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[bookmark: _bgqv80gn24lp][bookmark: _Toc235132950]1. Introduction 
Schizophrenia is a severe mental illness that belongs to the ICD-11 Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders and is characterised by long-term issues with reality testing, such as delusions, hallucinations, disorganised thinking, and negative symptoms that considerably affect social and occupational functioning (WHO, 2025). Schizophrenia is one of the key health issues impacting the population, as it can burden both socioeconomic and disability rates, with a disability rate of about 23 million cases (1 in 345 individuals) worldwide and is a leading cause of early death and poses a significant burden on health care services.  Schizophrenia has been one of the most debated psychiatric diagnoses despite the progress in neuroscience and psychiatric care, with debates about the classification, the diagnostic validity, underlying aetiology and the best treatment methods expected to be used. This report critically discusses schizophrenia in the context of ICD-11 by analysing its classification, diagnostic approaches, treatment and rehabilitation methods and then recommends evidence-based policy changes on how to enhance clinical practice, policy, and future research.
[bookmark: _z5p9nf1bcn9h][image: ]
[bookmark: _Toc235132951]Figure 1: Global Burden of Schizophrenia
Source: (Self-developed)
[bookmark: _cnpebjyjhju4][bookmark: _Toc235132952]2. ICD-11 Classification of Schizophrenia 
[bookmark: _kcbi2k1g8szy][bookmark: _Toc235132953]2.1 Definition within ICD-11
Schizophrenia is included in Chapter 06: Mental, Behavioural or Neurodevelopmental Disorders, sub-category Primary Psychotic Disorders (code 6A20) of the International Classification of Diseases, 11th Revision (ICD-11) (WHO, 2025). According to ICD-11, schizophrenia can be defined as a chronic mental disease, which is marked by a persistent disruption in various psychological domains, including perception, cognition, self-experience, behaviour, and affect. Hallucinations, delusions, disorganised thinking and experiences of passivity and persistent negative symptoms are core diagnostic features that must cause clinically significant impairment in personal, social, educational or occupational functioning (WHO, 2025). The term disorder is used to show that the ICD-11 still focuses on clinically significant dysfunction that needs to be assessed and intervened with.
[bookmark: _9b1m6k9bm3pc][bookmark: _Toc235132954]2.2 ICD-11 Classification System
One significant development in ICD-11 is the removal of traditional subtypes of schizophrenia (such as paranoid, catatonic and hebephrenic schizophrenia), which used to be in ICD-10. This revision recognises the limited diagnostic stability, low prognostic validity. This also includes low clinical utility of subtype classifications, and replaces them with dimensional symptom-specifier methodology, assessing positive symptoms, negative symptoms, depressive symptoms, manic symptoms, psychomotor disturbances and cognitive impairment Drugsandalcohol, 2026). 
	ICD-10
	ICD-11
	Clinical significance

	Distinct subtypes (paranoid, catatonic, hebephrenic, etc.)
	Subtypes removed; dimensional symptom qualifiers introduced
	Improves diagnostic stability and reflects symptom heterogeneity

	Greater emphasis on categorical diagnosis
	Greater emphasis on symptom dimensions and severity
	Supports more individualised assessment and treatment planning

	Limited consideration of cognitive and affective dimensions
	Incorporates symptom qualifiers including cognitive and mood features
	Facilitates holistic clinical evaluation


