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[bookmark: _uhva9szzbyb][bookmark: _Toc234977980]Introduction
Autism spectrum disorder (ASD) is a persistent and lifelong condition that affects the development of the brain's social and communication development and results in repetitive and/or restricted behaviors and interests. It comes in many different presentations: language, intellectual functioning and support needs are different. ASD is significant as it may impact education, employment, relationships, and independence and access to healthcare throughout the course of life. According to WHO, in 2021, someone was suffering from autism every 127 people (WHO, 2022). ICD-11 offers a recognised method and framework for consistent classification, diagnosis and service planning for ASD, placing it under “neurodevelopmental disorders” (code 6A02). This report will examine the definition and diagnosis of ASD, current issues and debates, evaluation of treatment and rehabilitation, and evidence-based conclusions and recommendations for practice, policy and future research.
[bookmark: _apkqcs63prm1][bookmark: _Toc234977981]2. Classification and Diagnosis 
[bookmark: _aj5ttepptmk2][bookmark: _Toc234977982]2.1 ICD-11 Classification of Autism Spectrum Disorder
ICD-11 Chapter 6, Mental, behavioural or neurodevelopmental disorders, fits into the block of neurodevelopmental disorders, which encompasses autism spectrum disorder (ASD). Chapter 6 comprises 162 categorical codes (all four characters) which start at code 6A00 indicating that ASD is not just a social or educational difference, but it is a formal clinical classification system (WHO, 2022). Neurodevelopmental disorders are a group of behavioural and cognitive problems that develop during childhood that impact on someone’s intellectual, language, social and/or motor function. The code for ASD is 6A02 (Qin et al., 2024).
ASD is characterized by two core features in ICD-11: persistent and impulsive/slow initiation, or sustainment, of reciprocal social interactions and social communication; and restricted, repetitive or inflexible behaviours, interests and activities. Onset is in the developmental stage, typically early childhood, but characteristics may become manifest later when social demands surpass the person's capacities. Additionally, there should be clinically significant impairment in personal, family, social, educational, occupational or other important functioning in diagnosis. It is recognised that autistic people can have a full spectrum of intellectual and language skills as part of ICD-11 (WHO, 2022).
Icd-10 is distinguished between childhood autism, atypical autism and Aspersger syndrome whereas icd-11 has a single spectrum category and the variations are distinguished using the intellectual-development/functional-language specifier. Codes 6A02.0 – 6A02.5 are used to indicate the presence of an intellectual-development disorder and the status of functional language (mild, impaired or absent). 6A02.Y and 6A02.Z courses other specified or unspecified presentations. This could facilitate individualized coding, while the use of a broad-spectrum classification can fail to capture significant differences in support needs if there are inaccurate specifiers (Qin et al., 2024).
[bookmark: _xfc6bqi50842][bookmark: _Toc234977983]2.2 Diagnostic Criteria and Diagnostic Process
The diagnosis is clinical, not laboratory. Assessment should confirm: core domains, developmental onset, cross setting persistence and functional impairment. Should review developmental history, reciprocal communication, repetitive behavior, sensory responses, adaptive functioning, cognition, language and co-occurring conditions. Presentation is age, sex, culture and intellectual ability specific, it is important to collect evidence from the individual, parents/carers, school and articles from previous health records (Wang and Wang, 2024).
A multidisciplinary assessment could include the paediatrician/psychiatrist, clinical psychologist, speech and language therapist and occupational therapist. These tools like the ADOS-2, the ADI-R and the CARS-2 may organize the observations and history taking but are not tools for diagnosis. New machine learning and neuroimaging methods could help to detect them, but added fears of dataset bias, explainability and generalisability to clinical settings require that machine learning tools complement, rather than supplant, clinical judgment. Differential diagnosis should include developmental language disorder, ADHD (attention / hyperactivity disorder), intellectual-development disorder, social anxiety, OCD (obsessive-compulsive disorder), psychosis / trauma conditions and acknowledge that these conditions can exist concurrently (Ghnemat et al., 2025). Delayed diagnosis is also significant as demographic and service-access gaps may cause delay in diagnosis and intervention (Long et al., 2022).
