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Introduction. 200 words 
attention deficit hyperactivity disorder (ADHD) is a neurodevelopmental condition classified in chapter 6 of international classification of diseases, 11th revision (ICD-11), under code 6A05. It is characterised by persistent patterns of inattention, hyperactivity, and impulsivity that interfere with functioning or development across multiple settings. ADHD typically emerges in childhood but can persist into adulthood, affecting academic performance, employment, relationships, and mental wellbeing (NICE,2023). This report critically examines ADHD through the lens of ICD-11 classification. Diagnostic processes, treatment approaches, and rehabillitation strategies. It also explores current debates surrounding neurodivergence, reclassification, and service provision in the UK health and social care. The aim of this is to provide a comprehensive and evidence-based analysis that reflects contemporary practice, policy challenges, and opportunities for improvement by engaging with recent literature and UK- specific guidance, this report contributes to a deeper understanding of ADHD as both a clinical diagnosis and a lived experience.


















Classification and diagnosis 400-450 words
Attention deficit hyperactivity disorder ADHD is classified in the international classification of diseases, 11th revision (ICD-11), under code 6A05, within the category of neurodevelopmental disorders. ICD-11 defines ADHD as a persistent pattern of inattention and/ or hyperactivity- impulsivity that interferes with functioning or development, with symptoms typically emerging in early childhood (WHO,2023). The classification distinguishes between three presentations predominantly inattentive, predominantly hyperactive-impulsive, and combined type, allowing for more nuanced diagnosis and treatment planning. The diagnostic criteria in ICD-11 require that symptoms be present for at least six months, occur across multiple settings (e.g. home school, work), and cause significant impairment in social, academic, or occupational functioning. In attention may manifest as difficulty sustaining attention, forgetfulness, or disorganisation, while hyperactivity-impulsivity includes fidgeting, excessive talking, and difficulty waiting or taking turns (WHO,2023), these criteria align closely with those in DSM-5, although ICD-11 places greater emphasis on developmental context and functional impact. In UK clinical practice, diagnosis typically involves a multi-agency approach, including input from GPs, paediatricians, educational psychologists, validated rating scales such as the conner’s rating scale or snap-iv, and collateral information from parent's teachers, or employers (NICE,2023).  the diagnostic process must also rule out other conditions such as anxiety, depression, or learning disabilities, which may present with overlapping symptoms. One critical issue in ADHD diagnosis is the language used in classification. Terms like “disorder” and “impairment” can reinforce stigma and medicalise neurodivergent traits, especially in children and young people. Critics argue that framing ADHD as a deficit rather than a difference may contribute to exclusion and pathologisation (Russell et al,2022). There is growing advocacy for more inclusive terminology that recognises ADHD as a neurodevelopmental variation, particularly within educational and social care contexts. Another challenge is the underdiagnosis of ADHD in girls and woman. Whose symptoms may be less overt or masked by coping strategies to delayed or missed diagnoses, impacting access to support and treatment (Young et al, 2021). Additionally, socioeconomic and cultural factors influence recognition and referral, with children from marginalised backgrounds less likely to receive timely assessment. Overall, while ICD-11 provides a structured framework for ADHD classification, diagnosis remains complex and context-dependent. Greater awareness of gender, cultural, and neurodiversity issues is essential to ensure accurate and equitable identification. 



Treatment and rehabilitation 400-450 words
[bookmark: _Int_Hx6uE1Lr]Treatment for Attention Deficit Hyperactivity Disorder (ADHD) typically involves a combination of pharmacological and non-pharmacological interventions, tailored to the individual's age, severity of symptoms, and coexisting conditions. According to NICE guidelines, medication is recommended as a first-line treatment for adults and as part of a comprehensive care plan for children and adolescents when symptoms significantly impair functioning (NICE, 2023). The most commonly prescribed medications are stimulants such as methylphenidate and lisdexamfetamine, which enhance dopamine and norepinephrine activity in the brain. These drugs have demonstrated efficacy in reducing core symptoms of inattention and hyperactivity, with response rates of up to 70% in children and adolescents (Cortese et al., 2020). However, side effects such as appetite suppression, sleep disturbances, and increased anxiety can limit adherence. Non-stimulant options like atomoxetine are available but may be less effective and slower to act (Banaschewski et al., 2018). Non-pharmacological support plays a vital role in ADHD management, particularly for individuals who cannot tolerate medication or prefer behavioural approaches. Psychoeducation helps individuals and families understand ADHD and develop coping strategies. Cognitive Behavioural Therapy (CBT) is effective in addressing emotional regulation, impulsivity, and executive functioning, especially in adults (Young et al., 2021). School-based interventions, including classroom accommodations and behaviour management plans, are essential for children and adolescents. Coaching and occupational therapy can also support goal setting, time management, and social skills. Rehabilitation in practice focuses on long-term support and functional improvement. While ICD-11 does not prescribe specific rehabilitation protocols, UK services often include multi-agency input from education, social care, and mental health teams. However, access to non-pharmacological interventions remains inconsistent across regions, with long waiting times and limited funding posing significant barriers (Russell et al., 2022). Critically, while medication offers rapid symptom relief, it does not address underlying cognitive or emotional challenges. Over-reliance on pharmacological treatment may neglect the importance of holistic care. Moreover, treatment pathways often lack cultural sensitivity, with ethnic minority groups facing disparities in diagnosis and access to support (Sayal et al., 2018). Effective ADHD management requires an integrated, person-centred approach that combines medication with tailored psychosocial support. Investment in training, service coordination, and equitable access is essential to ensure rehabilitation is not only clinically effective but socially inclusive.



