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Introduction

Tourette’s syndrome (TS) is a neurodevelopmental condition characterised by the presence of motor and vocal tics with onset in childhood. Although formally recognised for decades, its classification, diagnosis, and treatment remain subject to ongoing debate. These debates draw on emerging research, shifting understandings of neurodivergence, and tensions between medical and social models of disability. In practice, these issues have implications for service provision, public health policy, and the lived experience of those with TS. This report provides a critical analysis of the classification of TS within the International Classification of Diseases, 11th Revision (ICD-11), explores standard treatment and rehabilitation approaches, and evaluates emerging issues surrounding reclassification and neurodiversity-informed practice. Recommendations for improving diagnosis, treatment pathways, and policy are offered, with consideration of their relevance for clinicians, service planners, educators, and community stakeholders (Yilmaz and Jankovic, 2025).


1. Classification and Diagnosis
1.1 Classification of Tourette’s Syndrome in ICD-11
In ICD-11, Tourette’s syndrome (TS) is placed within the “Neurodevelopmental Disorders” chapter, emphasising its early-life onset, developmental trajectory and relationship to atypical neurological pathways. This categorisation positions TS alongside autism spectrum disorder, developmental language disorders and ADHD, reflecting the shared features of childhood emergence, variability over time and complex interactions between genetic and environmental influences. By using terms such as “syndrome,” “tic disorder”, and “abnormal movements or vocalisations,” ICD-11 reinforces a primarily biomedical conceptualisation. This approach provides diagnostic clarity and ensures consistency for research, epidemiological monitoring and service planning. However, in Hobson et al. (2024), the terminology has been critiqued by advocates who argue that it may inadvertently pathologise natural variation in neurodevelopment. Some individuals with TS report that medicalised labels do not reflect the full spectrum of experiences, particularly where tics coexist with strengths such as creativity, resilience or rapid cognitive processing. As the neurodiversity movement grows, there is increasing debate about whether current classification frameworks adequately capture lived experience or whether more neutral, descriptive terminology would be more appropriate (Grant et al., 2025).
1.2 Diagnostic Criteria
The ICD-11 criteria for TS retain continuity with earlier diagnostic systems while offering more precise distinctions between tic presentations. Requiring both motor and vocal tics for over one year supports diagnostic accuracy and avoids unnecessary labelling of transient childhood behaviours. The emphasis on developmental onset recognises the strong evidence for genetic predisposition and the influence of brain maturation. The inclusion of impairment or distress criteria operationalises the need for clinical relevance, ensuring that the diagnosis is not applied solely on the basis of observable behaviour. The broader spectrum of tic disorders acknowledged in ICD-11 enables clinicians to adopt a stepped approach, identifying early indicators and monitoring progression without prematurely assigning a lifelong diagnosis Baldermann et al., 2025).
1.3 Diagnostic Processes
Diagnosis in routine practice remains primarily clinical, relying on careful observation and structured interviews to capture tic phenomenology, premonitory sensations and context-related fluctuations. Evaluation of co-occurring conditions is essential, given the high prevalence of ADHD, OCD, anxiety and emotional regulation difficulties among individuals with TS. Standardised tools such as the YGTSS support objective assessment and facilitate monitoring of change over time (Ho et al., 2020). Although neuroimaging is not required for diagnosis, it may be utilised in atypical cases to exclude alternative neurological conditions. A persistent concern, however, is the variability of diagnostic pathways across regions. Long waiting lists, inconsistent referral criteria and limited specialist provision contribute to delays that can affect educational planning and early intervention. Strengthening cross-sector training, clarifying referral guidelines and improving pathway coordination remain key priorities identified in current policy and clinical literature (Rattu et al., 2025).