[bookmark: _Toc235132955]Table 1: ICD-10 vs. ICD-11 Classification of Schizophrenia
[bookmark: _c2djjqjnmok9][bookmark: _Toc235132956]2.3 Critical Evaluation
The ICD-11 classification comprises a considerable conceptual change to a more clinical construct, as schizophrenia is considered a spectrum of symptom dimensions as opposed to a set of inflexible diagnostic subtypes. This improves the reliability of the diagnosis, facilitates person-centred treatment planning and is more in line with modern evidence that shows considerable differences in symptom presentation and progression of illness (Drugsandalcohol, 2026). However, there are still concerns about the decreased specificity of developed broader dimensional classifications, which can further overlap with diagnoses of schizophrenic disorder, bipolar disorder with psychotic episodes, and other psychotic disorders (Reed et al., 2019).  
ICD-11 is more flexible and descriptive, but still largely based on the Medical Model in its approach to schizophrenia as a diagnosable psychiatric disorder that needs to be treated clinically. This biomedical focus can be too weak in recognising the intricate interplay of psychological, social and cultural determinants of psychosis promoted by the Biopsychosocial Model. It indicates that systems of classification should incorporate both biological pathology and lived experience to have a more holistic view of schizophrenia (Engel, 2012; Read et al., 2004).
[bookmark: _ewr35r3ikh1h][bookmark: _Toc235132957]3. Diagnosis of Schizophrenia
The diagnosis of schizophrenia in ICD-11 is based on the presence of persistent psychotic symptoms that significantly impair personal, social, educational or occupational functioning (WHO, 2025). Diagnostic evaluation involves the identification of positive symptoms such as delusions, hallucinations, disorganised thinking and influence or passivity experiences, and negative symptoms, such as reduced emotional expression, lack of avolition, lack of alogia and social withdrawal. There is also a growing emphasis on cognitive deficits, such as impairments in attention, memory and executive functioning that are intimately linked to worse functional outcomes even when they are not given the same clinical focus as positive symptoms (McCutcheon et al., 2020). 
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[bookmark: _Toc235132958]Figure 2: Schizophrenia Diagnosis
Source: (Self-developed)
This diagnosis should be used with differentiation and rules, ruling out other disorders that have similar psychotic features. An example is that bipolar disorder is characterised by psychotic symptoms most often occurring during mood episodes, whereas schizophrenic disorder entails the presence of both psychotic and mood symptoms, which stand alone as being diagnostic. Likewise, the temporal association between the psychotic symptoms and the substance use or withdrawal characterises substance-induced psychosis (WHO, 2025).
	Disorder
	Distinguishing features
	Diagnostic implication

	Bipolar Disorder
	Psychosis linked to manic or depressive episodes
	Mood symptoms predominate

	Schizoaffective Disorder
	Concurrent psychotic and mood symptoms with periods of independent psychosis
	Combined diagnostic criteria required

	Substance-induced Psychosis
	Symptoms directly associated with intoxication or withdrawal
	Symptoms may resolve following cessation of substance use


[bookmark: _Toc235132959]Table 2: Schizophrenia: Differential Diagnosis
Schizophrenia can be misdiagnosed, especially in ethnic minority groups and women, whose symptoms may not be projected in accordance with the conventional diagnostic view and thus result in late diagnosis or incorrect diagnosis (Halvorsrud et al., 2019). Moreover, cross-cultural validity of diagnostic systems could be challenged by not pathologising cultural interpretations of hallucinations or spiritual experiences due to the lack of culturally informed assessment by clinicians. The Biopsychosocial Model, on the other hand, offers a more inclusive framework since it acknowledges that biological vulnerability interacts with both psychological processes and trauma, the family environment and other social determinants to impact the development of symptoms and clinical expression (Engel, 2012). 
[bookmark: _wef5kgwh8mtv][bookmark: _Toc235132960]4. Contemporary Treatment Approaches
The modern treatment of schizophrenia has gradually moved away from a largely symptom-centred biomedical treatment model toward multidisciplinary, recovery-centred treatment, where increasing acknowledgement of the importance of long-term recovery is not limited to symptom remission, but also functional and social reintegration (NICE, 2023). Pharmacological therapy has been the main backbone of clinical management; first-generation antipsychotics (FGAs), including haloperidol, are effective in the management of positive symptoms of psychosis, but often with extrapyramidal side effects. Second-generation antipsychotics (SGAs), such as risperidone and olanzapine, on the contrary, have a better tolerability rate in most patients, and are associated with serious metabolic problems. In patients with treatment-resistant schizophrenia, clozapine has been the most effective intervention, which significantly reduces the rates of relapse and suicide despite the need to monitor haematological parameters intensively due to the likelihood of agranulocytosis (Correll et al., 2018).
	Medication
	Benefits
	Limitations
	Evidence

