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[bookmark: _Toc213963228]1. Introduction
Schizophrenia is one of the most complex and disabling mental health conditions. It can profoundly affect a person’s thoughts, emotions, and behaviour, often disrupting relationships, education, and work, and limiting social participation. Over time, there has been sustained debate about how schizophrenia should be defined, diagnosed, and treated, with shifting emphases on biological, psychological, and social explanations (McCutcheon et al, 2020). The World Health Organization’s (WHO) most recent revision of its classificatory system, the International Classification of Diseases, 11th Revision (ICD-11), introduces significant changes in the way schizophrenia is conceptualised and categorised (World Health Organization, 2019).
This report critically examines schizophrenia with the ICD-11 as the primary framework. It first outlines the updated approach to classification and diagnosis, considering both the specific criteria and the language used. It then evaluates standard treatment and rehabilitation approaches, highlighting areas of effectiveness and key limitations, including the persistent challenge of medication adherence. The report goes on to explore contemporary debates, including the neurodiversity perspective and trauma-informed critiques, and examines how these ideas are reshaping practice and policy. Finally, it offers recommendations to enhance support for people given a diagnosis of schizophrenia, focusing on integrated care, trauma-informed assessment, and workforce development.
[bookmark: _Toc213963229]2. Classification and Diagnosis in ICD-11
2.1. Classification and Key Changes
In ICD-11, schizophrenia is located within the category “Schizophrenia or Other Primary Psychotic Disorders” (code 6A20). A major change from ICD-10 is the removal of subtypes such as ‘paranoid’, ‘hebephrenic’, or ‘catatonic’ schizophrenia. These subtypes were found to have limited reliability and little value in predicting outcome or treatment response, leading to their removal in favour of a more dimensional, clinically useful approach (World Health Organization, 2019; Misiak et al., 2023). This shift can be seen as a move towards a more pragmatic and evidence-informed classification system.
ICD-11 describes schizophrenia as a disorder characterised by disturbances across multiple domains of functioning, including thought (e.g. disorganised thinking or delusions), perception (e.g. hallucinations), sense of self, and volition (World Health Organization, 2019). The terminology consistently frames schizophrenia as a “disorder” within a medical model. For a formal diagnosis, characteristic symptoms should be present for a significant portion of at least one month, and the overall duration of disturbance is typically expected to exceed six months, with core psychotic symptoms present for at least one of those months. These duration criteria are intended to distinguish schizophrenia from brief or substance-induced psychotic episodes and acute stress reactions (World Health Organization, 2019; McCutcheon et al., 2020).
2.2. Diagnostic Criteria and Process
Under ICD-11, diagnosis requires that an individual exhibits at least one of the following core symptoms for a substantial part of a one-month period:
· Persistent delusions (fixed false beliefs that persist despite clear contrary evidence).
· Persistent hallucinations (most commonly auditory, such as hearing voices, but may occur in any sensory modality).
· Disorganised thinking, typically inferred from markedly incoherent or tangential speech.
· Experiences of passivity or control (the sense that thoughts, impulses, or actions are under external control).
A key change is that schizophrenia can no longer be diagnosed solely on the basis of negative symptoms (such as avolition, reduced speech, and blunted affect) or disorganised behaviour. These are now considered associated features rather than sufficient criteria in their own right (Misiak et al., 2023). This aims to reduce misdiagnosis in cases where negative symptoms may be better explained by depression, medication side effects, or other conditions.
ICD-11 also promotes a more nuanced description of each person’s presentation. Clinicians are encouraged to specify the course of illness (e.g. first episode, multiple episodes, continuous) and to indicate prominent symptom dimensions (e.g. with negative symptoms, with depressive symptoms, with manic symptoms). This dimensional approach provides a richer and more clinically relevant formulation for long-term planning than the rigid subtypes in ICD-10, and aligns with contemporary practice guidelines that emphasise longitudinal, person-centred formulations (American Psychiatric Association, 2020; World Health Organization, 2019).
[bookmark: _Toc213963230]3. Treatment and Rehabilitation
3.1. Standard Treatment Approaches and Their Evaluation
Standard schizophrenia treatment is multimodal, combining pharmacological, psychological, and social interventions.
Antipsychotic medication remains the cornerstone of treatment. Second-generation antipsychotics are typically preferred for their lower risk of extrapyramidal side effects. Their primary mechanism is dopamine D2 receptor blockade, which reduces positive symptoms like delusions and hallucinations (Huhn et al., 2019). Evidence confirms their effectiveness for acute symptom reduction and relapse prevention (Huhn et al., 2019; Sampogna et al., 2023).
