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A Critical Examination of Schizophrenia in ICD-11
1. Introduction
Schizophrenia is a complex primary psychotic disorder characterized by disturbances in multiple domains of mental functioning, including perception, thought, cognition, behaviour and emotional expression. It can affect more than just the symptoms of psychosis; it can impact social relationships, education and work, leading to significant disability and inequalities in participation (World Health Organization, 2025). Therefore classification is clinically and socially important, as diagnostic systems have a role in the provision of a common professional language, in the decisions made about treatment and eligibility for services, and in the reporting of the incidence of mental health disorders and in the development of mental health policy. However, psychiatric diagnosis does affect interpretation of distress and when used as a diagnostic label, it can contribute to stigma.
Within Chapter 6 of ICD-11, schizophrenia is classified as 6A20 under schizophrenia or other primary psychotic disorders (World Health Organization, 2024). Considering its classification and diagnosis in relation to its historical and contemporary treatment and rehabilitation and the neurodivergence and reclassification debates provides some important implications for practice and policy. While ICD-11 offers a more dimensional and clinically informative conceptualization of schizophrenia, there is still a lot of uncertainty regarding the diagnosis, cultural variations, treatment constraints and new perspectives on neurodiversity.
2. ICD-11 Classification and Diagnosis of Schizophrenia
2.1 Classification of Schizophrenia in ICD-11
ICD-11 locates schizophrenia within Chapter 6, Mental, Behavioural or Neurodevelopmental Disorders, under Schizophrenia or other primary psychotic disorders, with the diagnostic code 6A20. It categorizes the schizophrenia into three types: first episode schizophrenia (6A20.0), multiple episodes schizophrenia (6A20.1), and continuous schizophrenia (6A20.2), further specifying if the person is symptomatic, partially symptomatic or fully remitted (World Health Organization, 2024). This model of schizophrenia is different from the traditional subtypes of schizophrenia, which showed little longitudinal stability and clinical utility, such as the paranoid and hebephrenic. Rather, ICD-11 allows dimensioning of positive, negative, depressive, manic, psychomotor and cognitive symptoms. This change takes into consideration the heterogeneous nature of schizophrenia and allows one to describe evolving presentations instead of putting people in fixed categories. Raising flexibility, however, can also raise the risk of reliance on clinician interpretation, which can lead to differences in the interpretation of symptom severity and course in services and across cultures.
2.2 Diagnostic Requirements and Clinical Process
ICD-11 requires at least two characteristic symptoms to be present most of the time for one month or longer, with at least one core feature comprising persistent delusions, persistent hallucinations, disorganized thinking or experiences of influence, passivity or control (World Health Organization, 2024). Other symptoms include negative symptoms, markedly disorganized behaviour and psychomotor abnormalities. The one-month criterion still has a significant difference from the other classification systems that rely on longer time periods, and shows ongoing controversy about where to set the diagnosis boundaries. Careful differential diagnosis is necessary with the diagnosis of schizoaffective disorder, mood disorders with psychotic features, substance-induced psychosis, medical conditions and acute and transient psychotic disorder. This means that a thorough history taking, mental state examination, taking collateral history, physical and substance-use examinations, and risk assessment are required for diagnosis (World Health Organization, 2024). Importantly, however, there are no consistent markers for schizophrenia, and schizophrenia is currently diagnosed clinically. This inevitably leads to uncertainty of interpretation, especially when cultural beliefs and/or communication styles are similar to psychotic phenomena and requires culturally informed clinical judgment.
2.3 Language, Labelling and Meaning
WHO uses the term disorder, rather than presenting schizophrenia as a clearly defined biological disease. Disease has a strong connotation of a recognizable disease and illness places greater emphasis on the life experience and condition may seem quite innocuous compared to disease. Use of standardized diagnostic language enables effective communication and access to care, but labels can musicalize complex experience, sustain stigma and create personal identity. Therefore, clinically useful classification should not be of the patient, but of his or her diagnosis, and should always be aware of the social implications of psychiatric nomenclature.
3. Historical and Contemporary Treatment and Rehabilitation
3.1 From Historical Provision to Contemporary Care
Historically, people experiencing schizophrenia were frequently managed through asylum-based institutionalization, custodial care and social segregation, with early biological interventions often prioritizing behavioural control over autonomy. The deinstitutionalization of service provision has gradually been embraced, with services being increasingly provided in community settings and increasingly recovery-oriented, and with multidisciplinary approaches. There is an increased focus on person-centered planning, shared decision making and collaboration between psychiatry and nursing, psychology, occupational therapy and social care (Valle, 2022). However, this transition should not be idealized as exclusion can be re-produced in the community when there are not enough resources, stigma, and unequal access to these resources. Deinstitutionalization is therefore best put into practice in the context of ongoing community, housing and psychosocial supports instead of simply shifting responsibility for care.
