



Introduction
Autism spectrum disorder (ASD) is classified in the International Classification of Diseases, Eleventh Revision (ICD‑11) within Chapter 06, “Mental, behavioural or neurodevelopmental disorders”, under the broader category of neurodevelopmental disorders (World Health Organization, 2019). Neurodevelopmental disorders are defined as conditions that originate during the developmental period and involve impairments in personal, social, academic or occupational functioning (WHO, 2019). Within this framework, ASD is conceptualised as a condition characterised by persistent differences in social communication and interaction, alongside restricted, repetitive or inflexible patterns of behaviour, interests or activities. These characteristics typically emerge in early childhood, although they may not become fully apparent until social demands exceed the individual’s coping capacities.

The ICD‑11 classification reflects a significant shift in psychiatric nosology by adopting a single spectrum diagnosis, replacing earlier subtypes such as childhood autism, Asperger syndrome and pervasive developmental disorder not otherwise specified. This change aligns with the approach adopted in the Diagnostic and Statistical Manual of Mental Disorders (DSM‑5), which similarly conceptualises autism as a spectrum condition (American Psychiatric Association, 2013). The move towards a unified spectrum reflects growing recognition that autistic traits vary widely in presentation and severity across individuals.

Historically, autism was poorly understood and frequently misclassified. Early conceptualisations often associated autism with childhood psychosis or severe intellectual disability, leading many autistic individuals to be institutionalised or educated in segregated settings (Fombonne, 2003). Limited knowledge of sensory processing differences, communication styles and cognitive profiles contributed to deficit‑based views that framed autism primarily as pathology. Over the past several decades, however, there has been a gradual shift towards recognising autistic people’s strengths, individuality and rights. Contemporary policy increasingly emphasises inclusive education, community participation and access to support services.

Despite these developments, diagnostic classification remains central in determining eligibility for support and services. Diagnostic labels influence access to education adjustments, healthcare resources and social support provisions. At the same time, the classification of autism as a “disorder” remains contested, particularly within the neurodiversity movement, which conceptualises autism as a natural variation in human neurocognitive functioning rather than a deficit requiring correction (Singer, 2017). These debates highlight the complex relationship between diagnosis, identity, social policy and service provision. Examining autism through the lens of ICD‑11 therefore provides an opportunity to critically evaluate how classification systems shape both understanding and treatment of neurodevelopmental conditions.

a) Classification and diagnosis (ICD‑11 ASD)

ICD‑11 placement and structure
In ICD‑11, ASD is located within the neurodevelopmental disorders block, reflecting the view that autism arises from atypical brain development occurring during early childhood (WHO, 2019). Rather than maintaining multiple separate categories, ICD‑11 adopts a single diagnostic category with additional specifiers that describe differences in intellectual functioning and language ability.

For example, diagnoses may include:

Autism spectrum disorder without intellectual developmental disorder and with mild or no impairment of functional language.
Autism spectrum disorder with intellectual developmental disorder and impaired functional language.
Autism spectrum disorder with severe intellectual and language impairment.

This classification framework attempts to capture the significant variability observed across autistic individuals. Some people experience substantial communication challenges and require extensive daily support, whereas others may have average or above‑average intellectual ability and require minimal assistance in daily life (Lord et al., 2020). By incorporating specifiers, ICD‑11 aims to provide clinicians with a flexible diagnostic framework that reflects this diversity while maintaining a coherent overarching category.

Diagnostic criteria
The ICD‑11 description identifies two core domains that must be present for diagnosis. The first involves persistent deficits in social communication and social interaction. These may include difficulties with reciprocal conversation, interpreting social cues, maintaining eye contact, or understanding non‑verbal communication such as gestures and facial expressions. The second domain involves restricted, repetitive or inflexible patterns of behaviour, interests or activities. Examples include repetitive movements, strong adherence to routines, highly focused interests, or unusual sensory responses (WHO, 2019).

