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[bookmark: _Toc231932902]1. Introduction
ADHD is one of the most diagnosed neurodevelopmental conditions of childhood, and contemporary evidence shows that it frequently continues into adult life. The eleventh revision of the World Health Organization’s International Classification of Diseases (ICD-11) places ADHD within the neurodevelopmental disorders and assigns it the code 6A05 (World Health Organization, 2024). This report examines how ADHD is conceptualised under ICD-11, beginning with its classification and the criteria used to identify it, before turning to the interventions used in treatment and the wider question of rehabilitation. The discussion then considers why ADHD has become contested, particularly through the influence of the neurodiversity movement, and what these arguments mean for services and policy. ADHD has been selected because it sits at the centre of a live disagreement about whether the condition is a disorder requiring clinical intervention or a form of human variation that calls for changes in the surrounding environment.
[bookmark: _Toc231932903]2. Classification and Diagnosis
[bookmark: _Toc231932904]2.1 Position within ICD-11
ICD-11 situates ADHD inside the chapter on Mental, Behavioural or Neurodevelopmental Disorders, and more precisely within the neurodevelopmental grouping coded 6A0. This marks a clear departure from ICD-10, where the condition was labelled ‘hyperkinetic disorder’ (F90) and placed among behavioural and emotional disorders with onset in childhood and adolescence (Reed et al., 2019). The relocation is conceptually significant. Placing ADHD beside conditions such as autism spectrum disorder and developmental learning disorder frames it as a consequence of atypical neurological development rather than as a problem of conduct, and it corrects the earlier implication that affected individuals were wilfully disruptive (Doernberg and Hollander, 2016). The change also brings the two dominant diagnostic systems closer together, since DSM-5 had already adopted the neurodevelopmental category, which improves consistency for clinicians and researchers who work across both manuals (Seemüller, 2023).
Within code 6A05, ICD-11 distinguishes presentations according to the balance of symptoms: predominantly inattentive (6A05.0), predominantly hyperactive-impulsive (6A05.1) and combined (6A05.2), with further categories for other specified and unspecified presentations (World Health Organization, 2024). The choice of the word ‘presentation’ rather than ‘subtype’ is deliberate, since it recognises that the dominant features often shift as a person matures (Sonuga-Barke and Kostyrka-Allchorne, 2023).
[bookmark: _Toc231932905]2.2 Diagnostic criteria and process
The ICD-11 account describes ADHD as a persistent pattern of inattention or hyperactivity-impulsivity that lasts at least six months and begins during the developmental period, usually before the age of twelve (World Health Organization, 2024). Inattention appears as difficulty holding attention on tasks that offer little stimulation, accompanied by distractibility and disorganisation, while hyperactivity-impulsivity shows itself in restlessness and a tendency to act without weighing consequences. A central requirement is that these features exceed what would be expected for the person’s age and intellectual level, and that they are visible in more than one setting, such as home and school or work (Faraone et al., 2021).
Diagnosis rests on clinical judgement rather than on any single biological marker. The clinician gathers a developmental history and seeks corroborating accounts from people who observe the individual in different contexts, then judges whether the difficulties cause real interference with everyday functioning and whether they might be better explained by another condition or by medication (Kooij et al., 2019). ICD-11 differs from DSM-5 in how it expresses these requirements. Instead of fixing a precise number of symptoms drawn from defined lists, it offers prototypic descriptions that the clinician matches against the individual case, an approach intended to make the system workable across varied health settings worldwide (Reed et al., 2019).
[bookmark: _Toc231932906]2.3 The language of classification
The vocabulary that ICD-11 uses carries weight of its own. The manual consistently calls ADHD a ‘disorder’ and describes it in terms of symptoms and the functional impairment they produce, which locates it firmly within a medical model premised on deviation from a typical norm. This wording has practical value, because formal recognition as a disorder is what opens access to treatment and to educational or workplace support. The same terminology has drawn criticism, since advocates of the neurodiversity paradigm contend that words such as ‘deficit’ and ‘disorder’ pathologise ordinary variation and reinforce stigma (Sonuga-Barke and Thapar, 2021). This tension between clinical utility and the social meaning of diagnostic language reappears throughout the debates examined later in the report.
