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A Critical Examination of the Classification, Diagnosis, Treatment and Contemporary Debates Surrounding Autism Spectrum Disorder in ICD-11

Introduction

Autism Spectrum Disorder (ASD) is a neurodevelopmental condition characterised by persistent differences in social communication and interaction, alongside restricted and repetitive patterns of behaviour (World Health Organisation, 2019). Within the International Classification of Diseases (ICD-11), ASD is categorised under neurodevelopmental disorders, reflecting its early onset and enduring impact across the lifespan. The consolidation of previously separate diagnoses into a single spectrum condition marks a significant shift in psychiatric classification, aligning with contemporary understandings of autism as heterogeneous and multidimensional.

Despite these developments, ASD remains a highly contested diagnosis. The increasing prevalence of autism diagnoses globally has intensified debates surrounding the validity, reliability, and implications of its classification (Russell et al., 2019). Furthermore, the emergence of the neurodiversity paradigm has challenged the traditional medical model, arguing that autism should be understood as a natural variation in human cognition rather than a disorder requiring correction (Milton, 2012). These competing perspectives raise fundamental questions about the purpose and consequences of psychiatric classification systems such as ICD-11.

This report critically examines ASD through the lens of ICD-11, focusing on its classification and diagnostic processes, treatment and rehabilitation approaches, and the broader debates shaping its conceptualisation. It will argue that while ICD-11 represents a more flexible and inclusive framework than previous systems, it continues to be limited by its reliance on a deficit-based medical model. The report concludes by proposing recommendations aimed at reconciling clinical utility with a more person-centred and socially informed understanding of autism.

Classification and Diagnosis

In ICD-11, autism spectrum disorder is situated within the broader category of neurodevelopmental disorders, reflecting a shift towards recognising developmental conditions as part of a continuum rather than discrete entities (World Health Organisation, 2019). The decision to merge previously distinct diagnoses, such as Asperger’s syndrome, into a single spectrum has been widely interpreted as an attempt to improve diagnostic consistency and reduce artificial distinctions. From a clinical perspective, this dimensional approach is advantageous, as it allows practitioners to account for variability in symptom severity, intellectual functioning, and language ability.

However, while this reclassification enhances conceptual coherence, it also introduces new ambiguities. The broadening of diagnostic criteria may contribute to diagnostic inflation, making it increasingly difficult to distinguish between clinically significant impairment and variations in typical development (Timimi et al., 2019). This raises concerns about the potential medicalisation of behaviours that may not warrant clinical intervention. At the same time, narrowing criteria risks excluding individuals who require support, illustrating a fundamental tension within psychiatric classification systems.

The diagnostic criteria in ICD-11 emphasise deficits in social communication and the presence of restricted, repetitive behaviours. While these criteria provide a structured framework, their application is inherently subjective. Clinical judgement plays a significant role in interpreting behaviours, which can lead to inconsistencies across practitioners and settings. This subjectivity is further compounded by the absence of definitive biological markers for autism, meaning that diagnosis relies heavily on behavioural observation and developmental history (Lord et al., 2020).

A particularly significant limitation of current diagnostic practices is their lack of sensitivity to gender differences. Research demonstrates that females with autism often present differently, frequently engaging in masking or compensatory behaviours that obscure diagnostic indicators (Lai et al., 2015). As a result, many females are diagnosed later in life or misdiagnosed altogether, highlighting a systemic bias embedded within diagnostic frameworks. This not only undermines the validity of the classification but also has profound implications for access to support and intervention.

Cultural factors further complicate the diagnostic process. Behaviours considered indicative of autism in one cultural context may be interpreted differently in another, raising questions about the universality of ICD-11 criteria (Happé and Frith, 2020). This suggests that the classification system, while globally applied, may not adequately account for cultural diversity, thereby limiting its effectiveness in non-Western contexts.

Critically, the continued use of the term “disorder” reflects an underlying commitment to the medical model, which conceptualises autism as a deficit or dysfunction. This has been challenged by proponents of the neurodiversity movement, who argue that such language pathologises difference and reinforces stigma (Milton, 2012). While the diagnostic label is often necessary for accessing services, it simultaneously constructs autism as a problem to be fixed, rather than a difference to be understood. This contradiction lies at the heart of ongoing debates surrounding ASD classification.

Treatment and Rehabilitation

Treatment approaches for Autism Spectrum Disorder are diverse, reflecting the complexity and variability of the condition. Interventions typically focus on improving communication, adaptive functioning, and quality of life, rather than attempting to eliminate autism itself. Behavioural interventions, particularly Applied Behaviour Analysis (ABA), have historically dominated the field, based on the premise that behaviour can be modified through reinforcement (NICE, 2021).

While ABA has been associated with measurable improvements in certain skills, its underlying assumptions have been subject to significant ethical criticism. Critics argue that ABA prioritises compliance and conformity to neurotypical standards, often at the expense of individual autonomy and identity (Pellicano and den Houting, 2022). From this perspective, such interventions may inadvertently reinforce the notion that autistic behaviours are inherently undesirable, thereby contributing to stigma and psychological distress.

This critique highlights a broader issue within autism treatment: the tension between normalisation and acceptance. Traditional interventions are often designed to reduce behaviours that deviate from social norms, rather than supporting individuals in navigating the world on their own terms. This raises important questions about whose interests are being served by these treatments and whether they align with the values and preferences of autistic individuals themselves.