Symptoms must begin in early development, although they may only become evident when social expectations increase. Additionally, these traits must result in clinically significant impairment in everyday functioning, such as education, employment or social relationships. Importantly, autism cannot be diagnosed solely on the basis of intellectual disability or global developmental delay.

The concept of “clinically significant impairment” introduces a degree of subjectivity into the diagnostic process. What constitutes impairment may vary depending on cultural expectations, environmental supports and social context. For instance, a child with strong academic abilities but social communication differences may function effectively in a supportive educational environment yet struggle in less accommodating settings.

Diagnostic process in practice
Diagnosis typically involves a comprehensive multidisciplinary assessment. This may include developmental history, behavioural observations, standardised assessment tools and information from parents, carers and educators (National Institute for Health and Care Excellence, 2021). Clinicians may use structured observational instruments such as play‑based interaction assessments alongside questionnaires measuring social communication and behavioural traits.

The assessment also involves consideration of differential diagnoses and co‑occurring conditions. Autism frequently co‑occurs with conditions such as attention deficit hyperactivity disorder (ADHD), anxiety disorders, language disorders and intellectual disability (Lai et al., 2019). These overlapping presentations can complicate diagnosis and require careful clinical judgement.

Recent research has highlighted important limitations within existing diagnostic frameworks. Much early autism research focused primarily on boys, leading to diagnostic criteria that may not fully capture how autism presents in girls and women. Many autistic females develop strategies such as social camouflaging or masking, whereby they consciously imitate neurotypical behaviours to avoid social exclusion (Hull et al., 2020). As a result, autism in girls and women is frequently under‑recognised or diagnosed later in life.

Similarly, adults seeking diagnosis may face challenges because diagnostic systems were historically designed for children. Increasing awareness has led to rising rates of adult diagnosis, suggesting that many individuals were previously overlooked within childhood assessment systems (Lai et al., 2015). These issues illustrate how diagnostic classification is shaped not only by clinical criteria but also by cultural assumptions and research biases.

b) Treatment and rehabilitation

Standard approaches
There is currently no pharmacological treatment that directly addresses the core characteristics of autism. Instead, medications are sometimes prescribed to manage co‑occurring conditions such as anxiety, ADHD, irritability or sleep difficulties (NICE, 2021). Consequently, most interventions focus on communication, learning, behaviour and environmental adaptation.

Early intervention programmes are widely regarded as beneficial, particularly when implemented during the first years of development when neural plasticity is greatest (Dawson et al., 2010). These programmes typically focus on developing communication skills, joint attention and play interactions. Speech and language therapy is commonly used to support functional communication, including the use of augmentative and alternative communication systems such as picture‑based communication tools or electronic devices.

Educational support plays a central role in intervention. Structured teaching approaches provide predictable routines, visual supports and clear expectations that can help autistic learners understand and navigate classroom environments. Occupational therapy may also be provided to support sensory processing differences and daily living skills.

Increasingly, practitioners emphasise environmental adaptation rather than attempting to eliminate autistic behaviours. Adjustments such as sensory‑friendly learning environments, flexible communication methods and structured routines can significantly reduce distress and improve participation.

Neurodiversity‑affirming perspectives
In recent years, there has been growing recognition that some traditional behavioural interventions may prioritise conformity to neurotypical norms rather than promoting wellbeing. Critics argue that approaches focused solely on reducing autistic behaviours may inadvertently encourage masking, which has been linked to increased anxiety, burnout and identity distress (Milton, 2012).

The neurodiversity movement advocates for approaches that recognise autism as a difference rather than a defect. From this perspective, support should focus on enabling autistic individuals to thrive within society while respecting their identity and communication styles (Singer, 2017). For example, rather than discouraging repetitive behaviours such as stimming, practitioners may recognise that these behaviours can serve important self‑regulation functions.

Rehabilitation across the lifespan
Unlike many mental health conditions, autism is lifelong. Consequently, rehabilitation should be understood as ongoing support that promotes autonomy, participation and quality of life. Key areas of support include inclusive education, transition planning, employment assistance and community participation.