Current Debates and Emerging Issues 400-450 words
ADHD remains one of the most debated neurodevelopmental conditions in terms of classification, diagnosis, and treatment. A central issue is whether ADHD should be framed as a “disorder” or a form of neurodivergence. Critics argue that the deficit-based language in ICD-11 reinforces stigma and medicalisation, especially in children and young people (Russell et al., 2022). Advocates of the neurodiversity movement call for a shift towards recognising ADHD as a cognitive difference rather than a pathology, promoting inclusive education and support rather than clinical intervention (Kapp, 2020). Another major debate concerns gender bias in diagnosis. Historically, ADHD has been underdiagnosed in girls and women due to subtler symptom presentation, such as internalised inattention rather than externalised hyperactivity (Young et al., 2021). This has led to delayed treatment and misdiagnosis, often with anxiety or mood disorders. Emerging research calls for gender-sensitive diagnostic criteria and training for professionals to reduce disparities (Sayal et al., 2018). There is also growing concern about the overdiagnosis and medicalisation of childhood behaviour, particularly in educational settings. Some researchers argue that normal variations in attention and activity are being pathologised, especially among boys and children from disadvantaged backgrounds (Timimi, 2017). This raises ethical questions about the role of schools in referral and the pressure to conform to behavioural norms. Reclassification debates have intensified with the rise of adult ADHD diagnoses. Previously considered a childhood condition, ADHD is now recognised as lifelong, but adult diagnostic pathways remain inconsistent. Many adults face long waiting times, limited access to non-pharmacological support, and stigma in workplace settings (Asherson et al., 2022). This has prompted calls for clearer adult diagnostic guidelines and integrated care models. Policy and practice are also influenced by cultural and socioeconomic factors. Ethnic minority groups in the UK are less likely to be diagnosed or receive appropriate treatment, due to systemic bias, language barriers, and lack of culturally competent services (Sayal et al., 2018). These disparities highlight the need for inclusive policy reform and community-based outreach. Overall, debates around ADHD reflect broader tensions in mental health: between medical and social models, between diagnosis and identity, and between standardisation and individualisation. Addressing these issues requires collaboration across health, education, and social care sectors, informed by lived experience and emerging research.




Recommendations 250-300 words 
[bookmark: _Int_wAFQUkgo]To improve the classification, diagnosis, treatment, and rehabilitation of ADHD, a number of evidence-based and equity-focused recommendations can be made. First, the language used in ICD-11 and clinical practice should be reviewed. Terms such as “disorder” and “impairment” may reinforce stigma and medicalisation, particularly among children and neurodivergent individuals (Russell et al., 2022). Adopting more inclusive terminology—such as “condition” or “profile”—could support a shift towards a strengths-based, person-centred approach, aligning with the neurodiversity paradigm (Kapp, 2020). Second, diagnostic pathways must be made more accessible and equitable. This includes developing gender-sensitive and culturally competent assessment tools to address underdiagnosis in girls, women, and ethnic minority groups (Sayal et al., 2018). Training for GPs, teachers, and mental health professionals should include awareness of diverse ADHD presentations and unconscious bias. Additionally, adult diagnostic services should be expanded and standardised across the UK to reduce regional disparities and long waiting times (Asherson et al., 2022). In terms of treatment, a more balanced approach is needed. While medication remains effective for many, it should not be the sole intervention. NICE (2023) recommends combining pharmacological treatment with psychoeducation, behavioural therapy, and environmental adjustments. However, access to non-pharmacological support is often limited. Investment in community-based services, such as ADHD coaching, occupational therapy, and school-based interventions, would enhance long-term outcomes and reduce reliance on medication alone (Young et al., 2021). Rehabilitation should be reframed as ongoing support rather than a fixed endpoint. Multi-agency collaboration between health, education, and social care is essential to provide holistic, tailored support. This includes Individual Education Plans (IEPs), workplace accommodations, and digital tools to support executive functioning. Services should also be co-produced with service users to ensure relevance and accessibility. At the policy level, ADHD should be prioritised within mental health and neurodevelopmental strategies. Funding should be ringfenced for early intervention, staff training, and digital infrastructure to support remote assessment and monitoring. Public health campaigns can also play a role in reducing stigma and promoting awareness. In summary, improving ADHD care requires systemic change: inclusive language, equitable access, integrated treatment, and sustained support. These recommendations aim to enhance not only clinical outcomes but also the lived experience of individuals with ADHD across the lifespan.



Conclusion 150-200 words 
ADHD is a complex neurodevelopmental condition that challenges traditional models of classification, diagnosis, and treatment. ICD-11 provides a structured framework for identifying ADHD, yet debates around language, gender bias, and cultural disparities reveal the limitations of a purely medical approach. Treatment and rehabilitation require a balanced, person-centred strategy that integrates pharmacological and psychosocial support, tailored to individual needs across the lifespan. This report has highlighted the importance of inclusive practice, equitable access, and neurodiversity-informed care. Current debates underscore the need for policy reform, professional training, and co-produced services that reflect lived experience. By critically examining ADHD through both clinical and social lenses, we can move towards a more compassionate and effective model of care. Ultimately, ADHD is not just a diagnostic label it is a lived reality shaped by systems, attitudes, and opportunities. Continued research, advocacy, and collaboration are essential to ensure that individuals with ADHD receive the support they need to thrive.
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