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[bookmark: _Toc241779732]1. Introduction
Social anxiety disorder must be given serious consideration since it is in high demand, and its limits are still controversial. According to World Health Organisation, 470 million individuals have an anxiety disorder in 2023 (World Health Organization, 2025). That number involves all forms of anxiety conditions and does not stand out social anxiety. This report asserts that ICD-11 provides more definite guidelines and cognitive behavioural therapy (CBT), a structured form of talking therapy is well supported. Practically, however,	 blurred boundaries, overlap of the autism and disparate access mitigate the utility. The report thus analyses the classification, diagnosis, treatment and debates that are currently in existence before proposing change.
[bookmark: _Toc241779733]2. Classification and language in ICD-11
The social anxiety disorder is coded 6B04 under the anxiety or fear-related disorders subgroup in Chapter 6 of ICD-11. In ICD-10, the condition was given the code F40.1 "social phobia," which falls under phobic anxiety disorders (Domschke and Zwanziger, 2025). According to Reed et al. (2019), ICD-11 has been intended to be useful to the clinic and be used worldwide and, thus, the entries are based on fewer features. Domschke and Zwanziger (2025) further note that the rename eliminated the previous minimum number of symptoms and identification of culture specific presentations. Gaebel et al. (2020) overview the entire changes in the chapter.
It is phrased in a manner that conveys the understanding of the condition. Its use of the term disorder is a clinical limit with impairment, where expenditures are funded but where the individual is described as unwell, as well. This term is used instead of the term phobia, indicating irrational fear of a single object (Fell, Chaieb and Hoppe, 2023). Anxiety rather refers to a normal feeling, which fluctuates in intensity thereby suggesting a range. When a label includes a broader anxiety, it can help to absolve an individual; nonetheless, it can also make the disorder seem less serious. Such less dramatic tone may slow down the seeking of help among individuals who have severe impairment. ICD-11 does not imply any illness; thus it describes the condition as a specified pattern of symptoms (Domschke and Zwanziger, 2025).
Abrams (2016) opposes the medical model that attributes the issue to the individual, and the social model that attributes the issue to obstacles. Curnow et al. (2023) use a neurodiversity-sensitive perspective and suggest that labels obscure the fact that environments make autistic individuals experience distress. Guidance books spell out optimal usage and, therefore, implementation might still be different than what is written.
[bookmark: _Toc241779734]3. Diagnosis: criteria and process
The ICD-11 defines social anxiety as a disorder with a succinct set of characteristics. The characteristics are the marked and consistent fear or anxiety during social situations, and fear of negative evaluation. These situations involve suffering and avoidance by patients leaving them severely impaired. The symptoms have to persist at least over several months and cannot be posed by other disorder (Reed et al., 2019). WHO (2024) distinguishes the disorder itself and normal shyness by means of impairment, which makes the test more of a functional than a personality assessment.
NICE (2015) CG159 is now 11 years old and predates ICD-11. It recommends that clinicians should initially inquire about fear and avoidance. Assessors then screen distress and impairment and they screen other conditions. There are such common tools as the Mini-spin and the Liebowitz Social Anxiety Scale. These measures are based on self-report that is a measure of culture and insight. According to Reed et al. (2019), ICD-11 retains most entries in the form of yes or no choices. A patient slightly under the line can therefore not get any care.
The overlap of autism causes a second problem, and herein the reason is due to diagnostic overshadowing. Diagnostic overshadowing is when a clinician attributes new symptoms of a known diagnoses and leaves out another (Hallyburton, 2022). The range of the methods differences is seen in the finding of the anxiety rates in autistic adults between 10% and 54% by Curnow et al. (2023). Da Silva and colleagues (2025) include in those autistic adults the association of anxiety with sensory stress and exclusion. The criteria are thus appropriate to definite behaviours and orientation about functionality. They cannot be relied on by the clinician since vague duration, self-report and autism overlap all require judgement.
[bookmark: _Toc241779735]4. Standard treatment: use, evidence and limits
NICE (2015) CG159 puts psychological therapy first in its recommendations for adults. It favors individual CBT that is based on the Clark and Wells or Heimberg models and has some choice of supported self-help. It identifies escitalopram and sertraline as the first-choice drugs, which are SSRIs, and are medications that increase the amount of serotonin in the brain. This gives the reason why CBT is successful in this disorder as explained by Clark and Wells (1995). The belief in anxious behaviour is kept on by self-focused attention and safety behaviours, thus making the events of the behavioural tests to the therapy.
The recent evidence embraces CBT, but it has significant limitations. Xiong et al. (2026) combined 104 studies of 10,708 individuals and placed CBT at the top of the list (standardised mean difference -0.80). They however rated certainty of the evidence as mostly low to moderate. The highest ranking indicates which treatment performed the best in the combined information, but does not imply that the estimate is safe. Low certainty implies that the actual effect may be different thus the direction rather than size of the effect should be relied upon by the clinicians.
Reasonably enough, Mayo-Wilson et al. (2014) arrived at such a conclusion and discovered that individual CBT was more effective than other alternatives tested. The comparison of numerous treatments simultaneously in their network meta-analysis, which is appropriate to this question. I think that medicine should be used in cases where there is treatment to be performed although therapy is done second in NICE (2015).
The format of delivery also is important since it modifies access to treatment. Winter et al. (2023) were able to pool 31 studies and discovered that remote CBT was as effective as face-to-face therapy. No difference was realised between remote, individual and group formats according to the findings of Hall et al. (2025). Then in a small trial, Winter et al. (2025) found that 57% of participants had ceased to meet the diagnostic criteria, following videoconference CBT.
