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1. Introduction 
Attention-Deficit/Hyperactivity Disorder (ADHD) is a neurodevelopmental condition that is characterized by persistent patterns of inattention, hyperactivity and impulsivity that impair  functioning across multiple settings (WHO, 2024). It is one of the most commonly diagnosed  childhood disorders; ADHD continues to generate significant debate regarding its classification,  the boundaries between disorder and difference, and the most appropriate approaches to  treatment and support and this report provides a critical examination of ADHD as classified in  ICD-11 Chapter 6, exploring diagnostic criteria and the language used within the classification. It  then evaluates standard treatment approaches, including pharmacological and psychological  interventions, before examining rehabilitation measures designed to support educational and  social functioning also this part critically analyses current debates surrounding neurodiversity,  diagnostic expansion, over diagnosis and inequalities in access to care. Finally, evidence informed recommendations are proposed for improving classification, diagnosis, treatment and  rehabilitation. The central argument is that effective ADHD care requires accurate clinical  assessment combined with individualized, multimodal support that recognizes genuine  impairment while respecting neurodevelopmental difference. 
2. ICD-11 Classification and Diagnosis 
2.1 Classification in ICD-11 
Attention-Deficit/Hyperactivity Disorder (ADHD) is classified in ICD-11 Chapter 6 under 6A05,  situated within the broader category of Neurodevelopmental Disorders (6A00–6A0Z). The  classification defines ADHD as a persistent pattern of inattention and/or hyperactivity-impulsivity  that is outside the limits of normal variation expected for age and level of intellectual functioning.  ICD-11 recognizes three presentations: predominantly inattentive, predominantly hyperactive impulsive, and combined presentation (Farhat et al, 2022). Crucially, the diagnostic framework  emphasizes that symptoms must cause functional impairment across multiple settings,  distinguishing the disorder from ordinary behavioral variations. 
2.2 Diagnostic processes 
ICD-11 adopts a descriptive, principle-based approach rather than the symptom-count  thresholds characteristic of DSM-5-TR (Zhang et al, 2025). This places greater reliance on  clinical synthesis and expertise, requiring clinicians to consider developmental history, symptom 
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persistence, and functional impairment across contexts. Evidence from multiple informant‟s including individuals, families and educators is essential. The classification also explicitly  acknowledges that hyperactivity often becomes internalized with age, manifesting as subjective  restlessness rather than overt behavioral disruption, a crucial consideration for adult diagnosis.  Differential diagnosis is fundamental: clinicians must exclude anxiety, mood disorders, trauma related conditions, and substance use that may produce superficially similar attention difficulties. 
2.3 Language and terminology 
The assessment brief specifically requires examination of classification language. ICD-11  positions ADHD as a “disorder” within the “neurodevelopmental” framework terminology that  carries significant implications. The prefix “neuro-” implies biological underpinnings, which may  support recognition and access to services, yet risks reification of a contested diagnostic entity  (Dwyer, 2022). This language also potentially contributes to stigma by framing ADHD primarily  through deficit, rather than difference (Fogler et al ,2025) also the tension between the utility of  diagnostic language for accessing support and its potential to constrain identity is central to  contemporary debates examined later in this report. 
3. Critical Evaluation of Treatment  
3.1 Pharmacological treatment 
Pharmacological intervention remains the most extensively evidenced treatment for ADHD. A  comprehensive network meta-analysis of 133 randomized controlled trials (RCTs) demonstrated  that all included medications were superior to placebo for reducing core symptoms, with  amphetamines (SMD −1.02) and methylphenidate (SMD −0.78) showing the largest effect sizes  in children and adolescents (Cortese et al ,2018) . However, this efficacy must be critically  contextualized. Amphetamines were inferior to placebo in tolerability, with significantly higher  discontinuation rates due to adverse events. Flexible titration adjusting dose based on symptom  response and tolerability is associated with improved acceptability compared to fixed-dose  regimens, challenging the common clinical practice of under dosing (Farhat et al, 2022) and  notably, symptom improvement does not automatically translate into improved functional  outcomes; the relationship between symptom reduction and quality of life gains remains modest  and inconsistent.