3.2 Pharmacological and Psychological Treatment
Antipsychotic medication remains central to schizophrenia treatment. First- and second-generation antipsychotics help to improve positive symptoms and decrease the risk of relapse; long-acting injectable formulations can be helpful in maintenance therapy where taking oral medication is challenging; clozapine is especially important in treatment-refractory schizophrenia. But, decisions about treatment should be made on a case-by-case basis. Several second generation drugs have significant metabolic and weight loss side effects, and sedation and treatment discontinuation have an impact on outcomes; extrapyramidal effects and tardive dyskinesia are associated with first generation agents (Colangelo et al., 2023). Moreover, there is a lack of efficacy of the antipsychotics in controlling negative and cognitive symptoms, which is why symptom control is not enough. Psychological approaches can be used in addition to the nutritional methods. CBT for psychosis can help manage ongoing experiences and family interventions/psychoeducation can enhance understanding, communication and relapse management. Treatment should thus be multimodal rather than viewing a medication or psychosocial intervention as competing treatment options.
3.3 Rehabilitation and Recovery-Oriented Practice
Rehabilitation addresses functional needs that may persist despite symptomatic improvement. Independent and social inclusion can be supported through psychosocial rehabilitation, supported housing, social-skills development, occupational intervention, peer support and community-based programmes. Individual Placement and Support is especially important for vocational recovery and cognitive remediation is directed at neurocognitive impairments impacting daily functioning. There is evidence that accessing and participating in community-based rehabilitation can help to reduce symptoms and functioning, but uptake and participation across community-based rehabilitation is inconsistent (Ye et al., 2023; Altman, Tan and Rossell, 2023). More importantly, clinical remission does not necessarily mean personal or functional recovery; Correll, Brieden and Janetzky (2023) revealed that the number of people in symptomatic and personal remission is significantly greater than that of psychosocial functional remission. It is therefore essential that meaningful employment and relationships, autonomy and quality of life are included in recovery-oriented practice in addition to symptom reduction. These are potentially limited by ongoing stigma and unequal access to rehabilitation, as well as by the need for integrated, long-term and individually-defined rehabilitation support.
4. Current Debates, Neurodivergence and Reclassification
4.1 Categorical versus Dimensional Classification
A central debate concerns whether schizophrenia represents a discrete disorder or a heterogeneous position within a broader psychosis spectrum. Categorical diagnosis is helpful for clinical communication, treatment planning, and access to services, but is problematic in terms of validity because of overlapping categories, variable course, and significant symptom heterogeneity. According to Tandon et al. (2024), schizophrenia is a multidimensional syndrome characterized by various dimensions, including psychotic, negative, cognitive, mood and motor features, and a single dimension does not define schizophrenia. ICD-11 partially tries to solve this with symptom dimensions and course qualifiers, as well as the existence of a schizophrenia category. This categorical dimensional compromise enhances clinical description but doesn't answer the fundamental question of whether a single label can be used for very different experiences. Categories are still convenient for administration, and dimensional formulation may be more clinically precise.
4.2 Diagnostic Validity, Culture and Stigma
Diagnostic reliability does not necessarily establish validity, particularly when schizophrenia remains clinically defined without a definitive biomarker. Validity does not necessarily derive from diagnostic reliability, especially when schizophrenia is a clinical diagnosis and is not based on a definitive biomarker. Unusual beliefs, speech and behaviour may be interpreted by the clinician in a way that may be affected by cultural assumptions, which can lead to the pathologization of culturally meaningful experiences. This issue is further highlighted by racial/ethnic disparities in the diagnosis of first episodes of psychosis, early intervention and onset of treatment: Moe et al. (2024) found significant racial/ethnic differences in the diagnosis of first episodes of psychosis and early intervention, and Nagendra, Black and Penn (2023) found structural racism to be associated with inequities in schizophrenia assessment and treatment. Furthermore, the stigma associated with the term can have a negative impact on therapeutic trust and reduce help-seeking and engagement in therapy (Amsalem et al., 2024). This means that diagnostic bias can have consequences beyond classification, impacting on coercive intervention and differential service trajectories. Therefore, policy should encourage assessment that is culturally responsive, as well as training and systematic tracking of diagnostic disparities among workers.
