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1. Introduction
Schizophrenia is a severe and enduring mental disorder that significantly affects cognition, perception, emotional regulation and social functioning. Within health and social care contexts, schizophrenia is associated with complex care needs, long-term support requirements and increased risk of social exclusion, unemployment and poor physical health. Individuals living with schizophrenia often experience stigma and discrimination, which can act as barriers to accessing appropriate care and support services (Slade, 2009).
This report critically analyses schizophrenia using the International Classification of Diseases, Eleventh Revision (ICD-11) as its primary framework. The report examines the classification and diagnostic processes, evaluates treatment and rehabilitation approaches relevant to health and social care practice, and explores current debates, including neurodivergence and diagnostic validity. Evidence-based recommendations are provided to inform practice, policy and future research within health and social care settings.
2. Classification and Diagnosis
2.1 Classification of Schizophrenia in ICD-1
In ICD-11, schizophrenia is classified under the chapter mental, behavioural or neurodevelopmental disorders, within the grouping schizophrenia or other primary psychotic disorders. The diagnostic code assigned is HA20 (World Health Organisation, 2019). ICD-11 marks a significant shift from previous classifications by removing schizophrenia subtypes, such as paranoid and catatonic schizophrenia, due to their poor reliability and limited clinical usefulness.
For health and social care professionals, this dimensional approach allows a more holistic understanding of service users’ experiences. Symptom qualifiers enable practitioners to identify dominant symptom patterns while recognising that individuals’ presentations may change over time. This supports personalised care planning and multi-agency working, which are central principles in health and social care practice.
The use of the term mental disorder reflects a medicalised framework intended to promote diagnostic consistency. However, this terminology has been criticised for reinforcing stigma and power imbalances between professionals and service users, which may negatively influence engagement with care services
2.2 Diagnostic Criteria and Assessment Process
The diagnostic criteria for schizophrenia in ICD‑11 require the presence of characteristic symptoms for a minimum duration of one month. These symptoms must include at least two core features, with at least one drawn from persistent delusions, persistent hallucinations, disorganised thinking, or experiences of influence, passivity, or control. Additional symptoms may include negative features such as affective flattening, alogia, avolition, or anhedonia, as well as grossly disorganised behaviours or psychomotor disturbances such as catatonia. The diagnosis can be made based on the individual’s report or through clinical observation, and symptoms must not be attributable to another medical condition or the effects of substances or medication. ICD‑11 also highlights the importance of considering developmental, cultural, and contextual factors during assessment. For example, childhood-onset schizophrenia is extremely rare and often difficult to distinguish from other developmental disorders, while cultural beliefs may influence how hallucinations or unusual experiences are expressed and interpreted. The diagnostic process, therefore, requires a comprehensive assessment that includes clinical history, functional impact, and exclusion of alternative explanations. (World Health Organisation 2019)
Diagnosis relies on a comprehensive clinical assessment instead of biological testing. The involvement of mental health nurses, social workers, and occupational therapists is essential to this process. Exclusion of alternative causes, such as substance misuse or physical illness, is particularly important in social care due to the high prevalence of coexisting vulnerabilities (NICE, 2014).

3. Treatment and Rehabilitation
3.1 Standard Treatment Approaches
Antipsychotic medication remains the primary treatment for schizophrenia and is effective in reducing positive symptoms for many individuals (NICE, 2014). Second-generation antipsychotics are commonly used due to their improved side-effect profiles compared with first-generation medications.
However, medication-focused approaches have limitations within health and social care settings. Side effects such as weight gain and metabolic syndrome contribute to poor physical health outcomes, increasing health inequalities for this population. Additionally, medication is often less effective in addressing negative symptoms and social withdrawal, which are key determinants of long-term care needs.
Psychosocial interventions are therefore essential. Cognitive behavioural therapy for psychosis, family interventions and psychoeducation support recovery and reduce relapse rates. For health and social care professionals, these interventions promote collaborative working with families and carers, recognising their central role in ongoing support. Slade, M. (2018).

