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Introduction.
     Schizophrenia is a severe mental disorder that affects how an individual thinks, perceives reality, expresses emotions and interacts with others. Although it affects only around 1% of the global population, it is recognised as one of the leading causes of disability due to its long-term impact on social, occupational and psychological functioning (World Health Organization, 2022). The condition typically develops during late adolescence or early adulthood and is characterised by episodes of psychosis, including hallucinations, delusions and disorganised thinking, alongside persistent negative symptoms such as reduced motivation and emotional expression.
     The World Health Organization classifies schizophrenia within the International Classification of Diseases, 11th Revision (ICD-11) under Mental, Behavioural or Neurodevelopmental Disorders. Unlike previous editions of the ICD, ICD-11 adopts a dimensional approach by recognising symptom domains rather than rigid subtypes, reflecting advances in psychiatric research and clinical practice (WHO, 2022).
     This report critically examines schizophrenia by exploring its classification and diagnosis within ICD-11, current treatment and rehabilitation approaches, and contemporary debates surrounding the disorder. It also evaluates the effectiveness of existing interventions and provides recommendations for improving future clinical practice, policy development and research.

Classification and Diagnosis.
     Within ICD-11, schizophrenia is classified under Chapter 06: Mental, Behavioural or Neurodevelopmental Disorders, specifically within the group of Primary Psychotic Disorders (WHO, 2022). ICD-11 no longer separates schizophrenia into traditional subtypes such as paranoid, catatonic or disorganised schizophrenia. Instead, clinicians are encouraged to assess symptom dimensions, including positive symptoms, negative symptoms, depressive symptoms, manic symptoms, cognitive impairment and psychomotor disturbances.
     This represents a significant change from ICD-10. Research suggested that the traditional subtypes lacked long-term reliability and often failed to reflect the complexity of patients’ experiences (Reed et al., 2019). The dimensional model acknowledges that symptoms vary considerably between individuals and may change over time, allowing clinicians to develop more personalised treatment plans.

     The ICD-11 also places greater emphasis on functional impairment and the overall clinical presentation rather than assigning patients to fixed diagnostic categories. This reflects a growing understanding that schizophrenia exists along a spectrum of psychotic disorders rather than as a single uniform illness (Gaebel et al., 2020).
Diagnostic Criteria.
     ICD-11 states that schizophrenia is diagnosed when characteristic symptoms persist for at least one month and are not better explained by another medical condition, substance use or another mental disorder (WHO, 2022).
Core symptoms include:
· Persistent delusions
· Hallucinations, particularly auditory hallucinations
· Disorganised thinking or speech
· Grossly disorganised behaviour
· Experiences of passivity or thought interference
· Negative symptoms such as reduced emotional expression and lack of motivation.
     Diagnosis involves a comprehensive psychiatric assessment rather than relying on laboratory tests or brain imaging. Mental health professionals gather information through clinical interviews, behavioural observation, medical history and, where appropriate, reports from family members or carers.
     Clinicians must also conduct differential diagnosis to distinguish schizophrenia from disorders with overlapping symptoms, including bipolar disorder with psychotic features, schizoaffective disorder, severe depression with psychosis and substance-induced psychosis (American Psychiatric Association, 2022).
     Because symptoms often develop gradually, early diagnosis can be difficult. Many individuals experience a prodromal phase, characterised by social withdrawal, declining academic or occupational performance and subtle cognitive changes before the onset of psychosis. These early symptoms are often mistaken for depression, anxiety or adolescent behavioural changes, leading to delays in treatment (McCutcheon, Marques and Howes, 2020).