However, limitations persist. A substantial subgroup develops ‘treatment-resistant schizophrenia’ (TRS), where symptoms continue despite adequate trials of antipsychotics (Siskind et al., 2021). Adverse effects, including metabolic abnormalities and extrapyramidal symptoms, are a major cause of treatment discontinuation and relapse (Huhn et al., 2019; Sampogna et al., 2023). Furthermore, antipsychotics are less effective for negative and cognitive symptoms, which often contribute most to long-term disability (McCutcheon et al., 2020).
Psychosocial interventions are central to recovery and endorsed in modern frameworks (American Psychiatric Association, 2020; Leamy et al., 2011).
• Cognitive Behavioural Therapy for psychosis (CBTp) helps develop coping strategies and re-evaluate distressing beliefs, and is recommended alongside medication (American Psychiatric Association, 2020).
• Family interventions provide psychoeducation and support to reduce ‘expressed emotion’, a factor in relapse risk, and are a key component of care (American Psychiatric Association, 2020).
• Supported employment (IPS) focuses on securing competitive employment and is highly effective at improving vocational outcomes (Metcalfe et al., 2018).
These interventions are crucial for rebuilding social roles and moving beyond symptom reduction (Leamy et al., 2011; American Psychiatric Association, 2020). Nonetheless, access is inconsistent, creating a ‘postcode lottery’ for psychological and vocational support.
3.2. Rehabilitation Measures in ICD-11 and Practice
ICD-11 does not prescribe specific rehabilitation programmes but allows the use of “extension codes” to record psychosocial factors such as difficulties with occupational functioning or lack of social support (World Health Organization, 2019). Incorporating such codes into the diagnostic record formally recognises that treatment must extend beyond symptom management to address broader social and functional needs (World Health Organization, 2019).

In practice, psychosocial rehabilitation focuses on maximising a person’s independence, social inclusion, and quality of life. Common components include:
· Social Skills Training. Structured group or individual programmes designed to enhance communication, problem-solving, and daily living skills.
· Cognitive Remediation Therapy. Uses computer-based or paper-and-pencil exercises to target cognitive domains such as attention, memory, and executive functioning. Meta-analytic evidence suggests that cognitive remediation can improve cognitive performance and, when integrated with rehabilitation services, support better functional outcomes (Cella et al., 2017).
· Assertive Community Treatment (ACT). ACT involves multidisciplinary teams providing intensive, flexible, community-based support for people with complex needs, aiming to reduce hospitalisation and improve engagement by taking services to the individual rather than relying on clinic attendance (American Psychiatric Association, 2020).
· Peer Support. Peer-led interventions involve support from people with lived experience of mental ill-health, which can enhance hope, empowerment, and engagement, and reduce feelings of isolation (Smit et al., 2022).
Overall, rehabilitation interventions such as cognitive remediation and supported employment have strong empirical support (Cella et al., 2017; Metcalfe et al., 2018). However, systemic barriers, including under-funding, workforce shortages, and fragmented service provision, limit their consistent implementation. Outcomes are also strongly influenced by the availability of broader community resources such as supportive housing, anti-stigma initiatives, and employment opportunities, which vary widely across regions in the UK.
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4.1. The Neurodiversity Critique and Reclassification
A major contemporary debate challenges the very framing of schizophrenia as a discrete, pathological disorder. The neurodiversity movement, originating in the context of autism, argues that some forms of cognitive and perceptual difference should be viewed as natural variations rather than deficits to be normalised or cured (Chapman, 2021). Applied to psychosis, this perspective prompts a reconsideration of experiences such as hearing voices or holding unusual beliefs, which may be understood as meaningful responses to adversity or alternative modes of sense-making rather than simply symptoms of brain disease (Johnstone & Boyle, 2018).
From this standpoint, the traditional medical goal of symptom elimination can appear invalidating and coercive, especially where it neglects the person’s own narrative. The Hearing Voices Movement exemplifies this critique, promoting an approach in which voices are explored as meaningful experiences that can be related to, negotiated with, and integrated, rather than simply suppressed (Longden et al., 2022; Corstens, Longden & May, 2020).
Consequently, some authors suggest that, for certain individuals, a diagnosis of complex post-traumatic stress disorder (C-PTSD) or trauma-related dissociation may be more appropriate than a primary psychotic disorder, with major implications for treatment priorities, which would shift towards processing and integrating traumatic experiences rather than primarily suppressing symptoms (Read et al., 2014; Johnstone & Boyle, 2018). This raises fundamental questions about whether schizophrenia is best conceptualised as a discrete disease entity or as one manifestation within a broader continuum of human responses to adversity.
