural treatment
Psychological interventions can complement medication or provide an alternative for people who choose not to take medication or cannot tolerate it. NICE recommends structured ADHD-focused psychological support for adults and considers CBT particularly relevant when significant impairment persists (NICE, 2025).
CBT may target time management, organisation, planning, emotional regulation and maladaptive beliefs. Behavioural interventions are particularly important for children because parents, schools and other environmental systems influence functioning. Rather than attempting simply to suppress ADHD behaviour, effective interventions can modify the environment to reduce unnecessary demands on executive functioning.
Recent evidence supports a multimodal approach. A large 2024–25 systematic review and component network meta-analysis of 113 randomised controlled trials involving 14,887 adults compared pharmacological, psychological and other interventions. The findings reinforce the importance of considering interventions according to specific treatment components rather than assuming that a single treatment will address all aspects of adult ADHD (Cortese et al., 2025).

 Rehabilitation and Recovery
Although the term “rehabilitation” is more commonly associated with conditions involving functional disability, it is highly relevant to ADHD. Rehabilitation should focus on helping individuals participate successfully in education, employment, relationships and community life.
NICE recommends environmental modifications and a comprehensive treatment plan that considers educational, occupational and psychological needs (NICE, 2025). Practical rehabilitation can therefore include structured routines, organisational tools, workplace adjustments, educational support, coaching, psychological interventions and support with transitions between child and adult services.
For children and young people, school-based adjustments may include breaking tasks into smaller components, reducing unnecessary distractions, providing additional time, using clear instructions and supporting organisational skills. For adults, workplace adjustments may include flexible working arrangements, written rather than purely verbal instructions, task prioritisation, reduced distractions and scheduling strategies.
This represents an important shift from an exclusively medical model towards a functional and social model of disability. The person's difficulties are not located entirely within the individual; disability can increase when environments are poorly matched to their cognitive and attentional characteristics.
Rehabilitation also requires continuity. NICE highlights the importance of integrating child, adolescent and adult services and establishing effective transition arrangements (NICE, 2025). Poor transition can result in adults losing access to medication and psychological support precisely when educational and occupational demands increase.

Current Debates and Emerging Issues
One of the most significant contemporary debates concerns neurodivergence and neurodiversity. The neurodiversity movement challenges the assumption that neurological differences should automatically be conceptualised as pathological. From this perspective, ADHD can be understood partly as a form of neurological variation involving both strengths and difficulties, rather than simply a disorder that needs to be eliminated.
This perspective has valuable implications. It challenges stigma and encourages professionals to recognise strengths such as creativity, intense interest, energy and alternative approaches to problem-solving. It also emphasises that disability may result partly from environmental expectations designed around a narrower range of cognitive styles.
However, completely rejecting the medical concept of ADHD could also create difficulties. ADHD can produce significant impairment, including educational difficulties, occupational problems, accidents and relationship difficulties. Some individuals experience substantial distress and benefit considerably from medication. Therefore, describing ADHD exclusively as a difference risk minimising the needs of people whose symptoms cause severe impairment.
A more balanced position is to recognise that neurodiversity and disorder are not necessarily mutually exclusive concepts. An individual can identify positively as neurodivergent while also requiring clinical treatment and disability support. The most appropriate approach is therefore person-centred rather than ideological.
Another debate concerns overdiagnosis versus underdiagnosis. Increased awareness has resulted in more people seeking assessment, particularly adults who were not recognised during childhood. Critics argue that expanding diagnostic practices could medicalise ordinary problems such as procrastination or distraction. Conversely, excessive concern about overdiagnosis can reinforce historical under-recognition, particularly among women and girls.
The evidence surrounding women and girls demonstrates why this issue is complex. NICE specifically identifies them as being at increased risk of under-recognition and misdiagnosis (NICE, 2025). A more inclusive diagnostic approach is therefore necessary, but increased diagnostic accessibility must still involve rigorous assessment rather than diagnosis based on social-media descriptions or brief screening questionnaires.
There is also an emerging debate about diagnostic waiting lists and access to services. Even when ADHD is recognised as a legitimate neurodevelopmental disorder, lengthy assessment pathways can create significant distress and delay treatment. Research evaluating QbTest implementation in England found some evidence that the technology could reduce the number of appointments required to reach a diagnostic decision, although the implementation did not consistently reduce total waiting time (Hall et al., 2024). This demonstrates that technological innovation alone cannot solve structural problems such as workforce shortages and inadequate service capacity.
Finally, classification itself may evolve. ICD-11's categorisation of ADHD as a neurodevelopmental disorder is consistent with contemporary understanding, but future systems could place greater emphasis on dimensional symptoms, executive functioning, emotional regulation and functional impairment. A dimensional approach could better represent individual differences, although excessive complexity could reduce diagnostic reliability and make communication between professionals more difficult.

Recommendations
Several recommendations emerge from this critical examination.
First, diagnosis should remain comprehensive and developmental rather than being based on screening tools alone. Questionnaires and digital technologies should support, not replace, specialist clinical judgement.
Second, services should improve access for under-recognised groups, particularly women, girls and adults who may present with predominantly inattentive symptoms. Clinicians should receive training concerning gender differences, masking and culturally influenced presentations.
Third, ADHD treatment should move towards a genuinely multimodal model. Medication should remain available because evidence supports its effectiveness, but it should be combined where appropriate with psychological interventions, environmental modifications, educational support and occupational rehabilitation.
Fourth, health services should adopt stronger shared decision-making. Individuals should be provided with accessible information about treatment benefits and adverse effects and should have meaningful opportunities to decide whether medication is appropriate.
Fifth, policy should recognise the importance of neurodiversity while retaining access to healthcare. Neurodivergence should not be used to dismiss clinically significant impairment, but neither should an ADHD diagnosis automatically define an individual in deficit-based terms.
Finally, further research should examine long-term outcomes rather than focusing predominantly on short-term symptom reduction. Research should investigate educational attainment, employment, relationships, quality of life, physical health and patient-defined recovery. Future research should also involve people with lived experience in determining what outcomes matter most.

Conclusion

ADHD is appropriately classified by ICD-11 as a neurodevelopmental disorder, with the 6A05 category recognising predominantly inattentive, predominantly hyperactive-impulsive and combined presentations. This classification represents an important acknowledgement that ADHD is developmental and heterogeneous rather than simply a childhood behavioural problem.
Diagnosis nevertheless remains complex because ADHD symptoms overlap with normal human variation and other mental, physical and developmental conditions. Comprehensive developmental and psychosocial assessment is therefore essential. Digital diagnostic technologies such as QbTest may improve efficiency but should not replace professional judgement.
Medication remains the principal evidence-based treatment for significant impairment, while psychological interventions, environmental modifications and educational or occupational support are important components of comprehensive care. Rehabilitation should focus not only on reducing symptoms but also on improving participation, independence and quality of life.
The debate surrounding ADHD demonstrates that classification is not merely a technical exercise. Questions concerning neurodivergence, medicalisation, gender, stigma and access to services affect both professional practice and people's identities. The most appropriate future approach is therefore neither to regard ADHD exclusively as pathology nor to dismiss it as merely a difference. Instead, ICD-11 classification should be combined with person-centred, recovery-oriented and neurodiversity-informed practice. This would allow individuals to access effective treatment while ensuring that their identity, strengths, preferences and social circumstances remain central to care.
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