 2. Treatment and Rehabilitation
2.1 Standard Treatment Approaches
Management of Tourette’s syndrome (TS) is most effective when it is individualised and responsive to the fluctuating nature of tics. Clinical guidelines emphasise that treatment should be guided by the person’s own goals rather than by the presence of tics alone, recognising that many individuals experience their symptoms as manageable or non-distressing. When intervention is required, behavioural, pharmacological and psychosocial strategies are typically combined to achieve optimal outcomes.
Behavioural Interventions
CBIT and HRT remain central to evidence-based treatment pathways. Beyond increasing awareness of premonitory urges and introducing competing responses, these interventions also help individuals understand how stress, excitement, and environmental cues influence tic patterns. Behavioural plans often incorporate relaxation training, stimulus control techniques and family involvement to ensure strategies are implemented consistently across contexts. The substantial evidence supporting CBIT has led to international recommendations; however, availability varies across regions, and many areas lack adequately trained clinicians (Kohler et al., 2025).
Pharmacological Treatment
Pharmacotherapy is typically reserved for individuals whose tics cause marked interference or pain. The symptom profile, comorbidities, and tolerability determine the choice of medication. Although drugs such as aripiprazole can significantly reduce tic intensity, side effects frequently require careful dosage adjustments and ongoing review (Baldermann et al., 2025). VMAT2 inhibitors offer an alternative mechanism but are less commonly used due to cost and monitoring requirements. Emerging interventions, including DBS and neuromodulation, highlight promising directions for individuals with severe, treatment-resistant presentations, though the evidence remains limited (Makhoul and Jankovic, 2023).
2.2 Rehabilitation Measures in ICD-11 and Practice
Rehabilitation within TS focuses on enhancing everyday functioning rather than exclusively targeting tic suppression. Psychoeducation supports individuals, families and teachers in understanding tics and reducing unhelpful responses. Social and educational adjustments aim to create environments where individuals can participate without penalty or misunderstanding. Occupational therapy plays a key role when tics impact handwriting, motor coordination or daily routines, promoting practical adaptations and self-regulation techniques. Despite these benefits, implementation is uneven. Schools with strong inclusion cultures often provide comprehensive support, whereas others may lack awareness of or resources for inclusion. This inconsistency results in significant variability in outcomes and underscores the need for clearer national standards and better integration between health, education and social care services (Andrén et al., 2022).

 3. Effectiveness and Limitations
3.1 Effectiveness
Behavioural interventions, particularly Comprehensive Behavioural Intervention for Tics (CBIT) and Habit Reversal Training (HRT), demonstrate strong evidence for reducing tic frequency and improving functional outcomes. These approaches help individuals recognise premonitory urges and develop competing responses, supporting greater self-regulation in daily settings. Psychoeducation, offered to both individuals and families, plays a critical role in reducing anxiety, stigma and misunderstanding surrounding the condition. By improving awareness, it often strengthens family coping mechanisms and enhances the capacity for supportive environments at home and school. Pharmacological treatment remains vital for people with more severe tics or distressing comorbidities such as ADHD, OCD or impulse-control difficulties. Although not curative, medication can produce meaningful reductions in tic intensity and behavioural disruption. Rehabilitation-based strategies, including occupational therapy, speech and language interventions, and school-based adjustments, further improve participation, particularly when tics affect handwriting, communication, or social integration. These combined approaches support a more holistic model of care (Woods et al., 2023).
3.2 Limitations
Despite these benefits, several constraints weaken the overall consistency and accessibility of care. Behavioural therapies require specialist clinicians, yet provision across the NHS remains uneven, leading to long waiting times and limited availability in some regions. Medication, while effective for symptom reduction, is often associated with adverse effects such as sedation, weight gain or mood changes, which reduce adherence and limit suitability for long-term management. Rehabilitation approaches depend heavily on cross-sector collaboration, and outcomes vary according to school engagement, staffing levels and awareness of neurodiversity. Many individuals report that professionals lack confidence or training in recognising the complex presentations of Tourette’s syndrome, resulting in fragmented care pathways. Furthermore, there is relatively limited research on long-term outcomes, especially into adulthood, restricting clinicians’ ability to predict prognosis or tailor interventions over time. These limitations suggest that treatment pathways require systemic strengthening and more consistent neurodevelopmental service models (Morand-Beaulieu and Leclerc, 2020).


4. Current Debates and Emerging Issues
4.1 Debates Surrounding Classification
Debates surrounding the classification of Tourette’s syndrome (TS) reflect broader tensions between biomedical frameworks and evolving neurodiversity perspectives. Critics argue that the continued use of the term “disorder” reinforces a pathological view that does not fully capture the spectrum of experiences associated with tics. Many individuals report that their tics fluctuate over time, can be influenced by context, and may not always be distressing or disabling. As a result, some suggest that the neurodevelopmental category used in DSM-5 and ICD-11 does not sufficiently account for lived complexity, particularly in cases where tics coexist with creativity, hyperfocus or sensory strengths. This debate highlights competing priorities: clinical systems rely on medical labels for access to care, while advocates emphasise identity, acceptance and human variation.
The tension between medical and neurodiversity models has prompted discussion on whether current terminology limits opportunities for empowerment. Suggestions for reclassification—such as conceptualising TS within broader motor control conditions or reframing it as a neurodivergent trait—aim to reduce stigma and promote a strengths-based approach. Although not yet reflected in international diagnostic manuals, these proposals continue to influence academic discourse and service-user movements (Szejko et al., 2022).