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3.2 Psychological and behavioral interventions 
Psychological interventions address functional difficulties that medication alone may not resolve.  A recent meta-analysis of eight RCTs (n=850) found that dialectical behavior therapy (DBT)  moderately reduced ADHD symptoms (SMD −0.51) and improved quality of life in adults (Zhang  et al, 2025) and cognitive behavioral therapy (CBT) has demonstrated durable benefits for  medicated adults with residual symptoms, with improvements in ADHD core symptoms and  psychological quality of life maintained at one-year follow-up . However, significant limitations  persist: access to ADHD-specialist psychological service is limited and interventions often  require adaptation for individuals with executive functioning difficulties also the evidence base  for psychological interventions in children remains less robust than for adults, with parent  training showing efficacy primarily in preschool populations (Lange et al, 2018). 
3.3 Individualized and combined care 
The evidence supports combined approaches, particularly for adults with residual symptoms  despite medication (Pan et al, 2024). However, the treatment response varies substantially  according to age and individual preferences and the critical challenge lies in moving beyond a  one-size fits all model toward genuinely personalized care that integrates pharmacological and  practical support while respecting patient autonomy and neurodiversity. 
4. Rehabilitation and Everyday Functioning  
4.1 Educational and occupational support 
Rehabilitation for ADHD must address functional participation rather than symptom reduction  alone and educational support also involves structured learning environments and collaboration  between educational professionals and mental health services. However, the evidence for  school-based interventions is context dependent with benefits that are under blinded  assessment also occupational rehabilitation is increasingly recognized as essential: UK  Employment Tribunal decisions citing ADHD rose by over 700% between 2020 and 2025. Under  the Equality Act 2010, reasonable adjustments like clearer task setting and coaching are legally  included, but research indicates that employers most of the time lack the knowledge and  confidence to implement them effectively. Acas guidance emphasizes that a worker may be  considered disabled without formal diagnosis, placing a proactive duty on employers to respond  to functional need rather than clinical labels.
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4.2 Social and practical support 
Psychoeducation and skills-based interventions support daily functioning. Cognitive training  shows limited transfer to real-world outcomes, with gains rarely extending beyond trained tasks.  Third-wave therapies such as mindfulness-based interventions demonstrate moderate symptom  reductions (Hedges' g = 0.77), though effects are driven primarily by unblinded parent ratings.  Parent training has the strongest evidence for improving parenting practices and family  functioning, with smaller effects on core symptoms. 
4.3 Critical evaluation 
A critical distinction exists between treating symptoms and reducing environmental barriers.  Medication may improve attention yet fail to resolve an inflexible workplace or unsupportive  educational setting. Conversely, adjustments may enhance participation without addressing  clinically significant residual difficulties. Rehabilitation must therefore be individualized,  
recognizing that ADHD is lifelong and that functional impairments persist even when symptoms  subside below diagnostic thresholds. Multiagency collaboration between health, education, and  employment sectors is essential. 
5. Current Debates and Emerging Issues 
5.1 ADHD and the neurodiversity paradigm 
The neurodiversity movement fundamentally challenges the deficit-based medical model by  framing ADHD as a natural variation in neurological development rather than an inherent  pathology. This perspective emphasizes environmental mismatch rather than individual deficit:  disability arises primarily from the incompatibility between the ADHD individual and  neuronormative environments that fail to accommodate diverse cognitive styles. A critical  synthesis suggests that neurodiversity does not preclude clinical need; rather, it reframes  disability as context-dependent impairment emerges in unsupportive environments, not  inevitably from neurology itself. The strict opposition between medical and social models must  therefore be transcended, building relationships of trust within healthcare systems that respect  autonomy while acknowledging genuine clinical need.
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5.2 Over diagnosis, under diagnosis, and diagnostic boundaries 
The apparent rise in ADHD diagnoses has generated polarized debate. Recent evidence  indicates under diagnosis rather than over diagnosis at population level: meta-analytic data  show administrative prevalence substantially below the epidemiological rate of approximately  5% in children and 3% in adults. Cortese et al. conclude there is “no evidence that ADHD is  over-diagnosed in the UK,” with data pointing instead to under-diagnosis and unmet need .  However, misdiagnosis due to low-quality assessment or inadequate differential diagnosis  remains a legitimate concern. The increase in diagnoses among female adolescents and young  adults likely reflects improved recognition of historically under identified populations rather than  diagnostic inflation. The critical issue is not the increase itself but whether individuals with  clinically significant ADHD are being appropriately identified and treated. 
