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[bookmark: _Toc223197330]Introduction 
Schizophrenia can be considered one of the most complex mental health conditions, with considerable debilitating impacts on affected individuals. The symptoms of this health condition include disrupted thoughts and perceptions, as well as impaired emotional responsiveness. Approximately 24 million people are living with schizophrenia worldwide, representing about 0.33% of the global population (World Health Organization, 2025). Although the prevalence of this condition is relatively lower than that of other mental health disorders, such as depressive or anxiety disorders, its impact on overall health is significantly more severe. As one of the leading causes of global disability, schizophrenia accounted for the loss of approximately 14.82 million disability-adjusted life years (DALYs) (Feng, 2026). A substantial gap can be observed between individuals living with and without schizophrenia. The condition reduces life expectancy by approximately 10 to 20 years compared to the general population, with deaths often caused by preventable physical comorbidities, including cardiovascular and respiratory diseases, which are frequently overlooked due to the presence of the mental disorder. 
In this report, a comprehensive analysis of schizophrenia using the International Classification of Diseases 11th Revision (ICD-11) will be presented. It will evaluate the shift from categorical to dimensional diagnostic models and examine the efficacy and socioeconomic limitations of current pharmacological interventions and rehabilitative measures. The emerging influence of the neurodivergence paradigm on clinical practice will also be explored, concluding with evidence-based recommendations to improve classification, diagnosis, treatment and rehabilitation. 
· 

[bookmark: _Toc223197331]Classification and Diagnosis 
A paradigm shift in the understanding of schizophrenia can be observed in the transition from ICD-10 to ICD-11, which was formally approved in 2022 and widely implemented in clinical systems by 2026. This section examines the shift from rigid subtypes to a more flexible, dimensional approach.

[bookmark: _Toc223197332]ICD-11 Classification and Coding
Schizophrenia is categorised within the block “Schizophrenia or other primary psychotic disorders" (Code: 6A20) under ICD-11 (2022/2026) (Tyrer, 2023). This classification reflects a structural shift from a purely categorical model to a hybrid dimensional model. 
Prior to ICD-11, ICD-10 utilised specific subtypes such as paranoid, hebephrenic and catatonic schizophrenia. However, clinical evidence demonstrated that these subtypes lacked validity in predicting treatment outcomes. Consequently, ICD-11 introduced dimensional descriptors (6A20.y) allowing clinicians to code the presence and severity of six symptom domains: positive symptoms, negative symptoms, depressive symptoms, manic symptoms, psychomotor symptoms, and cognitive impairments (World Health Organization, 2024). This enables a more detailed and individualised clinical profile. However, while the dimensional model improves diagnostic flexibility, it may also introduce greater subjectivity in clinical judgement, potentially reducing inter-rater reliability and consistency across practitioners.

[bookmark: _Toc223197333]Diagnostic Criteria and Process
For a psychiatric health condition with symptoms such as paranoia or mania to be diagnosed as schizophrenia, these symptoms must persist for at least one month. A minimum of two core symptoms must be present, including:
· Persistent delusions involving fixed and idiosyncratic beliefs.
· Continuous hallucinations, typically auditory or somatic.
· Disorganised thinking, manifested through loose associations or neologisms. 
· Experience of influence or passivity, where individuals believe they are controlled by external forces (Parnas and Parnas, 2024). 
Diagnosis is based on clinical observation and psychiatric history. However, no validated biomarkers, such as blood tests or MRI scans, are included in ICD-11 diagnostic criteria. This remains a significant limitation, as diagnosis relies heavily on patient self-reporting and clinician interpretation.

[bookmark: _Toc223197334]Analysis of terminology
Schizophrenia is characterised as “Disorder” instead of “Condition” or “Illness”. This particular choice of terminology is significant for the following reasons.
Difference between “disorder” and “illness”: The term “Disorder” indicates a functional disruption without necessarily confirming any underlying biological cause. On the contrary, “Illness” interprets a strictly medical, biological pathology with a predictable course, which is often explained by the “Medical model” of any health condition (Lemke et al., 2024). However, using “Disorder” instead of “Illness” allows the health issues to be explained through the “Biopsychosocial model”, which values the social and psychological factors with similar importance as neurobiology. 
Difference between “Disorder” and “Condition”: The term “Condition” is preferred by the advocacy groups to reduce the fragility implied by the term “Disorder”. However, for Schizophrenia, ICD-11 retains the term “Disorder” to ensure the highlighting of the severity of the symptoms (Savarimalai et al., 2021). It is a critical factor to consider to secure insurance coverage and the provision of specialised support. 
[bookmark: _Toc223197335]
Treatment and Rehabilitation 
Currently, the treatment and management of schizophrenia is being defined by an “Integrated care model”. This model is utilised to connect biological stability and functional recovery. The efficiency and limitations of current interventions. 

