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Classification and Diagnosis: 
In ICD-11, schizophrenia is classified within the group of schizophrenia and other primary psychotic disorders. These conditions are characterised by significant disturbances testing and marked changes in behaviour. Individuals may experience positive symptoms such as persistent delusions and hallucinations, as well as disorganised thinking, grossly disorganised behaviour, and experiences of passivity or control. Psychomotor disturbances may also be present. Importantly, these symptoms occur with enough frequency and intensity to fall outside what would be expected within a person’s cultural or subcultural context, and they cannot be better explained by another mental or behavioural disorder.

ICD-11 specifically defines schizophrenia as involving ongoing psychotic symptoms that persist for at least one month. These symptoms commonly include hallucinations, delusions, and disorganised thinking, alongside negative symptoms such as reduced emotional expression or motivation. Cognitive impairment is also recognised as a core feature of the condition, reflecting difficulties with attention, memory, and executive functioning. This diagnostic approach emphasises both the presence and duration of symptoms to distinguish schizophrenia from other psychotic disorders.

The language used within ICD-11 to describe schizophrenia includes terms such as “disorder,” “mental disorder,” and “psychotic disorder.” This terminology reflects a predominantly biomedical and pathology-oriented understanding of the condition, framing schizophrenia as an illness characterised by identifiable symptoms and impairments. While this approach supports consistency in diagnosis and treatment, it also highlights an emphasis on deficits and dysfunction, which has been the subject of ongoing debate within mental health practice (ICD-11).

Treatment and Rehabilitation: 
The standard treatment for schizophrenia typically involves a combination of antipsychotic medication, psychological therapies, and wider psychosocial support. Treatment plans are usually tailored to the individual, recognising that people experience symptoms and challenges differently. In the UK, most individuals with schizophrenia receive care through Community Mental Health Teams (CMHTs). These teams aim to provide ongoing, day-to-day support while promoting independence and helping individuals manage their condition within the community rather than in hospital settings (NHS, 2023).

Although there is no cure for schizophrenia, long-term treatment with medication and psychosocial interventions can help manage symptoms and reduce the risk of relapse. Treatment is often required even when symptoms improve, as stopping support too early can increase the likelihood of deterioration. During periods of crisis, particularly when symptoms become severe or pose a risk, hospital admission may be necessary. Treatment is typically overseen by a psychiatrist with specialist experience in schizophrenia, who coordinates medication and therapeutic support. Medication remains the central component of treatment, with antipsychotic drugs being the most prescribed (Mayo Clinic, 2024).

Antipsychotic medication is considered the primary treatment for schizophrenia and is mainly used to control psychotic symptoms such as hallucinations and delusions. These medications are thought to work by altering the activity of neurotransmitters in the brain, particularly dopamine and serotonin. There are two main types of antipsychotics: first-generation (typical) antipsychotics, such as haloperidol, and second-generation (atypical) antipsychotics, including risperidone and olanzapine. Clozapine is usually reserved for individuals with treatment-resistant schizophrenia when other medications have been ineffective (NICE, 2014).

Research suggests that antipsychotic medications are generally effective in reducing positive symptoms and can significantly lower relapse rates when taken consistently (Leucht et al., 2013). Clozapine has been shown to be highly effective for severe or treatment-resistant cases, offering benefits where other treatments have failed (Kane and Correll, 2010). However, the use of antipsychotic medication is also associated with notable limitations. First-generation antipsychotics are commonly linked to side effects such as muscle stiffness and tremors, while second-generation medications are more often associated with weight gain and an increased risk of diabetes. These side effects can lead to poor adherence, with many individuals discontinuing medication, which can negatively impact long-term outcomes (NICE, 2014).
Cognitive Behavioural Therapy for Psychosis (CBTp) is a form of talking therapy that is commonly used alongside medication in the treatment of schizophrenia. CBTp aims to help individuals understand their experiences and develop more effective ways of coping with symptoms such as hallucinations and delusions. Rather than attempting to eliminate symptoms entirely, the therapy focuses on reducing the distress associated with them and improving insight and coping strategies. Due to its evidence base, CBTp is recommended by NICE as part of standard care for people with schizophrenia (NICE, 2014).