Language Used in Classification.
     The terminology used to describe schizophrenia has become an important area of discussion within mental health care. ICD-11 consistently uses the term “schizophrenia” and refers to it as a mental disorder rather than an illness or disease. The use of “disorder” reflects an attempt to remain descriptive without implying a known biological cause.
     However, some service users and advocacy groups argue that diagnostic labels such as “schizophrenia” contribute to stigma and discrimination. Many people diagnosed with schizophrenia report experiencing prejudice in employment, education and healthcare because of the label attached to the diagnosis (Thornicroft et al., 2022).
     There has therefore been growing support for more person-centred language. Rather than referring to someone as “a schizophrenic,” mental health professionals are encouraged to use phrases such as “a person living with schizophrenia.” This approach recognises that the diagnosis does not define the individual and supports recovery-oriented practice.

Treatment and Rehabilitation.
     Schizophrenia is a long-term mental disorder that requires comprehensive and individualised treatment. Current clinical guidelines recommend a combination of pharmacological treatment, psychological therapies and psychosocial rehabilitation, recognising that medication alone is rarely sufficient to achieve long-term recovery (National Institute for Health and Care Excellence (NICE), 2023). Although many individuals experience significant improvements with treatment, recovery outcomes vary considerably depending on factors such as early intervention, adherence to treatment, social support and the severity of symptoms.

Pharmacological Treatment.
     Antipsychotic medication remains the primary treatment for schizophrenia and is generally the first intervention offered following diagnosis (WHO, 2022). These medications work mainly by reducing dopamine activity within the brain, helping to manage positive symptoms such as hallucinations, delusions and disorganised thinking (McCutcheon, Beck and Bloomfield, 2020).
     Second-generation (atypical) antipsychotics, including risperidone, olanzapine and aripiprazole, are commonly prescribed because they are generally associated with fewer movement-related side effects than first-generation antipsychotics. However, they are not without risks. Many patients experience significant weight gain, diabetes, cardiovascular complications and metabolic syndrome, which can negatively affect both physical health and treatment adherence (Correll et al., 2022).
     For individuals whose symptoms do not respond to at least two different antipsychotic medications, clozapine is widely recognised as the most effective treatment for treatment-resistant schizophrenia (NICE, 2023). Research consistently demonstrates that clozapine reduces persistent psychotic symptoms, lowers the risk of suicide and decreases hospital admissions. Nevertheless, its use requires regular blood monitoring because of the rare but potentially life-threatening risk of agranulocytosis, limiting its accessibility for some patients (Correll and Schooler, 2020).
     Although medication can substantially reduce psychotic symptoms, it is less effective in addressing negative symptoms such as social withdrawal, emotional blunting and reduced motivation. Furthermore, many individuals discontinue medication because of unpleasant side effects or limited insight into their condition, increasing the likelihood of relapse and repeated hospital admissions (Kane et al., 2019). These limitations demonstrate that medication should be viewed as one component of a broader treatment plan rather than a complete solution.

Psychological Interventions.
     Psychological therapies play an increasingly important role in schizophrenia management by helping individuals understand their experiences, improve coping strategies and reduce emotional distress. Cognitive Behavioural Therapy for psychosis (CBTp) is one of the most extensively researched interventions and is recommended alongside medication by NICE (2023).
     Rather than attempting to eliminate hallucinations or delusions completely, CBTp encourages individuals to critically evaluate their beliefs, challenge unhelpful thought patterns and develop healthier responses to distressing experiences. Evidence suggests that CBTp can reduce symptom severity, improve functioning and enhance quality of life, particularly when combined with medication (Bighelli et al., 2021). However, its effectiveness varies between individuals, and benefits may be more modest for those experiencing severe cognitive impairment or persistent psychotic symptoms.
     Family intervention is another evidence-based approach recommended during treatment. Schizophrenia often places considerable emotional and financial strain on relatives, while family conflict has been associated with increased relapse rates. Family therapy aims to improve communication, provide psychoeducation and strengthen problem-solving skills, ultimately supporting both the individual and their carers (NICE, 2023). Research has shown that family-based interventions reduce relapse and hospital readmission while improving long-term treatment engagement (Pharoah et al., 2020).