[bookmark: _9hyhugm3t2ko][bookmark: _Toc234977984]2.3 Critical Discussion of Classification Language
“disorder” is a medical model based approach to disorder, and offers scope for accurate diagnosis, access to funding, and expert help. But can lead to deficit assumptions. Condition is less judgemental, disability is placing restrictions due to individual need and/or inaccessible environments. In contrast, “neurodiversity view” regards autism as a neurodevelopmental difference, viewing strengths as well as difficulties (Ahmed et al., 2025).
Then, a balance position is required. Clinical and deficit labels are not necessarily interchangeable, as some may have a negative tone while others have a positive.Deficit language may not always be used in a derogatory way and clinical labels may be used in a positive way, which could take away the eligibility for clinical services, or it may reinforce the stigmatisation and normalisation-oriented approach to care (Almars et al., 2023). Classifications should continue to have diagnostic precision while professionals adopt respectful, preference sensitive language and discuss environmental barriers as well as clinical needs. It can be used for diagnosis and individualised support planning.
[bookmark: _9e8t55z0d4af][bookmark: _Toc234977985]3. Treatment and Rehabilitation 
[bookmark: _8mlqbn9qvhnx][bookmark: _Toc234977986]3.1 Current Treatment Approaches
There is no one single treatment that is a cure for autism—the support should be tailored to the needs of the person regarding communication, participation, safety and quality of life. Examples of behavioural and developmental approaches are Applied Behaviour Analysis (ABA), Early Intensive Behavioural Intervention (EIBI), Early Intervention Denver Model (ESDM), Pivotal Response Treatment (PRT) and Joint Attention Symbolic Play Engagement and Regulation (JASPER). Communication, joint attention and adaptive skills are developed through these programmes using reinforcement, play and everyday routines. They are supported for their effectiveness of measurable, goal-driven teaching, however, may be costly to deliver and be questioned when compliance or “normalisation” is more important than autonomy. Therefore, NICE recommends for the development of adaptations instead of one single programme to social-communication (NICE, 2012). 
Caregiver (parent) mediated programmes such as WHO Caregiver Skills Training and Project ImPACT provide coaches to parents/caregivers to help parents/caregivers incorporate learning into play, meals and routines. They can prolong the intervention outside of clinics, but they rely on the quality of the training, time available for caregivers and the resources available in the families, and they may not work as effectively in that environment (WHO, 2022). Speech and language therapy helps to facilitate functional communication (spoken language, PECS, and augmentative/alternative communication devices) (Long et al., 2022). Occupational therapy focuses on self-care skills, motor coordination, environmental adaptation and sensory participation, but evidence for sensory-integration approaches are inconsistent. TEACCH, visual schedules, individual education plans and classroom adjustments are used in the provision of education. Medication does not help correct core deficits of autism. Risperidone or aripiprazole may be considered for severe irritability or aggression, while melatonin may support persistent sleep difficulties, but side effects require monitoring (NICE, 2012)
[bookmark: _g4et7x7jbfxv][bookmark: _Toc234977987]3.2 Rehabilitation in ICD-11 and Clinical Practice
ICD-11 categorises ASD based on intellectual-development and functional-language status but doesn't provide a rehabilitation programme. Practical value of it is detection of functional diversity and individual planning. Rehabilitation should, therefore, be specified as being "life-long" rather than "as a means of minimizing childhood symptomology", and be a multi-disciplinary and participation centered process. WHO highlights the need for integrating psychosocial interventions with the community support that is accessible and inclusive (WHO, 2022).
