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[bookmark: _Toc237263103]Classification and Diagnosis 
Schizophrenia is categorised in the ICD‑11 under Chapter 06, which covers Mental, Behavioural, and Neurodevelopmental Disorders. It falls under the group of Schizophrenia or Other Primary Psychotic Disorders (Hualparuca-Olivera et al., 2025). The specific diagnostic code for schizophrenia is 6A20, highlighting its role as a primary psychotic disorder marked by disruptions in perception, thought, emotion, and behaviour. Unlike the ICD‑10, which included various subtypes like paranoid, catatonic, or hebephrenic schizophrenia, the ICD‑11 takes a different approach. It moves away from these subtypes, reflecting modern evidence that they often lacked stability and clinical usefulness (Tandon et al., 2013; Ommeren, 2019). Instead, the ICD‑11 adopts a dimensional model that emphasises symptom domains: positive symptoms, negative symptoms, cognitive impairment, and psychomotor disturbances. This shift aligns with global efforts to enhance diagnostic reliability and clinical relevance. In its classification, the term “disorder” is consistently used instead of “illness” or “condition,” underscoring its significance as a clinically relevant disturbance that necessitates intervention. The ICD‑11 describes schizophrenia as a “disorder characterised by disturbances in thought, perception, affect, and behaviour” (WHO, 2022). This terminology reflects a medicalised perspective, although discussions continue about whether schizophrenia should be viewed more broadly as a spectrum or a neurodevelopmental condition.
Diagnostic Criteria and Processes
ICD-11 outlines that to diagnose schizophrenia, there must be core psychotic symptoms present for at least a month. These include:
· Positive symptoms such as hallucinations, delusions, or disordered thinking 
· Negative symptoms such as avolition, anhedonia, a flat affect, or social withdrawal 
· Disorganised behaviour or speech 
· Cognitive issues, especially in areas such as attention, memory, and executive functioning (World Health Organisation, 2022). 
A key point in ICD-11 is its focus on functional impairment and the ongoing nature of symptoms, which helps to set schizophrenia apart from brief psychotic episodes or mood disorders that have psychotic features. To make a diagnosis, it is crucial to rule out other potential causes, including substance-induced psychosis, neurological disorders, or severe mood disorders. The diagnostic process usually involves: 
· A clinical interview and mental state examination 
· Gathering collateral information from family members or caregivers 
· A longitudinal assessment to track symptom duration and any functional decline 
· Physical health screenings, including blood tests and neuroimaging, to eliminate organic causes 
· A risk assessment, considering the heightened risks of self-harm and neglect (NICE, 2020; Owen et al., 2016). 
Additionally, ICD-11 encourages clinicians to evaluate symptom severity across multiple dimensions and to develop personalised treatment plans (Mielke, 2018).
Language Used in ICD‑11 Classification
In the ICD-11 classification, the term “disorder” is consistently used, showcasing a clear biomedical perspective. There will be words like “condition” or “illness” that pop up less often, and when they do, it’s usually in more general explanations rather than in the diagnostic criteria. By sticking with “disorder,” schizophrenia is grouped with other psychiatric diagnoses, which helps solidify its place in the medical classification system (WHO, 2022). Yet, there is a growing conversation in contemporary literature about this choice of terminology. Some researchers argue that labelling it as a “disorder” could perpetuate stigma or fail to capture the diverse nature of psychotic experiences (Boyle, 2019; Johnstone, 2017). Meanwhile, others suggest we think of schizophrenia as a neurodevelopmental syndrome or part of a psychosis spectrum, which aligns with new findings in neuroscience (Insel, 2010; Murray et al., 2017).
[bookmark: _Toc237263104]Treatment and Rehabilitation
In treating schizophrenia (ICD‑11: 6A20), a well-rounded approach is key, which usually means combining medication, psychosocial support, and rehabilitation efforts. Although the ICD‑11 does not specify treatments, it strongly advocates for a multidisciplinary, person-centred approach that focuses on both alleviating symptoms and promoting functional recovery (WHO, 2022).
