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Schizophrenia is a severe, heterogeneous mental health disorder estimated to affect 1% of the global population (Hany et al., 2024). It is characterised by disturbances in perception, cognition, emotion and volition, including hallucinations, delusions, disorganised thought, negative symptoms such as avolition and blunted affect, and cognitive deficits involving attention, memory, and executive functioning. These symptoms contribute to significant functional impairment across educational, occupational, and social domains. Contemporary research describes schizophrenia as a multifactorial, dynamic condition emerging from the interaction of genetic vulnerabilities, neurodevelopmental disruption, trauma exposure, cannabis use, social adversity, and systemic inequalities (Schmitt, Falkai and Papiol, 2022).
This report critically examines the classification of schizophrenia in the International Classification of Diseases 11th Revision (ICD-11), compares it with the Diagnostic and Statistical Manual of Mental Disorders 5th Edition (DSM-5), analyses diagnostic processes, evaluates treatment and rehabilitation strategies, and explores contemporary debates including neurodiversity, reclassification, and policy implications. Evidence from recent meta-analyses and systematic reviews used throughout to strengthen the analysis. The report concludes with evidence-linked recommendations for practice, policy, and future research.
[bookmark: _Toc217005313]Classification in ICD-11
ICD-11 classifies schizophrenia under “Schizophrenia or Primary Psychotic Disorders (6A20)”, describing it as a disorder marked by persistent disturbances in thought content, perception, cognition, volition, and behaviour that cause clinically significant functional impairment (WHO, 2025). One of the most substantial changes from ICD-10 is the complete removal of traditional subtypes, including paranoid, hebephrenic and catatonic schizophrenia. These subtypes abandoned after extensive research showed they lacked diagnostic stability, had poor inter-rater reliability, and offered little prognostic or treatment-planning value (Morris-Rosendahl and Crocq, 2020). In comparison, DSM-5 also removed subtypes and incorporates dimensional severity measures but differs in certain diagnostic details. DSM-5 specifies a minimum six-month total duration of illness, whereas ICD-11 refers to symptoms persisting “for a period of several months,” giving clinicians more flexibility. ICD-11 additionally places stronger emphasis on functional impairment and cultural formulation, reflecting WHO’s global focus and the need to contextualise symptoms within diverse sociocultural environments (First et al., 2021).
ICD-11’s retention of the term “disorder” remains a point of debate. scholars and lived-experience advocates argue the label perpetuates stigma, pathologies non-normative cognitive styles and conflicts with neurodiversity perspectives. Others defend its use for maintaining diagnostic clarity, supporting resource allocation, and enabling consistent international communication. These tensions reflect broader debates about the purpose and societal impact of psychiatric classification (Stein et al., 2020).
[bookmark: _Toc217005314]Diagnosis
ICD-11 outlines schizophrenia as requiring the presence of core psychotic symptoms such as hallucinations, delusions, or disorganised thinking occurring most of the time for at least one month, alongside broader disturbances in cognition, volition, or behaviour that result in functional impairment over a longer duration (WHO, 2025). Furthermore, while negative symptoms and cognitive deficits strengthen diagnostic certainty, they did not require for diagnosis. Consequently, diagnosis involves more than simply identifying psychotic experiences; rather, it requires a comprehensive evaluation of their persistence, functional impact, and contextual meaning. Accordingly, the diagnostic process begins with a detailed clinical interview exploring developmental history, psychosocial circumstances, trauma exposure, substance use, and illness progression. In addition, structured assessments widely used to enhance diagnostic accuracy and reduce clinician bias. Specifically, key tools include the Structured Clinical Interview for DSM Disorders (SCID-5), the Positive and Negative Syndrome Scale (PANSS) for symptom severity, the Comprehensive Assessment of At-Risk Mental States (CAARMS) for early psychosis detection, and the Structured Interview for Psychosis-Risk Syndromes (SIPS), which assists in distinguishing prodromal states (Clinical Tools Library, 2025; Tiffin and Paton, 2019). Importantly, early detection is critical, as reducing the duration of untreated psychosis is associated with significantly improved long-term outcomes. Moreover, differential diagnosis is central to the ICD-11 approach. In this context, clinicians must distinguish schizophrenia from bipolar disorder with psychotic features, psychotic depression, substance-induced psychosis, personality disorders, trauma-related dissociation, and neurological conditions such as epilepsy or autoimmune encephalitis (BNSSG ICB, 2025). Equally important, cultural formulation plays a crucial role in accurate diagnosis. For example, research demonstrates that experiences such as visions, spiritual communication, and culturally normative beliefs may misinterpreted as psychotic symptoms without appropriate cultural contextualisation (NICE, 2014a). Therefore, ICD-11 emphasises that diagnosis must incorporate cultural meaning, explanatory models, and sociocultural context to minimise misdiagnosis and ensure culturally competent care (WHO, 2024).

