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Introduction and Classification of Schizophrenia in ICD-11

Schizophrenia is a serious mental health condition that affect the way a person think, feels, behaves, and experiences the world around them. It can also change how they perceive reality and how they view themselves. Affecting approximately 24 million people globally, it is associated with significant impairments in social functioning, education, employment and quality of life (World Health Organization [WHO], 2024). Despite advances in psychiatric research, schizophrenia remains one of the most debated mental disorders due to its heterogeneous presentation, uncertain aetiology and variable prognosis. Ongoing developments in neuroscience, genetics and psychological research continue to challenge traditional biomedical explanations, influencing how schizophrenia is classified and managed.
The International Classification of Diseases, 11th Revision (ICD-11) represents an important development in psychiatric classification by promoting greater diagnostic reliability while recognising the complexity of mental disorders. This report critically examines schizophrenia as classified in ICD-11 Chapter 6, focusing on its classification, diagnosis, treatment and rehabilitation. It also explores contemporary debates surrounding diagnostic validity, trauma-informed care, neurodevelopmental perspectives, neurodivergence and stigma before presenting evidence-based recommendations for improving practice and policy.
ICD-11 classifies schizophrenia under Chapter 6: Mental, Behavioural or Neurodevelopmental Disorders, within the category of Primary Psychotic Disorders (WHO, 2024). The classification uses the term mental disorder, reflecting a medical framework for diagnosis and healthcare planning. However, critics argue that such terminology may reinforce stigma, encouraging greater use of person-first language, such as "people living with schizophrenia" (Read et al., 2022).

According to ICD-11, schizophrenia is characterised by persistent disturbances in thinking, perception, self-experience, cognition and behaviour, with symptoms lasting at least one month and causing significant functional impairment. Unlike ICD-10, ICD-11 no longer requires Schneider's First-Rank Symptoms because of their limited diagnostic specificity (Gaebel et al., 2020). Instead, diagnosis is based on symptom dimensions, including positive symptoms (hallucinations, delusions and disorganised thinking), negative symptoms (avolition, reduced emotional expression and social withdrawal) and cognitive impairment, which is increasingly recognised as a major contributor to long-term disability (Green et al., 2020).
A significant innovation within ICD-11 is the removal of traditional schizophrenia subtypes, including paranoid and catatonic schizophrenia. These subtypes were found to have poor diagnostic reliability and limited clinical value (Tandon et al., 2021). ICD-11 instead adopts a dimensional approach, allowing clinicians to describe symptom severity and presentation more accurately, thereby supporting more personalised assessment and treatment.
Despite these improvements, important limitations remain. Schizophrenia lacks a definitive biological marker, meaning diagnosis relies largely on clinical judgement. Diagnostic accuracy may therefore be influenced by clinician experience, cultural interpretation and symptom overlap with conditions such as bipolar disorder, schizoaffective disorder and substance-induced psychosis. Furthermore, similarities between ICD-11 and DSM-5-TR demonstrate increasing international consistency, although ongoing debate regarding diagnostic validity and the continuum of psychotic experiences suggests that schizophrenia remains an evolving psychiatric construct rather than a clearly defined disease entity (van Os & Guloksuz, 2023).

Treatment and Rehabilitation
The treatment of schizophrenia has evolved from a primary focus on symptom reduction to a recovery-oriented approach that promotes functional recovery, independence and quality of life. Current guidance from the World Health Organization (WHO, 2024) and the National Institute for Health and Care Excellence (NICE, 2014; updated 2019) recommends a multidisciplinary model combining pharmacological treatment, psychological therapies and community-based rehabilitation. While these approaches improve clinical outcomes, debates remain regarding their long-term effectiveness, accessibility and ability to address the broader determinants of recovery (McCutcheon, Marques and Howes, 2020).