5.3 Stigma, identity, and inequality 
Diagnostic labels carry dual consequences. Significant disparities persist: BIPOC youth  frequently experience delayed diagnosis, misdiagnosis, or inadequate treatment due to implicit  bias, systemic barriers, and medical distrust. Socioeconomic factors further stratify access, with  private assessment markets creating inequitable pathways where diagnosis becomes  contingent on ability to pay and these findings raise fundamental questions about fairness and  the ethical obligation to ensure equitable service provision. 
5.4 Implications for practice and policy 
These debates necessitate practice transformation. Clinicians must avoid reducing individuals to  diagnostic categories while recognizing genuine impairment. Services should prioritize need  over diagnosis; ensuring support is accessible based on functional difficulty rather than  categorical labeling. Assessment processes must become more equitable, addressing racial,  socioeconomic, and gender disparities in recognition and access. Finally, service redesign must  ensure that the increased demand for ADHD assessment does not compromise care for  individuals with severe mental illness competing for limited resources. Policy should mandate  ongoing monitoring of diagnostic trends to distinguish genuine epidemiological shifts from  systemic inequities in identification.
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6. Recommendations  
Recommendation 1: Implement Needs-Based Early Support Pathways Problem addressed:  Under diagnosis and inequitable access to assessment, with almost 700,000 people waiting for  ADHD assessment in England (BMJ,2025).  
What needs to change: Services should provide early non-pharmacological support like psych  education and school-based interventions that are based on functional need rather than waiting  for formal diagnosis. NHS England's ADHD Taskforce explicitly recommends "don't make  children wait for a diagnosis to get help". 
Evidence base: The BMJ highlights that early support reduces demand for adult assessments  and addresses inequities created by private assessment markets. 
Implementation: NHS England and schools.  
Barriers: Funding constraints and commissioning fragmentation.  
Evaluation: Monitor referral rates, waiting times, and functional outcomes at 6 and 12 months. Recommendation 2: Strengthen Shared Decision-Making Through Evidence Tools 
Problem addressed: Treatment burden and variability in individual preferences, with  methylphenidate and atomoxetine showing worse tolerability than placebo. 
What needs to change: Clinicians should use decision aids presenting benefits and harms in  accessible formats and non-pharmacological options. 
Evidence base: Gosling et al. developed an umbrella review and online platform specifically for  ADHD shared decision-making. 
Implementation: NICE, clinical commissioning groups, and ADHD specialist services.  Barriers: Clinician time and professional hesitancy.  
Evaluation: Patient-reported decisional conflict and treatment satisfaction measures. Recommendation 3: Develop Culturally Responsive Services 
Problem addressed: Racial and ethnic disparities driven by structural bias and inadequate  diagnostic tools. 
What needs to change: Culturally adapted screenings and integration of cultural humility  training.
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Evidence base: JAACAP research demonstrates that culturally relevant interventions improve  engagement for minoritized families. 
Implementation: NHS trusts and community organizations.  
Barriers: Resource constraints and workforce diversity.  
Evaluation: Equity monitoring of diagnosis and treatment uptake across demographic groups. 7.Conclusion  
This report has critically examined ADHD as classified in ICD-11, evaluating its diagnostic  framework and debates also ICD-11 offers a clinically useful and principle-based classification  that supports individualized assessment, but its flexible thresholds introduce clinician to clinician and difference and potentially that will going to be inconsistent diagnosis and the effective care  requires assessment that distinguishes clinically significant impairment from normal variation  while remaining alert to differential diagnoses.  
Pharmacological and psychological treatments demonstrate efficacy but benefits are symptom focused and highly individual; no single intervention is universally above the other and  rehabilitation must address environmental barriers to participation, recognizing that functional  difficulties persist even when symptoms subside. Finally effective ADHD care must balance  accurate recognition of impairment with respect for individual autonomy, ensuring that support  improves everyday functioning without reducing individuals to their diagnosis and policy and  practice must prioritize needs-based access and environments that accommodate  neurodevelopmental diversity.
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