[bookmark: _Toc217005315]Treatment Approaches
Treatment for schizophrenia requires a multidimensional and sustained approach that integrates pharmacological, psychological, and psychosocial interventions (NHS, 2023). At the core of this approach, antipsychotic medication remains the foundation of care, particularly for reducing acute psychotic symptoms and preventing relapse. In support of this, meta-analytic evidence indicates that antipsychotics reduce relapse risk by approximately 60% compared with placebo, thereby highlighting their effectiveness despite variability in individual response (Ceraso et al., 2020). In clinical practice, second-generation antipsychotics often preferred due to lower rates of extrapyramidal side effects; however, they continue to carry significant metabolic and cardiovascular risks. Moreover, long-acting injectable (LAI) formulations support individuals who experience difficulties with adherence by providing stable medication levels, improving continuity of care, and reducing relapse rates (Markowicz-Piasecka et al., 2024). Consequently, clozapine remains the gold-standard treatment for treatment-resistant schizophrenia, consistently demonstrating superior efficacy and reduced suicidality; nevertheless, its use limited by strict monitoring requirements and potential haematological side effects (Fernandez-Egea et al., 2024). Alongside pharmacological treatment, psychological therapies form a central pillar of contemporary schizophrenia care. Specifically, cognitive behavioural therapy for psychosis (CBT-p) helps individuals reinterpret distressing experiences, challenge unhelpful beliefs, and develop effective coping strategies. Consistent with this, meta-analyses demonstrate that CBT-p leads to moderate improvements in delusional conviction, hallucination-related distress, and overall functioning (Jauhar et al., 2014). Similarly, family intervention strongly supported, as it reduces relapse rates through improved communication, enhanced problem-solving, and decreased family stress (Pharoah et al., 2010). Furthermore, psychoeducation enhances insight, empowers self-management, and supports relapse prevention, particularly when delivered collaboratively to both service users and families (NICE, 2014a).
Taken together, pharmacological, psychological, and supportive interventions constitute a comprehensive, evidence-based approach that addresses symptom reduction, coping, communication, and long-term relapse prevention. Ultimately, optimal outcomes achieved when these interventions integrated, culturally sensitive, and tailored to the individual’s unique needs, goals, and circumstances.

[bookmark: _Toc217005316]Rehabilitation
Rehabilitation widely recognised as a core component of schizophrenia care and closely aligned with ICD-11’s requirement that diagnosis includes evidence of functional impairment across domains such as self-care, social interaction, employment, and community participation (Nikola Houngbedji et al., 2025). However, ICD-11 offers only limited explicit guidance on specific rehabilitation methods, instead positioning functional outcomes primarily within assessment and long-term care planning. As a result, the practical implementation of rehabilitation relies heavily on broader international frameworks and service-level interpretation. In this regard, the World Health Organization (WHO) advocates for community-based, recovery-oriented services that integrate psychosocial interventions, supported housing, vocational support, and peer-led programmes to promote autonomy and social inclusion (WHO, 2021). Similarly, NICE guidance emphasises early intervention, structured psychological therapies, physical health monitoring, and social recovery programmes, thereby reinforcing the importance of coordinated, multidisciplinary support (NICE, 2014b). Nevertheless, the extent to which such recommendations consistently implemented across services remains variable, with ongoing concerns regarding resource constraints and service fragmentation. Empirical evidence supports a range of rehabilitation approaches, although outcomes are not uniform across all populations. Cognitive Remediation Therapy (CRT), for example, has shown to improve cognitive domains such as attention, memory, and executive functioning areas strongly associated with long-term disability. However, effect sizes are modest, and functional gains are most evident when CRT delivered alongside broader psychosocial or vocational interventions rather than as a stand-alone treatment. Indeed, meta-analyses indicate that CRT is most effective when combined with vocational rehabilitation, suggesting that cognitive improvements alone may be insufficient to translate into meaningful functional recovery (Ahmed, 2020). Similarly, supported employment particularly the Individual Placement and Support (IPS) model represents the most robustly evidenced vocational intervention to date. While research consistently demonstrates that IPS more than doubles competitive employment rates compared with traditional vocational services, challenges remain, including variability in service fidelity and reduced effectiveness in regions with limited labour market opportunities (Marino & Dixon, 2014). Alongside vocational approaches, social skills training has shown to enhance communication, assertiveness, and social engagement, although evidence regarding its long-term impact on independent living remains mixed (Almerie et al., 2015). Furthermore, physical health interventions including exercise programmes, metabolic monitoring, and lifestyle support widely recognised as essential, particularly given the markedly reduced life expectancy among individuals with schizophrenia due to preventable physical conditions. Despite this, physical health outcomes for this population continue to lag those of the general population, highlighting persistent gaps between evidence and practice (NHS England, 2024).