	First-generation antipsychotics
	Effective control of positive symptoms
	High risk of extrapyramidal side effects
	Correll et al. (2018)

	Second-generation antipsychotics
	Improved tolerability; broader symptom control
	Weight gain, diabetes and metabolic syndrome
	Huhn et al. (2020)

	Clozapine
	Superior efficacy in treatment-resistant schizophrenia; reduced suicide risk
	Agranulocytosis risk; mandatory blood monitoring
	Correll et al. (2018)


[bookmark: _2cjludz6pgvl][bookmark: _Toc235132961]Table 3: Comparison of Pharmacological interventions for schizophrenia
Cognitive Behavioural Therapy of psychosis (CBTp), family therapy, psychoeducation and skills training in social skills prove to be moderate in relapse reduction, better adherence to treatment and improved psychosocial functioning in combination with medications (Bighelli et al., 2021). Likewise, Community Mental Health Teams and Assertive Outreach programmes enable continuity of care by facilitating early intervention in Psychosis (EIP) services, as well as hospitalisation and community integration due to the coordination of multidisciplinary support (NICE, 2023).
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[bookmark: _ugllkgzf3jk][bookmark: _Toc235132962]Figure 3: Integrated Schizophrenia Treatment Model
Source: (Self-developed)
Systematic review evidence has consistently shown that integrated care is better than either pharmacological or psychological interventions alone, and results in improved clinical, functional, and quality-of-life outcomes (Bighelli et al., 2021). This combined methodology is consistent with the Recovery Model, which differentiates between medical recovery, which focuses on symptom remission, and personal recovery, which focuses on autonomy, identity, meaningful relationships and involvement in a society. Despite the fact that the use of antipsychotic medication is still essential in the process of prevention of relapse, the Medical Model alone is not sufficient to address the psychosocial determinants of recovery. 
[bookmark: _p8ja14mcuwy3][bookmark: _Toc235132963]5. Rehabilitation and Long-Term Recovery
In line with the Recovery-Oriented Practice Model, rehabilitation is based on collaborative and person-centred care aimed at helping individuals to reach their individual recovery objectives, as opposed to clinical remission (NICE, 2023). The main rehabilitation approaches involve vocational rehabilitation and supported employment, especially the Individual Placement and Support (IPS) model that has shown better employment rates than conventional vocational services because of its ability to enable competitive employment and support (Bond et al., 2020). Similarly, supported housing, occupational therapy, peer support programmes and structured relapse prevention interventions are helpful in enhancing functional independence, treatment adherence and quality of life.
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[bookmark: _msrs8iod0w7g][bookmark: _Toc235132964]Figure 4: Recovery Pathway
Source: (Self-developed)
There is evidence to support the multidisciplinary rehabilitation programmes enhancing social functioning, decreasing hospital readmission and encouraging long-term participation within a community when combined with pharmacological and psychological interventions (NICE, 2023). However, the results of rehabilitation are still uneven as there is a significant difference in the availability of services, the number of people working, and access to specialist community resources. In the NHS, recovery-based services have been further hindered by long waiting lists, regional inequalities and funding, which limit access to the evidence-based rehabilitation programmes (NHS England, 2024). The Recovery-Oriented Practice Model can be seen as a new step in the transformation of institutional care to personalised, strengths-focused assistance. However, it still needs to be provided with the help of consistent investment in integrated community services. 
[bookmark: _d4uqs7j200rc][bookmark: _Toc235132965]6. Contemporary Debates and Emerging Issues 
[bookmark: _njiwlu6lylvl][bookmark: _Toc235132966]6.1 Biomedical versus Biopsychosocial Models
The schizophrenia conceptualisation has been one of the most debated issues in psychiatry. The Medical Model mainly provides a neurobiological dysfunction, such as dopaminergic maladaptation and genotype predisposition, as the main cause of schizophrenia and thus supports pharmacological intervention as the initial treatment option (McCutcheon et al., 2020). Conversely, it claims that the Biopsychosocial Model asserts the presence of biological vulnerability, which dynamically interacts with psychological processes and trauma, family relationships and broader social determinants, which further explains how disease occurs and progresses (Engel, 2012). Although biological evidence has contributed to the advancement of knowledge on psychosis, neither model can explain the high heterogeneity in clinical presentation and response to treatment individually.
[bookmark: _1y4uxrjw6y5c][bookmark: _Toc235132967]6.2 Neurodiversity, Trauma and Aetiological Debate
The question of whether the neurodiversity paradigm should be applied to schizophrenia is always a subject of controversy. Cognitive diversity recognition can alleviate stigma and offer person-centred care. However, severe functional impairment of schizophrenia compares it to neurodevelopmental disorders traditionally linked to neurodiversity. Likewise, evidence accumulating over the years has challenged the long-standing dopamine hypothesis by showing that childhood adversity, migration, urbanicity and social deprivation play a significant role in psychosis risk (Radua et al., 2018).
	Biological explanations
	Psychological and social explanations