Pharmacological Treatment
Antipsychotic medication remains the first-line treatment for schizophrenia, particularly for reducing positive symptoms such as hallucinations, delusions and disorganised thinking (Hasan et al., 2020). Second-generation antipsychotics, including risperidone, olanzapine and aripiprazole, are generally preferred because they produce fewer extrapyramidal side effects than first-generation drugs (Kahn et al., 2020). Meta-analyses consistently demonstrate that antipsychotics reduce relapse rates and improve acute psychotic symptoms (Leucht et al., 2021). However, approximately one-third of individuals experience treatment-resistant schizophrenia, for which clozapine remains the most effective treatment despite requiring regular blood monitoring because of the risk of agranulocytosis (Correll and Schooler, 2020).
Despite their effectiveness, antipsychotics have important limitations. Common adverse effects, including weight gain, metabolic syndrome, diabetes and sedation, contribute to poor adherence and reduced quality of life (Pillinger et al., 2020). Furthermore, medication has limited impact on negative symptoms and cognitive impairment, which are often the greatest barriers to long-term recovery (Green, Horan and Lee, 2020). These limitations have prompted criticism of treatment models that rely predominantly on pharmacological intervention while neglecting psychological and social needs (McCutcheon, Marques and Howes, 2020).

Psychological Interventions and Rehabilitation
Evidence-based psychological therapies are recommended alongside medication. Cognitive Behavioural Therapy for Psychosis (CBTp) helps individuals understand and manage distressing psychotic experiences by challenging unhelpful beliefs and developing coping strategies (NICE, 2014; updated 2019). Research suggests CBTp produces modest improvements in symptom severity, psychological distress and insight, although outcomes vary depending on patient engagement and therapist expertise (Jauhar, Laws and McKenna, 2022). Family interventions also reduce relapse rates, improve communication and support carers, although access to specialist services remains inconsistent (Pharoah et al., 2020).
Rehabilitation extends beyond symptom management by supporting individuals to achieve meaningful participation in society. Community Mental Health Teams (CMHTs) coordinate multidisciplinary care, including medication management, crisis intervention, housing support and occupational therapy (WHO, 2024). Early Intervention in Psychosis (EIP) services have become central to schizophrenia care because reducing the duration of untreated psychosis improves clinical, educational and employment outcomes while reducing hospital admissions (Correll et al., 2022). Likewise, Individual Placement and Support (IPS) programmes consistently outperform traditional vocational rehabilitation in helping people with schizophrenia secure competitive employment (Bond, Drake and Becker, 2020).

Critical Evaluation
Although current treatment approaches are more holistic than earlier institutional models, significant challenges remain. Access to psychological therapies is often limited by workforce shortages, leading to continued reliance on medication (NICE, 2019). In addition, health inequalities contribute to delayed diagnosis and poorer access to recovery-oriented services among ethnic minority communities (Morgan et al., 2021). Critics also argue that the continued dominance of the biomedical model underestimates the influence of trauma, social deprivation and discrimination on psychosis (Read, Moncrieff and Dillon, 2022). Consequently, effective schizophrenia care requires a personalised biopsychosocial approach that integrates medication with psychological interventions, rehabilitation and social support (WHO, 2024).

Current Debates and Emerging Issues
Schizophrenia remains one of the most debated mental disorders despite advances in psychiatric research. Contemporary discussions question the validity of schizophrenia as a single diagnostic entity, the dominance of biomedical explanations, the influence of trauma and neurodevelopment, the relevance of neurodivergence and the impact of psychiatric labelling (Tandon, Gaebel and Maj, 2021).

Biomedical versus Biopsychosocial Perspectives
Traditionally, schizophrenia has been viewed as a biological disorder associated with genetic vulnerability, dopamine dysregulation and structural brain abnormalities (Kahn et al., 2020). However, despite advances in genetics and neuroimaging, no definitive biological marker has been identified, limiting the explanatory power of biological models (McCutcheon, Marques and Howes, 2020).
Many researchers therefore advocate a biopsychosocial model, arguing that schizophrenia results from interactions between biological vulnerability, psychological processes and environmental factors. Evidence consistently links childhood trauma, migration, discrimination and social deprivation with increased psychosis risk (Read, Moncrieff and Dillon, 2022; van Os and Guloksuz, 2023). Recovery is therefore increasingly viewed as requiring interventions addressing housing, employment and social inclusion alongside clinical treatment.