4.2. Impact on Practice and Policy
These conceptual debates are gradually influencing mental health practice and policy. The recovery model, which emphasises personal agency, strengths, and the possibility of living a meaningful life with or without ongoing symptoms, has gained prominence and is underpinned by a substantial evidence base (Leamy et al., 2011). Recovery-oriented services prioritise the individual’s goals and definitions of recovery, rather than focusing solely on symptom reduction.
[bookmark: _Toc213963232]Policy frameworks in the UK, including NHS guidance, increasingly advocate shared decision-making and trauma-informed care, where clinicians work collaboratively with service users and explicitly consider the impact of trauma and social adversity. Nonetheless, a tension persists between these rights-based approaches and the more traditional biomedical model embedded in diagnostic systems, clinical guidelines, and mental health legislation (World Health Organization, 2019; American Psychiatric Association, 2020). ICD-11’s classification, while clinically useful, reinforces a top-down diagnostic process that can sit uneasily alongside principles of neurodiversity, service-user leadership, and personal recovery, creating a complex landscape for practitioners to navigate (Leamy et al., 2011; World Health Organization, 2019; American Psychiatric Association, 2020).
5. Recommendations
To enhance support for people given a diagnosis of schizophrenia, the following actions are recommended:
1. Make diagnosis more personal and trauma-informed.
The removal of rigid subtypes in ICD-11 is a positive development, but clinicians should be supported to use the dimensional specifiers fully and to integrate psychosocial context. Routine, standardised screening for trauma and adversity should be incorporated into assessment, alongside collaborative formulation that links life events, meaning, and current experiences. This would move practice beyond a narrow symptom checklist towards a more holistic, person-centred understanding of distress (World Health Organization, 2019; Read et al., 2014; Johnstone & Boyle, 2018).
2. Integrate evidence-based psychosocial interventions as core, not optional, care.
Policymakers and commissioners should ensure that interventions such as CBTp, family work, cognitive remediation, and IPS supported employment are available as standard components of care, offered from the outset alongside medication rather than as late-stage add-ons. These interventions have strong empirical support and are central to functional recovery and social inclusion (American Psychiatric Association, 2020; Metcalfe et al., 2018; Cella et al., 2017).


3. Bridge the gap between models through workforce development and integrated teams.
Training for mental health professionals should include critical engagement with the neurodiversity critique, the Hearing Voices Movement, and trauma-informed practice, alongside biological and pharmacological knowledge. This would enable clinicians to validate lived experience while offering evidence-based interventions as tools rather than prescriptions. Care should be delivered through integrated, multidisciplinary teams that include psychiatrists, psychologists, nurses, occupational therapists, employment specialists, and peer support workers, thereby balancing biomedical, psychosocial, and lived-experience perspectives (Chapman, 2021; Johnstone & Boyle, 2018; Leamy et al., 2011).
4. Invest in research beyond the dopamine hypothesis and into implementation.
[bookmark: _Toc213963233]Given the limited impact of current antipsychotics on negative and cognitive symptoms, further research is needed into novel therapeutic targets (e.g. glutamatergic, inflammatory, and neurodevelopmental pathways), as well as into psychosocial and digital innovations. At the same time, implementation science should be prioritised to understand how best to scale up and sustain evidence-based psychosocial and rehabilitation interventions in routine NHS settings, overcoming barriers related to funding, culture, and workforce (McCutcheon et al., 2020; Huhn et al., 2019; Sampogna et al., 2023; Siskind et al., 2021).









6. Conclusion
The ICD-11 revision of schizophrenia represents a meaningful step towards more consistent and clinically useful diagnosis by removing outdated subtypes and adopting a dimensional approach. Standard treatments, particularly antipsychotic medications combined with psychological and social interventions, provide substantial benefits for many people, yet remain constrained by treatment resistance, side effects, non-adherence, and highly variable access to evidence-based psychosocial care.
Simultaneously, neurodiversity-informed, service-user-led, and trauma-informed perspectives challenge the assumption that all psychotic experiences are best understood as symptoms of a brain disorder and emphasise the importance of meaning, context, and human rights (Johnstone & Boyle, 2018; Read et al., 2014). The future of schizophrenia care lies in synthesising these perspectives: retaining the practical benefits of diagnostic clarity and pharmacological treatment while fully embracing personal recovery, trauma-informed practice, and respect for lived experience.
By implementing the recommendations outlined, particularly those concerning trauma-informed assessment, the routine provision of psychosocial interventions, and the development of integrated, recovery-oriented teams, the UK can move towards a more holistic, equitable, and compassionate response to schizophrenia, better aligned with both the ICD-11 framework and contemporary service-user expectations (World Health Organization, 2019; American Psychiatric Association, 2020; Leamy et al., 2011).
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