	Dopamine dysregulation
	Childhood trauma

	Genetic predisposition
	Family adversity

	Neurodevelopmental abnormalities
	Social exclusion and deprivation

	Brain structural and functional changes
	Migration, discrimination and chronic stress


[bookmark: _9hg7yvml3gpy][bookmark: _Toc235132968]Table 4: Rival Explanatory Models of Schizophrenia
[bookmark: _x2nc1dwsw7sp][bookmark: _Toc235132969]6.3 Treatment, Human Rights and Future Directions
There is controversy over long-term antipsychotic therapy, as well. Despite artificially significant decreases in relapses and hospitalisation, long-term antipsychotic use is linked with metabolic issues, neurological side effects and issues of patient autonomy, underscoring the role of shared decision-making and patient-centred prescribing (Correll et al., 2018). Other than clinical care, chronic stigma remains a problem in employment, housing and social engagement, and involuntary treatment based on the mental health law creates ethical issues to balance patient rights and the community (WHO, 2022). The difference in diagnosis between ethnic minorities and migrant populations raises more questions about the cultural validity of existing classification schemes, which need to be evaluated with cultural sensitivity (Bhui et al., 2024). In the future, AI, digital phenotyping, and machine learning provide possibilities to enhance early diagnosis and customised treatment.
[bookmark: _ip6eqesnzez4][bookmark: _Toc235132970]7. Recommendations
Clinical Practice
Early Intervention in Psychosis (EIP) services must be increased to enable earlier diagnosis and timely multidisciplinary intervention and entrench recovery-oriented care that emphasises shared decision-making, psychosocial rehabilitation and individual treatment planning along the care journey (NICE, 2023).
Policy
More investment by the government would enhance mental health services at a community level, decrease the inequalities between regions and increase the specialist mental health workforce to enhance equal access to evidence-based care and long-term rehabilitation (NHS England, 2024).
Research
The identification of credible biomarkers, creation of individualised medicine models and culturally sensitive diagnostics models should be prioritised in future research to enhance diagnostic precision, decrease health inequities and maximise long-term results across different populations.
[bookmark: _yuvrucci43ar][bookmark: _Toc235132971]8. Conclusion  
Schizophrenia is a complicated condition that needs a properly defined ICD-11 classification, diagnosis and combined treatment and rehabilitation. Despite the major contributions to more effective clinical management, the ongoing controversies with aetiology, diagnosis and long-term care underscore the necessity to adopt evidence-based, person-centred and culturally responsive models to attain equitable and sustainable recovery.
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