.
3.2 Rehabilitation and Measures in ICD-1d in Practice
ICD-11 recognises that recovery from schizophrenia exceeds symptom management, focusing on social, occupational, and functional rehabilitation includes:
· Supported Employment and Vocational Rehabilitation: Rehabilitation in practice includes psychological therapies, family involvement, physical health monitoring, lifestyle interventions, and vocational support. Facilitating return to work or meaningful activity through individual placement and support (IPS) models, job coaching, and workplace adjustments.
· Early intervention services play a central role in this process. NICE states that adults experiencing the first episode of psychosis should begin treatment within two weeks of referral, as early access to care improves clinical outcomes, reduces hospital admissions, and shortens the duration of untreated psychosis
· Social Skills Training: Structured interventions to help individuals build communication, problem-solving, and assertiveness skills, improving social integration and confidence (Turner et al., 2018).
· Cognitive Behavioural Therapy for Psychosis (CBTP) is recommended as a core component of rehabilitation, helping individuals understand and manage their symptoms. Family intervention is also highlighted as a key rehabilitative measure, as it improves coping skills, reduces stress within the household, and lowers relapse rates.
· NICE further emphasises the importance of supported employment programs, recognising that meaningful occupation is a crucial part of recovery and social inclusion. Physical health assessments and lifestyle support (healthy eating, physical activity, smoking cessation) are also integral to rehabilitation, given the high rates of physical comorbidity and premature mortality in this population.
· Supported Housing: Providing stable, affordable, and supported accommodation options to promote independence and reduce social exclusion (Stergiopoulos et al., 2011).
· Occupational Therapy and Daily Living Skills: Assessment and interventions to enhance self-care, budgeting, meal preparation, and community participation.
· Day Programs and Structured Activities: Access to community-based programs that encourage engagement, skill development, and peer support.
These measures follow the ICD-11’s biopsychosocial framework, with evidence supporting that rehabilitation improves quality of life, reduces hospitalisation, and promotes sustained recovery (De Hert et al., 2011; Bighelli et al., 2021).
3.3 Effectiveness and Limitations
Integrated care models that combine medication, psychosocial interventions, and social support demonstrate improved outcomes compared with medication alone. Early intervention services are particularly effective in reducing long-term disability and reliance on inpatient care (NICE, 2014).
However, access to rehabilitation remains inconsistent. Limited funding, workforce shortages and fragmented services often restrict availability. Social determinants such as poverty, housing insecurity and stigma further limit recovery, highlighting the importance of addressing broader social care needs alongside clinical treatment.

4. Current Debates and Emerging Issues
4.1 Current Debates in Classification and Treatment
A significant debate concerns whether schizophrenia represents a single disorder or a heterogeneous collection of conditions. Critics argue that categorical diagnosis fails to capture individual experiences and may hinder personalised care. Dimensional and transdiagnostic models of psychosis have been proposed to address these limitations (Read, Bentall and Mosher, 2004).
For health and social care practice, rigid diagnostic labels may oversimplify complex needs. However, diagnosis remains central to accessing services, benefits and legal protections, creating tension between clinical utility and conceptual validity.
There is an ongoing discussion about physical health inequalities. NICE highlights the stark reduction in life expectancy among people with schizophrenia and calls for comprehensive physical health assessments. Despite this, many argue that mental health services remain ill‑equipped to address physical health needs, and that systemic inequalities such as poverty, stigma, and fragmented care continue to undermine progress.
4.2 Neurodivergence and Reclassification
The neurodivergence framework contests the traditional, exclusively medical view of schizophrenia by framing mental and sensory differences as part of natural human variation rather than inherent deficits. This perspective, based on the wider neurodiversity paradigm, suggests that conditions like schizophrenia, autism, and ADHD reflect diversity in neurological development and functioning (Chapman, 2021).
Applying this view to schizophrenia has important consequences for classification and care. It encourages a move away from pathologising language and promotes the acceptance of atypical experiences, emphasising strengths and adaptive capacities alongside difficulties. The ICD-11’s shift toward dimensional assessments may facilitate a more subtle understanding of individual experiences, aligning to some extent with neurodivergence-oriented approaches. Keeley, J. W., & Gaebel, W. (2018).
Despite these advances, debates endure over the practical application of neurodivergence in clinical settings. It is maintained by critics that while this approach may help lessen stigma and support person-centred care, it may risk minimising the significant distress and functional impairment experienced by certain individuals with schizophrenia. Additionally, the reclassification debate elicits questions about service eligibility, resource assignment, and the balance between medical support and social inclusion.
Overall, while the neurodiversity paradigm affords a valuable lens for rethinking schizophrenia, more research and policy development are needed to ensure it enhances, rather than undermines, assistance for individuals with complex mental health needs.
5. Recommendations: Based on this analysis, the following recommendations are proposed for health and social care practice:
1. Enhanced Integrated Care: Strengthen collaboration between health and social care services to address both clinical and social needs.
2. Reduction of Stigma: Promote person-centred language and anti-stigma training across services.
3. Expansion of Rehabilitation Services: Increase investment in supported housing, employment and community inclusion programmes.
4. Service User Involvement: Embed lived experience in service design and evaluation.
5. Continued Research: Support research into social determinants of schizophrenia and long-term recovery outcomes.
These recommendations support more equitable, holistic and sustainable care delivery.



6. Conclusion
This report has examined schizophrenia through the ICD-11 framework with a specific focus on health and social care practice. While ICD-11 has improved classification by removing subtypes and emphasising functional recovery, significant challenges remain in diagnosis, treatment and rehabilitation.
Effective care requires integrated, person-centred and recovery-oriented approaches that address both clinical symptoms and social determinants of health. Ongoing debates surrounding classification and neurodivergence highlight the need for continued reform informed by evidence, ethics and lived experience. Addressing these challenges has the potential to improve outcomes and quality of life for individuals living with schizophrenia.
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