4.2 Debates in Treatment Approaches
Debates in treatment reflect similar ethical and philosophical questions. While some clinicians aim for tic reduction to minimise impairment, others highlight that suppressing tics without addressing social stressors may inadvertently reinforce stigma. The ethical dilemma is particularly pronounced in children, where treatment may be sought to meet social expectations rather than the child’s own goals. Long-term management also raises questions about the appropriate balance between medication and behavioural therapy, especially given the side effects associated with pharmacological interventions. Inequities in access to CBIT-trained practitioners further intensify these concerns by limiting choice and autonomy in care pathways (Can et al., 2024).

4.3 Impact on Practice and Policy
These debates increasingly shape service design, professional training and policy development. In practice, there is growing recognition of the need for early identification, holistic assessment and neurodiversity-informed care. Health and social care services are encouraged to adopt models that integrate behavioural support with education, family involvement and psychosocial interventions. In educational settings, debates drive reforms aimed at strengthening inclusion, ensuring consistent adjustments and reducing punitive responses to tic behaviours. Public health policy is also influenced by the recognition that adverse social reactions—rather than tics themselves—often drive anxiety, isolation and reduced participation. Consequently, there is a rising demand for improved training for frontline professionals and expanded research funding within neurodevelopmental frameworks. These shifts encourage a more balanced integration of medical, social and rights-based perspectives within TS policy and practice (Müller-Vahl et al., 2022).
5. Recommendations

5.1 Improving Classification and Diagnosis
Efforts to refine classification should prioritise terminology that is accurate, respectful and aligned with neurodiversity-informed practice. Adopting less pathologising language may improve engagement and reduce barriers to seeking support. Strengthening diagnostic pathways—particularly in primary care and community paediatrics—would help minimise the lengthy delays that currently affect families. Enhanced training across education, health and mental health services is essential to ensure earlier recognition and appropriate referral. Incorporating lived-experience expertise into future diagnostic revisions would support more representative and person-centred frameworks (Bhikram et al., 2021).

5.2 Enhancing Treatment Approaches
Expanding access to evidence-based behavioural therapies requires investment in workforce development and innovative delivery options, such as telehealth platforms. Personalised care plans should be co-designed with individuals and families, ensuring that interventions align with personal priorities, cultural context and neurodivergence principles. Medication monitoring processes need to be strengthened to support safer prescribing and the timely identification of adverse effects (Martino, 2020).

5.3 Strengthening Rehabilitation Measures
Rehabilitation should be embedded more systematically across health and education settings. Consistent, enforceable school accommodations would help ensure that pupils with tics are supported regardless of local disparities. Community-based hubs could offer integrated therapeutic and educational guidance, thereby reducing care fragmentation. Emphasising participation-focused goals rather than solely tic reduction aligns rehabilitation with modern, rights-based practice (Seideman and Seideman, 2020).

5.4 Policy and Research Recommendations
Further investment in longitudinal research is essential to deepen understanding of developmental pathways, co-occurring conditions and long-term outcomes. A co-produced policy would ensure that national strategies reflect the priorities of people with TS and their families. Public health efforts should address persistent stigma through accessible, evidence-informed messaging. Finally, integrating TS within broader neurodiversity policy frameworks would help secure service parity, promoting equitable access to assessment, intervention and support (Anderson, 2022).
6. Conclusion
Tourette’s syndrome remains a complex neurodevelopmental condition shaped by ongoing debates about classification, treatment goals, and the role of neurodivergence. While ICD-11 situates TS within tic disorders using medicalised language, it increases recognition of neurodiversity challenges, deficit-based interpretations and encourages person-centred approaches. Effective treatment incorporates behavioural interventions, carefully monitored medication, and rehabilitation measures that emphasise participation and environmental adaptation. However, access to services remains inconsistent, and many individuals experience barriers rooted in stigma, limited awareness, and uneven policy implementation. Strengthening diagnostic pathways, expanding behavioural therapy provision, improving school-based support, and embedding neurodiversity-informed principles into policy could significantly enhance outcomes. Continued research and meaningful involvement of people with lived experience will be essential to refining classification systems and ensuring equitable, responsive care for those living with Tourette’s syndrome. 
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