Rehabilitation and Recovery.
     Modern mental health services increasingly adopt a recovery-oriented approach, recognising that recovery involves more than symptom reduction. Instead, rehabilitation focuses on helping individuals achieve meaningful participation in education, employment, relationships and independent living despite ongoing symptoms (Anthony, 1993; Slade et al., 2021).
     Psychosocial rehabilitation may include supported employment programmes, vocational training, social skills development, occupational therapy and community mental health services. One particularly successful model is Individual Placement and Support (IPS), which assists individuals in obtaining competitive employment while providing ongoing workplace support. Studies consistently demonstrate that IPS achieves significantly better employment outcomes than traditional vocational rehabilitation programmes (Bond et al., 2020).
     Early Intervention in Psychosis (EIP) services have also transformed schizophrenia care in many countries. These multidisciplinary teams provide intensive support during the first episode of psychosis, combining medication management, psychological therapies, family support and vocational assistance. Evidence suggests that early intervention reduces relapse, improves functional outcomes and increases long-term recovery rates compared with standard mental health services (Correll et al., 2018).
     Despite these advances, access to rehabilitation services remains inconsistent across healthcare systems. Limited funding, workforce shortages and geographical inequalities mean that many individuals struggle to access specialised psychological therapies or supported employment programmes. Consequently, some patients continue to experience repeated hospital admissions, unemployment and social exclusion despite receiving appropriate medication (WHO, 2022).
     Overall, current treatment approaches reflect an increasingly holistic understanding of schizophrenia. While antipsychotic medication remains essential for managing acute psychotic symptoms, long-term recovery is more likely when pharmacological treatment is integrated with psychological interventions, rehabilitation services and person-centred care. However, persistent challenges relating to medication side effects, unequal access to services and ongoing stigma indicate that further improvements in mental healthcare provision remain necessary.

 Current Debates and Emerging Issues.
     Schizophrenia remains one of the most debated diagnoses in psychiatry despite decades of research. Although advances in neuroscience and psychological research have improved understanding of the disorder, there is still considerable disagreement regarding its classification, underlying causes and the most appropriate approaches to treatment. These debates have influenced clinical practice, mental health policy and the experiences of people living with schizophrenia.

Is Schizophrenia a Single Disorder?
     One of the most significant debates concerns whether schizophrenia should continue to be regarded as a single diagnostic disorder. Individuals diagnosed with schizophrenia often experience very different symptoms, levels of functioning and long-term outcomes. Some recover after a single episode of psychosis, while others experience persistent symptoms requiring ongoing support. This variation has led many researchers to question whether schizophrenia represents one disorder or a group of related conditions with different biological and environmental causes (McCutcheon, Marques and Howes, 2020).
     The introduction of ICD-11 reflects this uncertainty by replacing traditional subtypes with symptom dimensions. Rather than categorising people into fixed groups such as paranoid or catatonic schizophrenia, clinicians now assess the severity of positive symptoms, negative symptoms, cognitive impairment and mood disturbances (WHO, 2022). This dimensional approach is generally viewed as more flexible and better able to reflect individual experiences. However, some clinicians argue that it increases subjectivity during diagnosis and may reduce consistency between practitioners (Reed et al., 2019).

Neurodivergence and Reclassification.
     Although schizophrenia is classified separately from neurodevelopmental conditions in ICD-11, there is growing recognition that psychotic disorders share some characteristics with conditions such as autism spectrum disorder and attention-deficit/hyperactivity disorder (ADHD). Difficulties with social communication, sensory processing and executive functioning can occur across these diagnoses, leading researchers to explore whether they exist along overlapping neurodevelopmental pathways (Khandaker et al., 2023).
     Despite these similarities, schizophrenia is generally not considered part of the neurodiversity movement in the same way as autism or ADHD. Neurodiversity advocates argue that many neurological differences should be understood as natural variations rather than disorders requiring correction. As a result, many clinicians believe that maintaining schizophrenia as a psychiatric disorder remains appropriate while still adopting recovery-oriented and person-centred approaches that respect individual autonomy (Dinishak, 2016).
     Alongside these discussions, some experts have proposed changing the name “schizophrenia” altogether. The current label is often misunderstood by the public and has become strongly associated with dangerousness and unpredictability despite evidence that most people living with schizophrenia are not violent (Thornicroft et al., 2022). Countries such as Japan have already replaced the previous term with language that translates more closely to “integration disorder,” with studies suggesting this has reduced stigma and improved communication between clinicians and patients (Sato, 2006). 