In childhood, rehab can combine speech and language, occupational therapy, caregiver programme, educational support and social programmes. Social skills groups may be established to work on conversation or emotions, within a structured group; that is, skills might not be learnt naturally outside of clinical settings. Programmes need to also ensure that autistic people aren't compelled to conceal their identity (Hatim et al., 2025). As mentioned in the amount of facilities that should be supported by the community, this includes respite care provision, educating families, peer support etc, as well as primary care and coordinated mental-health provision. Physiotherapy, occupational therapy, speech therapy has shown an improvement in physical and behavioural functioning, however this is due to a variation in intensity of the interventions and characteristics of the participants, making the results difficult to generalize (Haque et al., 2025). There is a need for a timely transition from pediatrics and school-based systems to the adult health, social-care and employment system as an adolescent. Communication needs, agency for decisions, medication review, goals for daily living and agency for responsibilities should also be discussed as part of the start to planning for transition, and should happen early on. Vocational rehabilitation can involve strengths-based assessment, use of supported internships, job coach support, developmental changes to workplace environment and employer training. Independent living support funds should not include support for independence, which means to travel, budget, cook and advocate for oneself, as this might suggest independence is being denied while providing support (Lun et al., 2023). Adults with significant needs can continue to participate in supported living and/or community-based rehabilitation. NICE recommends coordinated adult services and supported employment; provision can become fragmented after school however leading to a “service cliff” during transition (NICE, 2012). 
[bookmark: _vhjun2mgnqry][bookmark: _Toc234977988]3.3 Effectiveness and Limitations
Interventions that improve communication skills, adaptive functioning and family well-being can occur early, personally and through a multiprofessional approach, but their results differ. Goals are best when they are real-world and practiced out of the classroom (Haque et al., 2025). The limitations are the lack of consistency among studies, brief follow-up periods, and parent-rated outcomes and limited adult evidence (Ben Hassen et al., 2023). Its cost is too high and there is a shortage of workers, and geographical inequality and waiting lists limit access; and intensive programmes could lead to a caregiver burden. Evaluation of effectiveness then needs to be measured not least by participation, autonomy and quality of life, but also via the reduction of autistic behaviour.
[bookmark: _3htrb1b6ujzl][bookmark: _Toc234977989]4. Current Debates and Emerging Issues 
[bookmark: _qvio68epsc0q][bookmark: _Toc234977990]4.1 Neurodiversity Debate
The neurodiversity movement confronts the idea that autism is just a disorder that needs to be fixed. It embraces neurological variation as part of human diversity, recognising that some autistic people have substantial disabilities and may need lifelong support. The focus of the whole discussion is no longer around looking for a “cure” but more around acceptance, reasonable adjustments and interventions that enhance communication, autonomy and quality of life. However, a position that accepts only one person with profound intellectual, language or self-care needs may not sufficiently represent persons with profound intellectual and other needs. To practice in an ethical manner, then, it is necessary to support a child all the time without attempting to remove the harmless nature of her autism (Wang et al., 2022).
This tension is manifested in the language. Language that refers to autism as part of the identity, also known as identity-first language, is what is used by people who consider autism a part of who they are, while a person-first language, like “person with autism,” places the person before the autism. A U.S. study found that 299 autistic adults preferred identity-first language (language referring to the person who uses the term I can be autistic before we can use the term person), but professionals were more likely to prefer person-first language (language referring to the person who is the autistic), (Taboas et al., 2023). But some terms are culturally and personally preferred and used, so terminology should be asked for, not imposed. 
[bookmark: _qt8vgmiyfqru][bookmark: _Toc234977991]4.2 Reclassification and Diagnostic Issues
In the DSM-IV classification, autism was subdivided into autistic disorder, asperger syndrome and atypical autism; and according to ICD-10, it was classified in a similar manner. These were replaced by DSM-5 and ICD-11 with a single spectrum diagnosis due to inconsistent boundaries between early subtypes. The spectrum model is better able to capture the variation of intellectual ability, language and the support needs; however, the level of broadness of the category may result in individuals with significantly different experiences and support needs being grouped together (Hu et al., 2024). 