Trauma-Informed Perspectives
Research demonstrates a strong association between childhood adversity and psychosis (Read, Moncrieff and Dillon, 2022). Trauma-informed care encourages clinicians to explore adverse experiences routinely and understand psychotic symptoms within an individual's life context. However, trauma alone cannot explain schizophrenia, as many people exposed to adversity never develop psychosis. Contemporary evidence therefore supports interactional models combining biological vulnerability with environmental influences (van Os and Guloksuz, 2023).

Neurodivergence, Stigma and Future Classification
Whether schizophrenia should be viewed within the neurodiversity framework remains controversial. While some researchers identify overlaps with neurodevelopmental conditions, others argue that the severity of psychotic symptoms justifies maintaining schizophrenia as a distinct mental disorder (Tandon, Gaebel and Maj, 2021). Public stigma also remains problematic, with misconceptions contributing to discrimination despite evidence that people living with schizophrenia are more likely to experience victimisation than violence (WHO, 2024). Advances in precision psychiatry, including genomics and artificial intelligence, may improve future diagnosis but also raise concerns regarding equity, privacy and accessibility (Kahn et al., 2020).

Recommendations
Future schizophrenia care should adopt a more personalised, recovery-oriented approach that integrates biological, psychological and social assessment rather than relying predominantly on symptom-based diagnosis (WHO, 2024). While ICD-11 has introduced greater flexibility through dimensional symptom assessment, future diagnostic frameworks should incorporate advances in neuroscience alongside psychosocial and cultural factors to improve diagnostic accuracy and person-centred care.
Trauma-informed practice should become a routine component of assessment and treatment, recognising the significant role that adverse childhood experiences and social adversity can play in the development and persistence of psychosis (Read, Moncrieff and Dillon, 2022). Healthcare professionals should receive additional training to identify trauma and deliver compassionate, evidence-based interventions that reduce the use of coercive practices and strengthen therapeutic relationships.
Access to evidence-based psychological therapies, including Cognitive Behavioural Therapy for Psychosis (CBTp), family interventions and Early Intervention in Psychosis (EIP) services, should be expanded to reduce reliance on pharmacological treatment alone (NICE, 2019). Furthermore, greater investment in supported employment programmes, housing support and community rehabilitation would promote social inclusion, improve functional recovery and reduce long-term healthcare costs (Bond, Drake and Becker, 2020).
Finally, mental health policy should prioritise cultural competence and anti-stigma initiatives to address inequalities in diagnosis and treatment. Future research should continue investigating the interaction between genetics, trauma and social determinants of mental health while actively involving people with lived experience in the design, implementation and evaluation of services to ensure schizophrenia care remains evidence-based, equitable and recovery-focused (WHO, 2024; Read, Moncrieff and Dillon, 2022).



Conclusion
Schizophrenia remains one of the most complex and challenging mental disorders classified within ICD-11, reflecting its heterogeneous presentation, uncertain aetiology and variable prognosis. The introduction of dimensional symptom assessment within ICD-11 has improved diagnostic flexibility and clinical utility by moving beyond the limitations of traditional subtypes (WHO, 2024). However, diagnosis continues to depend largely on clinical judgement because no definitive biological marker has yet been identified, highlighting the ongoing challenges associated with psychiatric classification.
Current evidence indicates that multidisciplinary treatment combining antipsychotic medication, psychological therapies and community-based rehabilitation offer the most effective approach to improving both clinical and functional outcomes (NICE, 2019). Nevertheless, limitations such as medication side effects, unequal access to psychological interventions and inconsistencies in rehabilitation services demonstrate that significant barriers to recovery remain.
Furthermore, contemporary debates surrounding trauma-informed care, neurodivergence, diagnostic validity and the stigma associated with psychiatric labels suggest that schizophrenia cannot be fully understood through a purely biomedical perspective. Instead, an integrated biopsychosocial framework provides a more comprehensive understanding of the complex interaction between biological vulnerability, psychological processes and social context (van Os and Guloksuz, 2023). Future developments in classification, policy and clinical practice should therefore prioritise personalised, recovery-oriented and culturally competent care, while ensuring that research and service design are informed by robust evidence and the lived experiences of individuals with schizophrenia. Such an approach is likely to improve long-term outcomes, reduce stigma and support more equitable and person-centred mental healthcare.
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