Collectively, these rehabilitation approaches reflect a shift toward personalised, holistic, and recovery-oriented care that addresses both symptoms and real-world functioning.
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Current debates in schizophrenia encompass diagnostic validity, neurodiversity perspectives, treatment strategies, and structural inequalities. Firstly, the validity of schizophrenia as a discrete diagnosis has increasingly questioned, with critics highlighting its heterogeneity, symptom overlap, and lack of consistent biomarkers. Consequently, this has prompted proposals to replace the traditional label with a broader psychosis spectrum, which may better reflect scientific evidence and reduce stigma (Lahiri, Rojbin Yigit and Lawrie, 2025). In parallel, the neurodiversity movement challenges medicalised frameworks by emphasising autonomy, identity, and cognitive diversity among individuals experiencing psychosis (Miranda‐Ojeda et al., 2025). From this perspective, advocates support rights-based, non-coercive care, including peer-led services and trauma-informed approaches. However, critics caution that such frameworks risk underestimating the severe functional impairment and distress experienced by individuals with schizophrenia (Woods, 2022). Alongside these conceptual debates, discussions surrounding long-term antipsychotic use remain ongoing. While maintenance medication is associated with reduced relapse risk (Leucht et al., 2012), longitudinal studies suggest that some individuals may achieve stable recovery through dose reduction or discontinuation (Harrow & Jobe, 2013).). As a result, personalised treatment plans increasingly favoured over uniform, indefinite medication strategies. Moreover, structural inequalities continue to shape contemporary discourse. Racialised groups especially Black populations in the UK and USA, experience disproportionate rates of diagnosis and higher levels of coercive interventions (Institute of Health Equity, 2025). Taken together, these disparities underscore the presence of systemic bias and highlight the urgent need for culturally competent, anti-racist mental health policies.
Overall, these debates reflect a shift toward nuanced, person-centred, and socially informed approaches that integrate scientific evidence, individual autonomy, and equity in mental-health care.
[bookmark: _Toc217005318]Recommendations
Recommendations for improving schizophrenia care should span clinical practice, policy, and research, emphasising evidence-based, person-centred, and equitable approaches. In clinical practice, structured assessment and early intervention are critical. Routine use of validated diagnostic tools, including SCID-5, PANSS, and CAARMS, within early psychosis services enhances diagnostic accuracy and reduces misdiagnosis (NICE, 2014). Access to clozapine must improve through dedicated treatment-resistant schizophrenia clinics and streamlined monitoring pathways to optimise outcomes for those with refractory symptoms (NICE, 2014). Psychosocial interventions, such as cognitive behavioural therapy for psychosis and family therapy, should routinely integrated into care and supported by adequate staffing, training, and supervision (NICE, 2014). Regular physical health monitoring, including BMI, glucose, and lipid profiles, is essential to reduce elevated morbidity and mortality in this population (NICE, 2014).
Culturally competent services, including interpreters, cultural liaison workers, and staff anti-racism training, required to improve engagement and reduce disparities (Department of Health and Social Care, 2018). At the policy level, sustained investment in community-based rehabilitation, supported employment, and housing programmes recommended to promote social inclusion ((Department of Health and Social Care, 2025). Policies must also address racial disparities in compulsory admissions and embed trauma-informed care across services (Care Quality Commission, 2023) Finally, research should prioritise biomarker development, personalised medicine, novel antipsychotics with lower metabolic risks, digital interventions such as virtual reality therapy, and neurodiversity-informed models to guide future policy and enhance recovery-oriented outcomes (Department of Health and Social Care, 2025)

[bookmark: _Toc217005319]Conclusion
Schizophrenia is a complex, multidimensional condition that demands nuanced, evidence-based, and culturally sensitive approaches. ICD-11 represents a significant shift toward dimensional classification and functional assessment, while DSM-5 offers parallel refinements. Accurate diagnosis requires structured tools, cultural awareness, and comprehensive assessment. Evidence strongly supports antipsychotic medication, clozapine for treatment resistance, CBT, family therapy, and robust rehabilitation, including cognitive remediation and supported employment. Contemporary debates spanning neurodiversity, reclassification, and structural inequality highlight the evolving landscape of mental health theory and practice. Strengthening rehabilitation, improving access to effective treatments, embracing cultural competence, and supporting rights-based care will contribute to more equitable, recovery-oriented support for people living with schizophrenia. Future directions must also prioritize early intervention, personalized treatment planning, peer involvement, and trauma-informed services. Integrating digital innovations, promoting collaborative decision-making, and addressing systemic disparities can further enhance engagement, autonomy, and long-term outcomes. Ultimately, bridging scientific evidence with social justice, human-centered care, and structural reform offers the most promising pathway toward empowerment, resilience, and meaningful recovery for all individuals affected by schizophrenia.
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