Pharmacological interventions further illustrate the limitations of current treatment approaches. While medications may be used to manage co-occurring conditions such as anxiety or aggression, there is no pharmacological treatment for autism itself (Lord et al., 2020). This underscores the inadequacy of purely biomedical models and highlights the need for more holistic approaches that address environmental and social factors.

Rehabilitation strategies for ASD typically involve long-term support systems, including educational interventions, occupational therapy, and social skills training. These approaches aim to enhance independence and facilitate social inclusion. However, their effectiveness is often constrained by systemic issues, including limited funding, variability in service provision, and a lack of continuity across the lifespan.

One of the most significant gaps in current rehabilitation provision is the transition from childhood to adulthood. While early intervention services are relatively well-established, support for adults with autism remains inadequate (NICE, 2021). This disparity reflects a broader societal tendency to frame autism as a childhood condition, neglecting the ongoing needs of autistic individuals throughout their lives.

Moreover, many rehabilitation approaches continue to adopt a deficit-based perspective, focusing on what individuals cannot do rather than recognising their strengths. This approach not only limits the effectiveness of interventions but also fails to align with contemporary understandings of neurodiversity. A more strengths-based and person-centred approach is therefore essential for improving outcomes and promoting wellbeing.

Current Debates and Emerging Issues

The conceptualisation of Autism Spectrum Disorder is currently undergoing significant transformation, driven in part by the growing influence of the neurodiversity movement. This paradigm challenges the traditional medical model by framing autism as a natural variation in human cognition rather than a pathological condition (Milton, 2012). From this perspective, the goal of intervention should not be to “normalise” autistic individuals but to create environments that accommodate neurological diversity.

This shift has important implications for classification systems such as ICD-11. The continued use of medicalised language, particularly the term “disorder,” has been criticised for reinforcing deficit-based narratives and perpetuating stigma (Fletcher-Watson, 2019). However, removing or redefining diagnostic labels presents practical challenges, particularly in relation to access to services and funding. This creates a tension between the need for clinical categorisation and the desire for social acceptance.

Another key debate concerns the increasing prevalence of autism diagnoses. While some researchers attribute this trend to improved awareness and diagnostic practices, others suggest that it may reflect a broadening of diagnostic criteria (Russell et al., 2019). This has led to concerns about over-diagnosis, particularly in cases where individuals experience mild or subclinical traits. Conversely, under-diagnosis remains a significant issue in marginalised populations, highlighting the uneven distribution of diagnostic resources.

The role of social and cultural factors in shaping autism diagnosis is also gaining increasing attention. The influence of social media, for example, has contributed to greater awareness of autism but has also raised concerns about self-diagnosis and the potential trivialisation of the condition. While increased visibility can be empowering, it may also blur the boundaries between clinical diagnosis and identity-based identification.

Gender disparities in diagnosis represent another critical issue. The historical focus on male presentations of autism has resulted in a diagnostic framework that fails to capture the experiences of many females (Lai et al., 2015). This not only undermines the validity of the classification but also perpetuates inequalities in access to support. Addressing this issue requires a fundamental re-evaluation of diagnostic criteria and research priorities.

Policy and service provision further reflect the challenges associated with ASD. In the UK, long waiting times for diagnosis and limited post-diagnostic support have been widely documented (NHS England, 2023). These issues highlight the gap between theoretical classification systems and their practical implementation. Without adequate resources and infrastructure, even the most refined diagnostic frameworks are unlikely to produce meaningful improvements in outcomes.

Recommendations

In light of the issues identified, several recommendations can be proposed to enhance the classification, diagnosis, treatment, and rehabilitation of Autism Spectrum Disorder.

Firstly, classification systems such as ICD-11 should adopt more flexible and inclusive terminology that reduces pathologisation while maintaining clinical utility. This may involve incorporating language that acknowledges autism as both a condition requiring support and a form of neurodivergence.

Secondly, diagnostic practices must be reformed to address systemic biases. This includes developing gender-sensitive criteria, improving cultural competence among clinicians, and incorporating multiple sources of information into the diagnostic process. Greater emphasis should also be placed on early identification without compromising diagnostic accuracy.

Thirdly, treatment approaches should shift towards a person-centred, strengths-based model that prioritises wellbeing and autonomy. This requires moving away from interventions that focus solely on behavioural normalisation and towards those that support individuals in achieving their own goals.

Additionally, rehabilitation services must be expanded and made more consistent across the lifespan. This includes improving support for adults with autism, particularly in areas such as employment, mental health, and independent living. Ensuring continuity of care is essential for promoting long-term outcomes.

Finally, policymakers must address the structural barriers that limit access to diagnosis and support. This includes increasing funding for services, reducing waiting times, and investing in training for professionals. Without systemic change, improvements in classification and treatment are unlikely to translate into real-world benefits.

Conclusion

Autism Spectrum Disorder, as conceptualised within ICD-11, represents both progress and limitation within contemporary mental health classification. While the shift towards a spectrum-based model reflects a more nuanced understanding of autism, the continued reliance on a deficit-oriented framework constrains its effectiveness.

The growing influence of the neurodiversity paradigm challenges traditional approaches to autism, highlighting the need for more inclusive and person-centred models of care. However, balancing these perspectives with the practical demands of clinical diagnosis and service provision remains a complex task.

Ultimately, improving outcomes for individuals with autism requires a fundamental rethinking of how the condition is understood and addressed. By integrating medical, social, and neurodiversity perspectives, it is possible to develop more equitable and effective approaches that respect the diversity of human experience while providing necessary support.
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