[bookmark: _Toc231932907]3. Treatment and Rehabilitation
[bookmark: _Toc231932908]3.1 Standard treatment approaches
Current management of ADHD combines medication with psychological and educational support, the balance adjusted to the person’s age and the severity of their difficulties. Pharmacological treatment is led by stimulants, chiefly methylphenidate and lisdexamfetamine, which raise the availability of dopamine and noradrenaline at the synapse and thereby improve attention and impulse control (Silczuk et al., 2025). In the United Kingdom, the National Institute for Health and Care Excellence recommends methylphenidate as the first option for children, and either methylphenidate or lisdexamfetamine for adults, reserving non-stimulants such as atomoxetine for those who cannot tolerate or do not respond to stimulants (National Institute for Health and Care Excellence, 2019). The largest comparative analysis of ADHD medications confirms that stimulants produce the greatest reduction in core symptoms, and that combining medication with behavioural intervention tends to outperform either approach used alone (Cortese et al., 2018).
Psychological and educational interventions address the difficulties that medication leaves untouched. Approaches such as behavioural parent training and cognitive behavioural therapy for adults target the organisational problems and low self-esteem that frequently accompany the condition, supporting everyday functioning in a way that symptom control alone cannot achieve (Young et al., 2020).
[bookmark: _Toc231932909]3.2 Rehabilitation in ICD-11 and in practice
ICD-11 is a classification of conditions rather than a manual of treatment, and it does not set out a programme of rehabilitation. The World Health Organization addresses functioning through a companion system, the International Classification of Functioning, Disability and Health (ICF), which directs attention to a person’s activity and participation within their environment instead of to symptoms in isolation (Linden, 2025). Applied to ADHD, this perspective broadens rehabilitation beyond the reduction of symptoms towards the building of adaptive skills and the adjustment of surroundings. In practice it includes coaching, training in organisation, and the reasonable adjustments that schools and employers are expected to make under equality legislation (Young et al., 2020). The emphasis falls on enabling participation in education and work rather than on correcting the individual alone.
[bookmark: _Toc231932910]3.3 Effectiveness and limitations
The short-term value of stimulant medication is well documented, supported by a large body of randomised trials showing reliable improvement in core symptoms (Cortese et al., 2018). The picture becomes less certain once attention turns to the longer term. Evidence for benefit sustained beyond a year or two is comparatively thin, and adherence is often poor, partly because of adverse effects that include appetite suppression and disturbed sleep, alongside cardiovascular changes such as raised heart rate and blood pressure (Krinzinger et al., 2019). A recent narrative review stresses that long-term safety data, especially on cardiovascular outcomes and on growth in children, remain incomplete and require continued monitoring (Silczuk et al., 2025). An updated Cochrane review reaches a cautious conclusion, judging the certainty of the evidence for methylphenidate to be low and calling for better-designed trials (Storebø et al., 2025). Psychological and rehabilitative interventions carry their own limitation: although they improve functioning and quality of life, their effect on core symptoms is smaller, and access to them varies considerably between regions, which produces inequity in the support that people actually receive (Young et al., 2020).
[bookmark: _Toc231932911]4. Current Debates and Emerging Issues
[bookmark: _Toc231932912]4.1 Disorder or difference
The most prominent disagreement concerns whether ADHD should be regarded as a disorder at all. The established medical model treats it as a dysfunction to be diagnosed and corrected. The neurodiversity movement, which grew out of the autism community, offers a competing account in which ADHD represents a naturally occurring variation in how the brain is organised and operates. On this view, much of the impairment associated with the condition arises from environments built around neurotypical expectations rather than residing wholly within the person (Sonuga-Barke and Thapar, 2021). Proponents argue that the disadvantage experienced in settings such as a conventional classroom can be reduced, and sometimes turned to advantage, when reasonable adjustments allow people to work in ways that suit their neurodivergent profile (Sonuga-Barke and Kostyrka-Allchorne, 2023).
This reframing has not gone unchallenged. Critics caution that a purely social account risks minimising the genuine distress and the elevated risk of harm that many people with ADHD experience, and that withdrawing the language of disorder could threaten access to the very support that diagnosis currently secures. A more measured position has gained ground in recent scholarship, one that acknowledges the real impairment associated with the condition while also valuing accommodation and the individual’s own account of their needs (Sonuga-Barke et al., 2023).