[bookmark: _Toc223197336]Evaluation of standard treatment approaches
Pharmacotherapy, used in both acute and maintenance phases, has produced the most effective outcomes to date. As for primary interventions, Second-Generation Antipsychotics (SGAs), such as Clozapine, Quetiapine, and the newer long-acting injectable antipsychotics (LAIs), are considered (Fabrazzo et al., 2022). 
Effectiveness of pharmacotherapy: The WHO has reported that antipsychotics are highly effective for positive symptoms, such as delusions, hallucinations, disorganised thoughts or speeches, passivity, etc., with about 70-80% patients achieving clinical remission, making it the most effective intervention so far (World Health Organization, 2025). 
Clinical limitations of pharmacotherapy: Interventions with medicines are not very effective in addressing negative symptoms, such as apathy, social withdrawal, and cognitive deficits. Additionally, side effects, ranging from metabolic syndrome to extrapyramidal symptoms (EPS), contribute significantly to the lack of adherence. About 40% to 60% of the patients are observed to discontinue medication during the first year of treatment (Laszlovszky et al., 2021). This frequently sets off a "relapse-remission cycle," in which recurrent episodes of psychosis result in increasing grey matter loss and resistance to therapy.

[bookmark: _Toc223197337]Rehabilitation measures: ICD-11 and Clinical Practice
ICD-11 is associated with the International Classification of Functioning, Disability and Health (ICF). However, it shifts its focus towards “Functioning” instead of only reducing the symptom. This approach is manifested as Psychosocial Rehabilitation (PSR) in clinical practice. The following measures are utilised for rehabilitating patients with Schizophrenia. 
Cognitive Remediation Therapy (CRT): Moderate impact on improvement of memory and executive function has been observed through targeted neurocognitive training (Lejeune et al., 2021). 
Supported employment (IPS Model): The most successful vocational intervention at the moment is the "Individual Placement and Support" strategy. Research indicates that patients in IPS programs had a threefold higher chance of landing a competitive job than those in conventional sheltered workshops (Wallstroem et al., 2021).
Family Interventions: Psychoeducation for the caregivers is recommended by modern guidelines, as several observation-based studies have shown that care measures provided by caregivers who have the knowledge and understanding of the health condition, as well as their duties and responsibilities, have reduced the relapse rate up to 20% compared to standard care measures (Hahlweg and Baucom, 2023). 

[bookmark: _Toc223197338]Effectiveness and Limitations
Technical advancements and clinical guidelines have significantly improved early diagnosis and treatment outcomes in schizophrenia. However, systemic barriers often limit the practical delivery of care. 
Clinical vs. Functional effectiveness: Pharmacological interventions are more effective in achieving a high clinical remission rate, for approximately 70-80% of patients, while the functional recovery remains significantly limited. Functional recovery indicates the ability to work, study, or maintain social relationships, which can be achieved for only about 15-20% of the patients (Slot et al., 2024). Hence, the current treatment, instead of restoring normal functioning, primarily focuses on symptoms suppression. This highlights a fundamental limitation of current approaches, where symptom reduction is prioritised over long-term recovery outcomes, reflecting a persistent imbalance between clinical and social models of care.
The Socioeconomic Gradient: The socioeconomic status of a person determines the effectiveness of treatment on them. Individuals with the highest need for high-intensity psychosocial rehabilitation, which is greatly successful for reintegration of functional abilities, are the least likely to obtain them due to the high cost (Ding et al., 2022). For people from a low-income background, monotherapy is often provided only with medication, failing to meet the holistic needs of the patient. 
Digital divide in rehabilitation: In high-resource rehabilitation centres, virtual reality based social trainings are provided to the patients, retaining a 30% improvement in social functioning compared to the traditional methods (Riches et al., 2021). A case of digital divide is causing recovery gaps between people from different geographic and socioeconomic backgrounds based on their ability to obtain services. 
Limitations of the Medical Model: The medical model, being the primary intervention for schizophrenia, is unable to address the internalised stigma. Even though medicines are effective in controlling symptoms, due to the words used during diagnosis and treatment, a person starts to believe that they are disabled, which leads to a reduction in the effectiveness of the rehabilitation processes. 