Discuss an imaginary adult who experiences social anxiety, low mood and a long wait. Video therapy would perhaps reduce the wait and maybe trial evidence shows that to be a wise choice. It might not work when the individual does not have his own space, or when the low mood dampens interest. According to NHS England Digital (2026), the overall recovery rate of Talking Therapies is 50.5%. That number is merely a rough stanza, as it does not refer to the social anxiety outcomes.
[bookmark: _Toc241779736]5. Rehabilitation and provision, then and now
ICD-11 links diagnosis to loss of functioning in everyday life hence recovery will involve improved functioning and reduction of symptoms. WHO (2010) provides WHODAS 2.0 as an associated measure of function, but it does not fall within but adjacent to the diagnosis.
History describes the contemporary model since the priorities of the model were informed by previous provision. In 1980, DSMI defined social phobia, a time when specialised speaking therapy was scarce (Clark et al., 2017). IAPT started in 2008 and expanded into NHS Talking Therapies. The previous provisions restrictions developed a model that values volume and speed. That expansion provided most adults with an initial access to CBT, yet it brought speed and recovery rates to the forefront of success. Adults who experience mild or moderate symptoms will experience the greatest benefits, whereas those with complex needs could lose out when it comes to short courses that do not suit (NHS England, 2019). 
Urpi et al. (2019) define recovery as oneness, hope, identity, meaning and empowerment. Nawaz et al. (2026) attribute such perception to practice and suggest post-recovery monitoring and evident exit routes. According to NHS England Digital (2025), 1.81 million referrals can be observed, 91.6% of which are seen within six weeks and 50.5% recovered. I did not miss much evidence of rehabilitation which related to social anxiety, and any absence of that is a result in itself.
[bookmark: _Toc241779737]6. Current debates: neurodivergence, reclassification and impact
The first discussion revolves around thresholds and questions whether medicalising common shyness. According to critics, the broad generalisation makes shyness, perceived as normal, a disease. Grover, Shouan and Sahoo (2020) demonstrates the ability of labels to provoke stigma, which is discouraging due to seeking care. Advocates respond that an official diagnosis provides access to an otherwise funded treatment to individuals whose impairment does exist. The informed opinion is real on both sides since the at least several months wording is not clear. The previous minimum number of symptoms has disappeared, making the threshold more a matter of clinical judgement (Domschke and Zwanziger, 2025).
The second debate is related to autism overlap, as social anxiety can be mistakenly understood as an autism. Equally, when the apparent distress is attributed to anxiety, autism might remain invisible. This decision is important as the ICD-11 rule precludes the explanation of symptoms as a consequence of another disorder. Torices Callejo et al. (2025) combined 13 cohorts and discovered that there was no statistically significant connection between anxiety and autistic traits. The level of variation between studies was extremely high, thus restricting solid conclusions. According to Curnow et al. (2023), there were anxiety rates that ranged between 10% and 54% indicating weak and mixed methods.
The third controversy is related to neurodiversity-based care and its objectives. Curnow et al. (2023) evaluated 32 reviews, with none of the interventions found to be evidence based. They claim that a great number of strategies force neuro-normality rather than minimise distress. The reasoning, provided by Abrams (2016), is that the distress arising due to the barriers makes the person to be trained to fit them turn the problem around. The conflicting argument is that CBT can benefit many autistic adults provided that clinicians make changes to it. The evidence can most strongly endorse that perspective, since no review achieved an evidence-based rating.
These controversies transform everyday practice since it takes time to conduct assessments to make the distinction between the anxiety and autism. This period increases the wait lists unless it is financed by services securing longer appointments. NICE (2015) CG159 is older than ICD-11, which impacts guidance and classification. Reed et al. (2019) and Gaebel et al. (2020) demonstrate that reclassification can be used to assist clinicians. The financing then determines whether that objective the target patients. Rational individuals will vary by the fact that parties have got a genuine danger of either omitted care or unnecessary labelling. Keeping the diagnosis and modifying assessment and treatment of the autistic adults has the strongest evidence.
[bookmark: _Toc241779738]7. Recommendations and implications
There are four changes/evidence that come out of the evidence and they are ranked in the following order of most realistic. First, social anxiety outcomes must be reported separately as a part of national Talking Therapies data, since they are overshadowed by the general recovery rate. This is not expensive, although there is a risk of inconsistent coding. To practice it has more definite goals, and to policy it dictates funds. Researchers were also able to make comparisons of the outcomes of social anxiety in the services.
Second, NICE ought to update CG159 to incorporate ICD-11 and the evidence of remote-delivery in Winter et al. (2023). The price is a grading review that is slow and costly. It would provide more consistency in the opinions given in practice and leave research with clear and open questions.
Third, the services must include scheduled relapse prevention and return-to-work/study support, as per Nawaz et al. (2026). The staff time requires financing and that is the primary risk. There is permanent recovery of patients, and policy accrues a broader spectrum of success. This is also the connection of care with ICD-11 emphasis on daily functioning.
Fourth, the assessment and CBT ought to be co-created with autistic adults, and put to the test, responding to a gap in Curnow et al. (2023). This is a change that is the most difficult as it requires a period of training, and lax criteria might increase over-diagnosis. Most importantly, though, it is important to research and equity.
[bookmark: _Toc241779739]8. Conclusion
The thesis is partially supported by the evidence, as ICD-11 provides better criteria, and CBT has the most substantial support. Nevertheless, uncertain conditions, ambiguous thresholds and an overlapping with autism undermine belief in both. The biggest constraint will be that the majority of evidence will be based on general anxiety outcomes and limited numbers of autistic adults. Data available on fitting autistic adults is thus still tentative pending the testing of adapted therapies. The diagnosis can still be useful provided it is used carefully by clinicians.
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