4.3 Neurodivergence and Schizophrenia
Neurodiversity recognizes variation in neurological and cognitive functioning as part of human diversity, whereas neurodivergence describes functioning that differs from dominant expectations. This is debatable about schizophrenia. Despite the traditional interpretation of deficits and deficits only, there is neurodevelopmental evidence for complex genetic and environmental effects on altered brain development (Schmitt, Falkai and Papiol, 2023). A neurodiversity approach could involve a focus on lived experience, identity, social context, accommodation and autonomy rather than a focus on pathology. But thinking of schizophrenia as difference alone can reduce the number of risks, distress and functional impairments that some people have associated with their illness. On the other hand, a purely medical approach could foster paternalism and the absence of paying attention to social determinants. Neurodiversity should thus be used as a lens through which to critically examine stigmatizing language, not as an alternative diagnosis, as it may contain a message of supported autonomy but not negate the need for timely evidence-based clinical intervention.
4.4 Reclassification and Treatment Debates
Removal of traditional schizophrenia subtypes and adoption of symptom dimensions reflect recognition that rigid categories poorly capture heterogeneous presentations. However, schizophrenia-spectrum conceptualization is still under discussion, and the issue remains whether the term schizophrenia should be changed or re-thought to minimize the stigma. Treatment controversies also reveal a conflict between the biological and the psychosocial models. Maintenance with antipsychotics is effective to prevent relapse but reducing or stopping the medication can increase the risk of relapse, especially if done quickly, and can only be done on an individual basis (Bogers et al., 2023). Shared decision making is an alternative to paternalistic prescribing and compulsory treatment, and precision psychiatry aims to improve prediction of treatment responsiveness. These debates provide a basis for the practice of culturally responsive assessment, more funding for policy in community and psychosocial services, and classification systems that are increasingly based on dimensional evidence alongside person-centered formulation.
5 Recommendations for Practice, Policy and Research
First, diagnostic bias and heterogeneous symptom presentation require culturally responsive dimensional assessment. Services need to integrate the ICD-11 symptom and course qualifiers with culturally oriented history taking and clinical reflective practice, and diagnostic disparities evidence the shortcoming of neutrality in assessment (Moe et al., 2024). This might minimize classification errors and allow more personalized prescriptions. Second, many of the negative, cognitive and functional issues are not being addressed by medication alone, and policy needs to provide integrated pathways to address these issues, which combine antipsychotic treatment with psychological therapies, family interventions, supported employment and housing, as well as cognitive rehabilitation. This integration would move from symptoms to long-term functional recovery.
Third, stigma and paternalistic care justify embedding shared decision-making, respectful language and lived-experience involvement in service design. Neurodiversity-informed practice should not compromise autonomy and accommodation to the detriment of the provision of evidence-based intervention when severe distress or impairment necessitates intervention. Finally, ongoing diagnostic confusion, as well as inconsistent response to medication requires research on biomarkers, prediction of and precision psychiatry for treatment response (Rogers et al., 2025). Negative symptoms, cognitive deficits, long-term antipsychotic effects, and culturally diverse populations should be emphasized in studies. This would help increase the validity of diagnosis, minimize trial and error prescribing, and enable more equitable, person-specific mental health policy and practice.
6 Conclusion
Schizophrenia, classified as 6A20 in ICD-11, demonstrates both the clinical value and conceptual limitations of psychiatric classification. ICD-11 course qualifiers and symptom dimensions enhance the traditional subtypes, but the heterogeneity of the disease and lack of markers remain significant limitations on diagnostic certainty. The mental health service has become more than just institutional and custodial, and more multidisciplinary, community based and recovery oriented. While the treatment of symptoms and relapse control is still an important aspect of care, the adverse effects of antipsychotics and their lack of efficacy with respect to cognitive, negative and functional problems highlight the significance of psychosocial rehabilitation (Valle, 2022). Moreover, the categorical validity, cultural interpretation, diagnostic differences and the problematic use of the term ‘neurodivergence’, show that schizophrenia cannot be explained solely in a biomedical way. The relevance of the ICD-11 classification of schizophrenia to culturally responsive, individualized and recovery-based care, and its ability to evolve with a changing scientific and lived-experience view, is therefore crucial and will be ongoing.
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