Missed or late diagnosis is especially prevalent among women and adults. Masking can be controlling repetitions of behaviour, mimicking social responses and emulating peers. These practices can make visible traits disappear and introduce feelings of being screened and exhausted, anxious, and lower in authenticity. Numerous studies suggest that camouflaging is linked to impaired perception of their own signals and is more prevalent in women than women-only innumerous studies suggest masking is exclusive to women (Evans et al., 2024).
[bookmark: _jcgsvsvikg7g][bookmark: _Toc234977992]4.3 Implications for Practice and Policy
Assessing healthcare services for multidisciplinary, gender sensitive and culturally responsive efforts, along with professional training in masking, presentation of adults and co-occurring conditions. Learning must be supported through policy adjustments to cater for the sensory needs, communication and flexible learning without diagnostic conformity. Employment - need to increase reasonable adjustments to be supported by recruitment awareness and manager awareness (Abdullah et al., 2025).. Social-care policy needs to focus on gaps in transition, and support for independent living and carers. Public policy should actively engage autistic people as partners in service design, research focus, and professionals' education, while making sure classification does not serve to increase the stigma of autism.
[bookmark: _j2lb6ntyvqmq][bookmark: _Toc234977993]5. Recommendations
[bookmark: _qh9v6olquae3][bookmark: _Toc234977994]5.1 Classification
ICD-11 classification should keep the single autism spectrum classification, and appropriate use of the intelligent-development and functional-language specifiers. Sensory requirements, adaptive functioning and individual strengths too should be documented in clinical records to avoid a ‘broad brush’ being dipped.
[bookmark: _1l0r8f6e3ik3][bookmark: _Toc234977995]5.2 Diagnosis
Assessment should incorporate multiple perspectives; be developmentally appropriate; and be culturally responsive. Services should include developmental history, observation of the child, documents and assessment that are delivered in the school, and/or tools which have been examined and are reliable. There is a need for further professional development to identify the masking of autism, female presentations, autistic spectrum adults with ADHD, autistic spectrum adults with anxiety, trauma.
[bookmark: _k7iu7vs1kxsp][bookmark: _Toc234977996]5.3 Treatment
Intervention needs to be individualised, target oriented and neurodiversity affirming. Include functional communication, autonomy and participation in the priorities of speech and language therapy, occupational therapy, programmes supported by the caregiver and educational support. Medications ought to be restricted to clearly known related symptoms, as well as reviewed regularly for effectiveness and adverse reactions.
[bookmark: _qi6f7kavxvbh][bookmark: _Toc234977997]5.4 Rehabilitation
Rehabilitation should be comprehensive and coordinated and transition from childhood to adult services should be planned. Social participation, supported employment, independent-living training, peer support and family respite services.
[bookmark: _gpu036fw4ew0][bookmark: _Toc234977998]5.5 Policy and Future Research
Policy should shorten waiting times for diagnosis, bring about more equal services and improve fragmentation. Further studies should focus on long-term results, adults, culturally and linguistically diverse populations and outcomes that have been developed with people who are independently diagnosed as having autism, such as receipt of a quality life, autonomy and engagement in the community.
[bookmark: _ji92kit3f6dx][bookmark: _Toc234977999]6. Conclusion
In this report, authors identified the ICD-11 as a more informative and flexible way of conceptualising autism, as it refers autism to neurodevelopmental disorders, and introduces specifiers intellectual-development, and functional-language. But it is not a complete reflection of the diversity of autistic experiences, autistic abilities and support needs. Therefore, the accurate diagnosis requires a multidisciplinary approach to assessment as the developmental evidence and careful discrimination from other conditions and sometimes coexistence of similar conditions. Personalised, evidence-based, communication, participation, autonomy and quality of life focussed treatment and rehabilitation is most successful, not normalising harmless autistic features. Again the discussion of neurodiversity is a good example of how we need to balance clinical identification of disability with inclusion, respectful language and a change to the environments to work, learn and live within. Addressing the need to minimise the delay between diagnosis, enhance access to adult services, broaden supports and access for autistic people in the community and to the workplace, and increase autistic voices in the design of policies, practices and research.
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