[bookmark: _Toc223197339]Current debates and emerging issues 
[bookmark: _Toc223197340]Debates on classification and treatment
Considering the medical model and social model, a debate arises as the critics argue that the focus of ICD-11 on “disorder” over “condition” is contributing to the pathologisation of lived experiences. On the other hand, the clinicians consider retention of the medical model to refer to schizophrenia as a disorder to emphasise the severity of this health issue, including 5-10% lifetime suicide risk (Correll et al., 2022). 

[bookmark: _Toc223197341]Neurodivergence and Reclassification
It is suggested by the neurodivergence movement that schizophrenia should be reclassified as a neurodevelopmental "condition" that lasts a lifetime instead of a degenerative "illness." Opponents worry that this change may lessen the severity of cognitive dysfunction and the necessity of therapeutic intervention, even as it lessens stigma by shifting from “treating or correcting the individual” to "accommodating" sensory differences (Smart, 2024).

[bookmark: _Toc223197342]Impact on Practice and Policy
Being influenced by the debates, the policies made a shift towards co-production and trauma-informed care from institutional care or generalised interventions. People with lived experiences are often engaged as “peer support workers” to help individuals struggling to adjust in life while living with schizophrenia. However, in practice, a tension can be created when a patient is required to be provided with involuntary treatment at a state of acute psychosis. The autonomy and beneficence of the person clash with ethical and practical implementation at these points. 

[bookmark: _Toc223197343]Recommendations 
Prioritising rehabilitation: The vocational support, such as IPS and CRT, should be integrated as standard components of care, instead of considering them an optional add-on. 
Emphasising early intervention: Early Intervention in Psychosis (EIP) services should be made rapidly accessible for all patients during the first two years of the disorder diagnosis. 
Promoting collaborative care: Involvement of the patient and their family members alongside the peer support workers should be ensured in the design and delivery of the care measures to engage more resources to fulfil holistic needs, utilising others’  lived experiences. 
Adopting biopsychosocial staging: Diagnostic criteria should be updated to track social functioning and trauma history alongside the symptom checklist. It can provide a holistic view of the patient’s background and current situation (Fiorillo and Giordano, 2022). 

[bookmark: _Toc223197344]Implication on practice, policy, and research
For practice: Implementing the recommended approach in practice can help in shifting the goals of the interventions from merely suppressing the positive symptoms to restoring normal functioning, both for the brain and the body. 
For policy: The recommended changes will require funding to implement them into practice. Hence, from hospital-based care, the practice should shift towards community-based care, achieving a wider range of operations, going from centralised investments. 
For research: In future, researchers should consider a holistic care approach instead of a single targeted cure that addresses only the medical needs (Kotzeva et al., 2023). A combination of medical and psychosocial care can address both positive and negative symptoms. 


[bookmark: _Toc223197345]Conclusion 
Schizophrenia remains one of the most complex disorders classified within ICD-11, requiring a careful balance between social support and medical intervention. While the shift to a dimensional diagnostic model allows for more individualised treatment approaches, a significant “recovery gap” persists due to an overreliance on pharmacological treatment rather than comprehensive rehabilitation. Addressing this gap requires moving beyond symptom suppression towards a biopsychosocial approach that incorporates neurodivergence perspectives and trauma-informed care. Emphasising early intervention, functional recovery, and patient autonomy can enable policy and practice to shift. Without addressing these structural and conceptual limitations, advancements in diagnostic frameworks and treatment innovations risk having limited real-world impact on long-term recovery outcomes. Policy and practice can ultimately shift from merely managing a “disorder” to supporting a meaningful and functional life for individuals.
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