Implications for Practice and Policy.
     These ongoing debates have important implications for healthcare systems and mental health policy. Increasing emphasis on personalised care has encouraged services to move beyond symptom management towards recovery-focused models that support employment, education, housing and social inclusion. Policies increasingly recognise that successful treatment depends not only on reducing psychotic symptoms but also on improving overall quality of life (Slade et al., 2021).
     At the same time, inequalities in access to early intervention services, psychological therapies and community support remain widespread. Many healthcare systems continue to invest more heavily in medication than long-term rehabilitation, despite evidence showing that combined approaches produce better outcomes (WHO, 2022). 

Recommendations.
     Although considerable progress has been made in understanding and treating schizophrenia, further improvements are needed to ensure that care is more effective, equitable and person-centred. One important recommendation is to strengthen early intervention services. Evidence consistently shows that prompt diagnosis and treatment following the first episode of psychosis are associated with better long-term outcomes, including reduced relapse rates, improved social functioning and greater engagement with education or employment (Correll et al., 2018). Governments and healthcare providers should therefore continue investing in Early Intervention in Psychosis (EIP) services and ensure that these programmes are available regardless of geographical location.
     Another key recommendation is to increase access to psychological therapies alongside pharmacological treatment. Although antipsychotic medication remains the cornerstone of treatment, medication alone is often insufficient to address negative symptoms, cognitive difficulties and the wider social challenges associated with schizophrenia (NICE, 2023). Expanding access to Cognitive Behavioural Therapy for psychosis (CBTp), family interventions and psychosocial rehabilitation programmes would allow individuals to receive more holistic care that supports both symptom management and long-term recovery.
     Reducing stigma should also remain a major public health priority. Despite improvements in public awareness, people living with schizophrenia continue to experience discrimination in healthcare, employment and education, which can discourage help-seeking and delay treatment (Thornicroft et al., 2022). Public education campaigns, anti-stigma initiatives and the consistent use of person-first language by healthcare professionals may help challenge misconceptions and promote greater social inclusion. 
     Finally, future research should continue exploring the complex biological, psychological and social factors that contribute to schizophrenia. Rather than focusing on a single cause, researchers should adopt multidisciplinary approaches that recognise the diversity of experiences among people diagnosed with schizophrenia. Continued investigation into personalised medicine, digital mental health interventions and novel treatments may improve outcomes while reducing reliance on trial-and-error prescribing (van Os and Guloksuz, 2023). 

Conclusion.
     Schizophrenia is a complex and often misunderstood mental disorder that continues to present significant challenges for individuals, healthcare professionals and policymakers. Although ICD-11 has introduced a more flexible dimensional approach to classification, debates surrounding the diagnosis demonstrate that schizophrenia cannot be fully understood through a single biological or psychological perspective. Instead, current evidence supports a biopsychosocial understanding that recognises the interaction between genetic vulnerability, environmental influences and individual lived experiences (WHO, 2022; van Os and Guloksuz, 2023).
     Looking ahead, mental health services should prioritise early intervention, personalised care and greater investment in community-based support. Continued research into the causes of schizophrenia and the development of more effective treatments will be essential for improving both clinical outcomes and quality of life. Ultimately, adopting a person-centred and recovery-oriented approach offers the greatest potential to support individuals living with schizophrenia while reducing the social and healthcare burden associated with the disorder.
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