 Pharmacological Treatment 
At the heart of schizophrenia treatment is antipsychotic medication. The options are typically second-generation antipsychotics like risperidone, olanzapine, and quetiapine, which tend to have fewer movement-related side effects than their first-generation counterparts (Leucht et al., 2014). For those who struggle with treatment-resistant schizophrenia, clozapine is often recommended, as it is particularly effective in reducing positive symptoms and the risk of suicide.
However, antipsychotics come with their own set of challenges; for instance, many patients face metabolic side effects, such as weight gain, diabetes, and increased cardiovascular risk. Medication compliance can also be challenging, influenced by side effects, personal insight, and social circumstances (Pomarol-Clotet et al., 2010). These challenges underscore the importance of integrated physical health monitoring, a focus that is highlighted in UK policy for severe mental illness (NICE, 2014).
 Psychosocial Interventions 
This plays a crucial role in enhancing functional outcomes for individuals. According to NICE, cognitive behavioural therapy for psychosis (CBTp), family interventions, and supported employment are key recommendations. The goal of CBTp is to alleviate the distress linked to psychotic symptoms, but research indicates that its benefits are modest and it does not necessarily outperform other psychosocial therapies. Also, family interventions have been shown to reduce relapse rates, communication patterns and emotion management within families (Wai Tong Chien et al., 2024). Additionally, social skills training and cognitive remediation have demonstrated positive effects  (Merico et al.,2017) 
Rehabilitation
When it comes to rehabilitation measures in ICD‑11, the focus is on functional recovery, which encompasses social participation, self-care, and employment (Almeida et al., 2020). In practice, rehabilitation includes supported housing and community mental health teams, vocational rehabilitation, Individual Placement and Support (IPS), monitoring physical health, especially metabolic syndrome, and peer support and recovery-oriented services. IPS has robust evidence supporting its effectiveness in improving employment outcomes for individuals with schizophrenia (Bond, Drake and Becker, 2019). Recovery-oriented approaches prioritise autonomy, empowerment, and personal meaning, which aligns well with the current mental health policies in the UK (Leamy et al., 2011).
 Effectiveness and Limitations
While combining different treatment methods can lead to better results, there are still some challenges we cannot ignore: High relapse rates even when patients stick to their medication (Luby, 2014).  Ongoing negative symptoms that do not seem to improve much with medication (Bell, Halligan and Ellis, 2005).  Health disparities, such as worse physical health and limited access to primary care (Reilly et al., 2012).  Cultural obstacles hinder participation in psychosocial treatments. These challenges really emphasise the importance of developing care models that are more personalised, culturally aware, and integrated. 
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Debates on Classification 
The conversation around whether schizophrenia should continue to be viewed as a distinct diagnostic category is ongoing. Critics point out that schizophrenia is quite diverse, lacking definitive biological markers, and suggest it might be more accurately seen as part of a broader psychosis spectrum. The ICD-11’s move towards assessing symptoms dimensionally reflects this changing viewpoint. 
Some researchers are pushing for a rethinking of schizophrenia as a neurodevelopmental disorder, highlighting evidence of early cognitive and structural brain differences (Murray et al., 2017). On the flip side, some believe that the label “schizophrenia” carries a stigma and should be swapped out for terminology that feels less pathologising.
 Neurodivergence and Reclassification Issues
The neurodiversity movement challenges traditional biomedical models by framing mental differences as natural variations rather than disorders. While neurodivergence is more commonly associated with autism and ADHD, some scholars argue that psychosis could also be understood through a neurodiversity lens (Potter and El-Mallakh, 2019). This perspective emphasises lived experience, trauma, and social context rather than pathology.