[bookmark: _Toc231932913]4.2 Questioning the categories
A second strand of debate doubts the validity of discrete diagnostic categories in this area altogether. Researchers working within a transdiagnostic framework argue that categorical labels map poorly onto the underlying biology and cognition of neurodevelopmental conditions, and that dimensional models may better capture the extensive overlap between ADHD, autism and related difficulties (Astle et al., 2022). The very act of moving ADHD into the neurodevelopmental grouping in ICD-11 can be read as a partial concession to this argument, since it recognises shared developmental roots across conditions that were previously kept apart. Some commentators press the point further, observing that the label ‘ADHD’ names only two clusters of symptoms and so fails to capture the broader profile of difficulties that patients report, and that a more general neurodevelopmental framing would describe many cases more accurately (Linden, 2025).
[bookmark: _Toc231932914]4.3 Consequences for practice and policy
These arguments are not confined to academic journals; they shape the services people encounter. Rising awareness and a widening conception of ADHD have driven a steep increase in demand for assessment, and waiting times in the United Kingdom have lengthened as a result. NHS England responded by commissioning an independent ADHD Taskforce, whose reports in 2025 recommended that the condition be treated as a common one, that practical help be offered to people showing its features even before a formal diagnosis is reached, and that the departments responsible for health and education work more closely with those for employment and justice (NHS England, 2025). This direction of travel reflects a partial acceptance of the neurodiversity critique, shifting emphasis away from treatment gated by diagnosis and towards earlier support focused on the environment, while keeping clinical pathways open for those who need them.
[bookmark: _Toc231932915]5. Recommendations
Several recommendations follow from this analysis; each aimed at a specific weakness identified above. The first concerns the language of diagnosis. Clinical records could pair the formal label with more neutral and strengths-aware wording, so that documentation acknowledges both the impairment a person experiences and the capabilities they retain. Such a change would answer the stigma that critics attribute to deficit-based terminology without removing the recognition that unlocks support (Sonuga-Barke and Thapar, 2021).
A second recommendation addresses the pressure on services. The lengthening waits for assessment cause real harm and a needs-led model that offers coaching and educational or workplace adjustments to people showing ADHD features, independently of a confirmed diagnosis, would relieve some of that harm while a formal assessment is awaited. The ADHD Taskforce has already pointed in this direction and its recommendations give policymakers a concrete basis for action (NHS England, 2025).
The weakness of the long-term evidence base suggests a third priority. Decisions about medication currently rest on trials that rarely extend beyond a year or two and the cautious verdict of the most recent Cochrane review underlines how much remains uncertain about sustained benefit and about cardiovascular and growth effects (Storebø et al., 2025). Commissioning longitudinal research that follows patients over extended periods would place prescribing on firmer ground and allow clinicians to weigh benefit against risk with greater confidence (Silczuk et al., 2025).
Attention to functioning, rather than to symptoms alone, points to a fourth priority. Psychological and rehabilitative support improves quality of life but is distributed unevenly, so investment that equalises access across regions and age groups would help ensure that participation in education and work is supported wherever a person happens to live (Young et al., 2020).
A final recommendation looks to the classification systems themselves. Future revisions might supplement the existing category with dimensional descriptors that capture the overlap between ADHD and neighbouring neurodevelopmental conditions, retaining the practical usefulness of a recognised diagnosis while reflecting the continuity that transdiagnostic research has documented (Astle et al., 2022). These proposals reach across the system. They would equip clinicians to communicate more constructively and encourage commissioners to fund preventive and rehabilitative provision, while also setting a clear research agenda built around the long-term questions that current evidence leaves open.
[bookmark: _Toc231932916]6. Conclusion
ADHD holds a pivotal and contested place within ICD-11. Its relocation into the neurodevelopmental grouping, together with its reliance on prototype descriptions rather than fixed symptom counts, reflects real scientific progress, yet the condition remains the subject of vigorous argument about whether it is best seen as a disorder or as a difference. The neurodiversity movement and transdiagnostic research have unsettled the deficit-based framing and their influence is now visible in policy, most clearly in the work of the NHS England ADHD Taskforce. A measured path forward recognises the genuine impairment that ADHD can cause while also embracing accommodation and equitable access to support and it depends on a stronger long-term evidence base than the field currently possesses. Such an approach would serve the interests of the people the classification exists to help.
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