Education systems increasingly aim to provide inclusive learning environments in which autistic pupils can access mainstream schooling with appropriate adjustments. Under UK legislation such as the Equality Act 2010 and the Special Educational Needs and Disability (SEND) framework, schools are required to make reasonable adjustments to support students with disabilities.

Transition from school to adulthood remains a particularly challenging period. Many autistic young people encounter difficulties accessing higher education, employment or independent living opportunities (Howlin and Moss, 2012). Supported employment programmes and vocational training schemes have demonstrated promising outcomes in helping autistic adults access meaningful work.

However, services for adults remain significantly underdeveloped compared with those available for children. Adults without intellectual disability may struggle to access social care support despite experiencing significant difficulties in employment, housing or mental health. This reflects broader systemic issues in service provision, including fragmented funding and restrictive eligibility criteria.

c) Current debates and emerging issues

Neurodiversity and the meaning of “disorder”
One of the most significant debates surrounding ASD concerns whether autism should be conceptualised primarily as a disorder or as a form of neurodiversity. Neurodiversity theory suggests that neurological differences such as autism, ADHD and dyslexia represent natural variations within the human population (Singer, 2017).

Advocates argue that many challenges experienced by autistic individuals arise from social barriers rather than intrinsic deficits. For example, sensory overload in busy environments or communication difficulties in rigid social systems may reflect environmental incompatibility rather than pathology.

However, critics caution that completely removing the concept of disorder may risk minimising the very real difficulties experienced by some autistic individuals, particularly those with significant support needs. The diagnostic label often plays an important role in securing legal protections, funding and access to specialised services (Lord et al., 2020). Consequently, many scholars argue for a balanced approach that recognises both the strengths and challenges associated with autism.

Heterogeneity within the spectrum
Another ongoing debate concerns the increasing breadth of the autism spectrum. The shift to a single diagnostic category has improved recognition of previously overlooked groups, including women and individuals without intellectual disability. However, it has also created a highly heterogeneous diagnostic category encompassing individuals with vastly different abilities and support needs.

Some researchers argue that this heterogeneity complicates scientific research into causes and interventions because participants may differ substantially in cognitive profile and developmental trajectory (Happé and Frith, 2020). Others maintain that autism genuinely represents a spectrum with shared underlying characteristics and that specifiers can capture relevant differences.

Mental health comorbidity and service challenges
Autistic individuals experience significantly higher rates of mental health difficulties compared with the general population. Anxiety, depression and obsessive‑compulsive disorder are particularly common (Lai et al., 2019). Despite this, mental health services often lack the expertise required to support autistic patients effectively.

Historically, autistic individuals with intellectual disabilities were frequently placed in long‑stay institutions. Although many countries have moved towards community‑based support models, some autistic individuals still experience inappropriate hospital admissions or restrictive care settings. Ensuring that mental health services are accessible, autism‑informed and sensory‑sensitive remains a major policy challenge.

d) Recommendations

Classification and diagnosis
Future revisions of diagnostic systems could consider adopting less pathologising terminology, such as “neurodevelopmental condition”, while retaining the practical benefits of diagnostic classification. Incorporating dimensional assessments alongside categorical diagnoses may also improve understanding of individual strengths, challenges and support needs.

Greater attention should be paid to gender, cultural and lifespan differences in autism presentation. Diagnostic guidelines and professional training should include examples of masking behaviours and adult presentations to reduce under‑recognition in marginalised groups.

Treatment, rehabilitation and policy
Intervention approaches should prioritise wellbeing, autonomy and quality of life rather than focusing solely on behavioural normalisation. Autistic individuals should be actively involved in designing and evaluating services to ensure that support reflects lived experiences.

Policy development should prioritise sustained funding for inclusive education, employment support and accessible mental health services. Strengthening collaboration between health, education and social care systems could help reduce gaps in provision, particularly during key transitions such as adolescence and adulthood.

Research agendas should also shift towards outcomes that matter to autistic individuals, including wellbeing, independence and community participation. Co‑produced research involving autistic researchers and participants can contribute to more inclusive and meaningful knowledge development.
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