However, applying neurodivergence to schizophrenia remains controversial. Critics argue that severe functional impairment, risk, and distress associated with schizophrenia necessitate medical classification and treatment (Smoller et al., 2019). The debate raises questions about autonomy, coercion, and the ethics of compulsory treatment.
Impact on Practice and Policy
While the evidence surrounding the impact of UK healthcare policy on schizophrenia outcomes is still somewhat sparse, the studies that do exist point to several key takeaways for practice. For instance, research on Early Intervention in Psychosis (EIP) services in England reveals that long waiting times, especially those stretching beyond three months, are associated with worse clinical outcomes a year after patients enter care (Birchwood et al., 2021). This finding suggests that policies focused on cutting down waiting times, like the NHS access standards for EIP, could lead to better outcomes for those living with schizophrenia.
On the flip side, the effectiveness of implementing clinical guidelines for schizophrenia is still a bit of a grey area. A review examining how these guidelines are adopted in specialist mental health services found mixed results regarding their impact on provider performance and patient outcomes, with the overall evidence low (Kisely & Looi, 2022). This points to the fact that UK policies encouraging adherence to guidelines haven't yet shown clear, measurable improvements in treatment outcomes for schizophrenia
Current legislation also plays a significant role in shaping practice. The Mental Health Act 1983 (amended 2007) is the legal framework for compulsory assessment and treatment, highlighting the importance of care, patient rights, and access to Independent Mental Health Advocates (IMHAs). These principles are crucial for ensuring timely intervention and protecting individuals facing severe psychosis (Department of Health and Social Care, 2015). In summary, UK policy on schizophrenia care is mainly standards for waiting times, rights-based legislation, and ongoing initiatives aimed at bolstering evidence-based practices...

[bookmark: _Toc237263106]Recommendations
Based on the analysis, here are some recommendations that could really enhance classification, diagnosis, treatment, and rehabilitation: 
 Boost Dimensional Assessment in Clinical Practice: We should start using ICD‑11’s dimensional model more widely in daily practice. This approach would help tailor treatment plans to individual needs and avoid strict categorical labels. Enhance Physical Health Monitoring: With the high prevalence of metabolic and cardiovascular diseases, it’s crucial to make physical health checks mandatory and culturally sensitive. This would help minimise exception reporting in primary care settings.  Broaden Access to Evidence‑Based Psychosocial Interventions: We need to ensure that CBTp, family interventions, and cognitive remediation are available. Adapting these interventions to fit cultural contexts is key to boosting engagement (Mor-Ben-Ishai, Ben-Ezra and Levin, 2026). Fortify Recovery‑Oriented and Trauma‑Informed Care. Services need to incorporate trauma-informed practices and peer support, aligning with modern understandings of psychosis.  Promote Research into Neurodevelopmental and Network‑Based Models. As we gather more evidence about brain connectivity and developmental pathways, this knowledge should guide future updates to ICD‑11 and shape early intervention strategies (Lesh et al., 2019). Rethink Terminology: Policymakers should consider alternative terms for schizophrenia to help combat stigma, taking inspiration from international examples like Japan’s rebranding of the condition.
[bookmark: _Toc237263107]Conclusion
Schizophrenia (ICD‑11: 6A20) is a multifaceted and varied disorder that calls for thorough, multidisciplinary care. The ICD‑11 classification aligns with modern evidence by taking a dimensional approach and discarding outdated subtypes. Treatment and rehabilitation encompass a mix of pharmacological, psychosocial, and recovery-focused strategies, but there are still notable challenges, especially concerning negative symptoms, disparities in physical health, and cultural obstacles.
Current discussions are evolving, with new research highlighting the roles of neurodevelopment, trauma, and neurodiversity. These conversations are influencing policy and practice, encouraging more person-centred and rights-based methods. By putting into action the recommendations for better dimensional assessments, enhanced physical health monitoring, broader psychosocial interventions, trauma-informed care, and updated terminology, we can improve clinical practices and foster better outcomes for those living with schizophrenia.
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