However, CBTp also has several limitations. Research suggests that while it can reduce distress, it does not usually remove psychotic symptoms completely. Access to CBTp remains inconsistent across NHS services, meaning that not all individuals who could benefit are able to receive it. In addition, CBTp can be difficult to deliver effectively during periods of severe psychosis, when concentration and engagement may be significantly impaired (NICE, 2014; Jauhar et al., 2014).

From a rehabilitation perspective, ICD-11 places emphasis on the impact of schizophrenia on everyday functioning rather than focusing solely on symptoms. It considers how the condition affects key areas of life, including employment, relationships, and the ability to live independently. This broader focus reflects a shift towards understanding schizophrenia as a condition that affects social and occupational functioning, not just mental health symptoms.
This approach is important because it supports recovery-focused care and highlights the need for long-term support. By recognising the functional impact of schizophrenia, ICD-11 encourages interventions that promote independence, social inclusion, and quality of life, rather than concentrating only on symptom reduction. This aligns with modern mental health practice, which increasingly values personal recovery alongside clinical outcomes (World Health Organization, 2019).

In practice, one widely used rehabilitation approach is Individual Placement and Support (IPS), a supported employment model designed to help people with schizophrenia gain and maintain paid work. IPS provides ongoing support both during the job search and after employment has been secured. Research shows that this approach is more effective than traditional vocational training programmes and can improve confidence, independence, and overall wellbeing. However, access to IPS services is uneven, and employment outcomes are often influenced by local job availability and economic conditions (Bond et al., 2015).

Another important rehabilitation intervention is cognitive remediation therapy, which aims to improve cognitive skills such as memory, attention, and problem-solving. These cognitive difficulties are common in schizophrenia and can significantly affect daily functioning. Cognitive remediation has been shown to support improvements in everyday skills, particularly when combined with other forms of psychological or vocational support. However, the benefits may be limited if training is not linked to real-life activities and practical application (Wykes et al., 2011).

Overall, evidence suggests that the most effective outcomes for people with schizophrenia are achieved through a combination of medication, psychological therapies, and social support. Early intervention has been shown to improve long-term outcomes and reduce the impact of the illness over time. Despite this, several challenges remain. Negative symptoms, such as lack of motivation and social withdrawal, are particularly difficult to treat, and factors such as stigma, poverty, and limited access to services can slow recovery. In addition, mental health services often prioritise risk management over recovery-focused care. Contemporary understandings of recovery emphasise quality of life, personal meaning, and social inclusion, rather than symptom reduction alone (McGorry et al., 2018).

Current Debates and Emerging Issues: 
One of the main debates surrounding schizophrenia relates to its classification as a single diagnostic category. Critics argue that schizophrenia is too broad and includes a wide range of very different experiences. Symptoms can vary significantly between individuals, and diagnosis is largely based on observed behaviour and self-reported experiences rather than clear biological markers. There is also considerable overlap between schizophrenia and other mental disorders that include psychotic features, which raises concerns about diagnostic accuracy and validity (Van Os et al., 2010).

In response to these concerns, ICD-11 has reduced the emphasis on traditional subtypes of schizophrenia, such as paranoid schizophrenia. Instead, it places greater focus on symptom dimensions and levels of functioning. This shift aims to improve diagnostic flexibility and accuracy while moving away from rigid labels that may not reflect individual experiences. By focusing on how symptoms affect daily life, ICD-11 attempts to better capture the complexity of psychotic disorders (WHO, 2019).

Another key debate within mental health care is the tension between the medical model and the recovery model. The medical model primarily focuses on symptom reduction through medication and tends to view schizophrenia as a long-term or lifelong illness. This approach continues to dominate psychiatric practice and has contributed to advances in symptom management. However, critics argue that it can lead to over-medication and insufficient attention to social and personal recovery.

In contrast, the recovery model emphasises quality of life, personal meaning, and independence. Recovery is seen as possible even when symptoms persist, and service-user perspectives are highly valued. While this approach has been welcomed for promoting hope and empowerment, it has also been criticised for potentially underplaying the severity of psychotic symptoms and the need for medical intervention. This ongoing debate highlights the challenge of balancing symptom management with recovery-oriented care.

More recently, discussions around neurodivergence have begun to influence debates about schizophrenia. Neurodivergence refers to natural variations in brain functioning and is commonly associated with conditions such as autism and ADHD. Some scholars argue that psychosis could be understood within a neurodiversity framework, promoting acceptance and reducing stigma. Others strongly oppose this view, suggesting that schizophrenia often involves significant distress and impairment that require clinical treatment. Concerns have been raised that framing schizophrenia as neurodivergence may minimise the seriousness of symptoms and create tension between acceptance and the need for care.

Stigma and labelling remain major issues in the classification and treatment of schizophrenia. The term “schizophrenia” is frequently associated with danger and unpredictability, particularly in media portrayals, which can increase fear and discrimination. As a result, there have been calls to rename the condition, with arguments that changing the label could reduce stigma and improve engagement with services. However, critics suggest that stigma may persist even if the name changes, as negative social attitudes are slow to shift. Stigma continues to affect help-seeking behaviour, treatment adherence, and access to employment and housing opportunities.

These debates have had a significant impact on mental health practice and policy. There is now greater emphasis on early intervention, community-based care, and recovery-oriented services. Policy initiatives increasingly support deinstitutionalisation and recognise the importance of social determinants of mental health, such as housing, employment, and social inclusion. However, the gap between policy goals and real-world service delivery remains substantial, with ongoing challenges related to funding limitations and workforce shortages (McGorry et al., 2018; WHO, 2019).

Recommendations: 
Improving Treatment Treatment for schizophrenia should not rely on medication alone. While antipsychotics help with psychotic symptoms, they do not fully address negative symptoms or quality of life. Combining medication with psychological therapies, such as CBTp, and social support leads to better outcomes. Treatment should also be personalised, considering side effects and individual preferences. Involving service users in decisions helps improve engagement and long-term outcomes.
Strengthening Rehabilitation Rehabilitation services need greater support, particularly programmes that focus on employment, housing, and community life. Stable housing and meaningful work often have a bigger impact on recovery than symptom reduction alone. Community-based services and supported employment can help people build independence and improve daily functioning.
Promoting Recovery-Oriented Care Mental health services should focus more on recovery, not just symptom control. Recovery includes hope, independence, and a sense of purpose, even if symptoms continue. Success should be measured by quality of life, social inclusion, and personal goals. This requires a shift in practice towards more collaborative and empowering care.
Addressing Stigma Reducing stigma is essential. Using respectful, person-centred language and improving public understanding of schizophrenia can reduce discrimination and encourage people to seek help earlier. Clearer media representation and anti-stigma campaigns also play an important role.
Improving Research and Classification Future research and diagnostic systems should focus less on strict categories and more on individual symptoms and functioning. More research is especially needed into negative symptoms, cognitive difficulties, and social recovery to improve long-term outcomes.


Conclusion
In conclusion, schizophrenia is a complex long-term mental disorder that affects many areas of a person’s life. Although ICD-11 now focuses more on functioning rather than strict subtypes, diagnosis still depends on observed behaviour and reported experiences. Antipsychotic medication is an important part of treatment, particularly for positive symptoms, but it is not enough on its own. Psychological therapies and family support help people manage their symptoms and reduce relapse. Rehabilitation services that support employment, independent living, and social inclusion are also essential, as social factors like stigma and poverty can strongly affect recovery. Overall, effective care for schizophrenia requires a recovery-focused approach that combines medical treatment with psychological and social support.
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