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The International Classification of Diseases, 11th Revision (ICD-11) classification of delusional disorder is critically examined in this paper, with particular attention to its diagnosis, treatment, rehabilitation, and developing disputes. It examines how the illness is defined and conceptualised within modern diagnostic frameworks, assesses common clinical treatment and rehabilitation strategies, and considers current debates about classification, neurodivergence, and evidence-based care. The report also provides well-informed suggestions for enhancing future research, clinical results, and service delivery. This report aims to provide a thorough and critical assessment of delusional disorder within contemporary mental health practice by integrating diagnostic criteria, treatment approaches, and policy considerations.
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· Framework for ICD-11 Classification
Among the range of psychotic disorders, delusional disorder is one of the most fascinating yet little studied. Delusional disorder, which is categorised in the ICD-11 under code 6A24 under the more general heading of "Schizophrenia or other primary psychotic disorders," is defined by the existence of one or more delusions that last for at least three months without the presence of other significant psychotic symptoms (World Health Organisation, 2019). People with delusional disorder, in contrast to those with schizophrenia, usually continue to operate normally in aspects of their lives that are not immediately impacted by their delusional beliefs, which presents special difficulties for diagnosis and treatment (WHO, 2019)
· Diagnostic Criteria and Processes
According to the ICD-11 diagnostic criteria, one or more delusions that are not socially acceptable and last for several months must be present. These delusions must be the primary clinical feature and cannot be better explained by substance abuse, schizophrenia, mood disorders with psychotic elements, or a medical disease. Crucially, behaviour is not noticeably strange and general functioning outside of the delusion's influence is mostly maintained (WHO, 2024). A thorough clinical evaluation is necessary for the diagnosis, which includes a long-term history, a mental state assessment, the exclusion of organic causes, and rigorous distinction from other psychotic and mood disorders. When assessing severity and making treatment plans, ICD-11 advises physicians to take insight, distress, and functional impairment into account (WHO, 2024).
· Language Used in ICD-11

The term "delusional disorder" is routinely used in ICD-11, which reflects a category medical model. In contrast to more neutral terms like "condition," the term "disorder" is in line with the ICD's wider nosological framework. In addition to having implications for stigma and program eligibility, this phrase emphasises the expectation of a clinically serious problem necessitating assessment and care (WHO, 2019).
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Persistent delusions without the noticeable hallucinations, cognitive disorder, or negative symptoms associated with schizophrenia are the hallmark of delusional disorder (ICD-11 code 6A24). Reducing symptoms, enhancing insight, and preserving psychosocial functioning are the core goals of therapy and rehabilitation; yet management is frequently difficult because of insufficient insight and treatment resistance.
· Standard Methods of Treatment

Pharmacotherapy continues to be the mainstay of care. Antipsychotic drugs are frequently utilised, especially second-generation antipsychotics (risperidone, olanzapine, aripiprazole, etc.). They focus on dopaminergic dysregulation, which is believed to be the cause of delusions. Research points to a moderate level of efficacy, with better results in somatic and persecutory subtypes than in grandiose or jealous kinds. In cases of concomitant depression or mood instability, antidepressants or mood stabilisers may be added (NHS, 2023; Skelton et al.,2015).
The importance of psychological therapies is growing. Instead of explicitly opposing delusions, Cognitive Behavioural Therapy for Psychosis (CBTp) seeks to lessen conviction in delusional beliefs, enhance coping mechanisms, and manage related discomfort. Building a therapeutic connection is essential given the prevalence of mistrust and inadequate understanding, and supportive psychotherapy helps achieve this. Family therapies may enhance adherence and lessen interpersonal conflict (NICE, 2020).
· ICD-11 Rehabilitation Measures and Practice

ICD-11 has a strong emphasis on functionality, impairment, and recovery-oriented care even if it does not recommend any rehabilitation procedures. Rehabilitation is more concerned with psychosocial functioning than symptom relief. To assist independent living and employment, strategies include occupational therapy, vocational rehabilitation, and social skills training. For patients and their families, psychoeducation enhances comprehension of the condition and encourages compliance. Long-term care is greatly aided by community-based mental health services, particularly for people who are socially isolated or wary of clinical settings (NICE, 2025; Skelton et al., 2015).

· Limitations and Effectiveness

The treatment's overall efficacy is mediocre. Antipsychotics frequently do not completely eradicate delusions, but they might lessen their intensity and concentration. Although recovery is usually sluggish, psychological therapies are beneficial in lowering discomfort and enhancing quality of life. When initiated early, rehabilitation strategies are successful in preserving social and occupational functioning.Poor understanding, which results in low treatment adherence, and a dearth of reliable randomised controlled studies tailored to delusional disorder are among the limitations. Results are further complicated by stigma, chronicity, and delayed presentation. Therefore, despite these difficulties, an integrated, customised, long-term strategy that combines medication, psychotherapy, and psychosocial rehabilitation is still crucial (NHS, 2023).
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· Debates on classification and treatment

The status of delusional disorder (DD) in contemporary diagnostic systems and its implications for treatment is hotly debated topics. Critics point out that although ICD-11 improved therapeutic value by tightening descriptive criteria and organising basic psychotic diseases, the distinctions between Delusional Disorder, schizophrenia-spectrum diagnoses, and other psychoses are still hazy, particularly for individuals who subsequently develop additional psychotic symptoms. Research (heterogeneous samples) and treatment algorithms, which are frequently taken from more general psychosis recommendations rather than DD-specific findings, are influenced by this diagnostic ambiguity (Reed et al., 2019).
The main points of contention regarding treatment are: (a) the paucity of high-quality trial data for Delusional Disorder; (b) whether antipsychotics should be the first-line default due to modest effect sizes and poor insight/adherence; and (c) the role and timing of psychological therapies (e.g., CBT for psychosis) versus mandatory measures. When coercive measures (involuntary hospitalisation or long-acting injectable requirements) are appropriate for individuals who lack insight but are not immediately threatening is still up for debate among clinicians and ethicists (Skelton et al., 2015).
· Issues with reclassification, neurodivergence, and epistemic framing

A rising body of research examines whether neurodiversity or "distinctive epistemic style" frameworks, as opposed to simply pathogenic theories, could explain features of psychosis, such as specific delusional reasoning styles. Opponents caution that this could minimise suffering or postpone necessary treatment, while supporters claim it can lessen stigma and promote accommodations. Calls to screen for coexisting neurodevelopmental differences and adjust therapies accordingly have increased in response to recent research demonstrating high rates of potential neurodivergence (e.g., autism/ADHD characteristics) among first-episode psychosis populations. Practical reclassification problems are raised by this: should certain presentations be viewed as overlapping neurodevelopmental + psychotic phenomena instead of distinct categories? (Flores, 2025)
· Effects on policy and practice

The recognition of neurodivergence in psychosis populations leads to integrated assessment pathways and modified therapeutic approaches; classification shifts (ICD-11 uptake) alter reporting, commissioning, and training requirements; and ethical discussions regarding coercion impact local policy on capacity assessment and long-acting treatment use (NICE, 2020). These discussions have immediate service implications. Delusional illnesses are increasingly being treated within "complex psychosis" facilities according to national guidelines and rehabilitation frameworks (e.g., NICE NG181). This encourages multidisciplinary, recovery-oriented care but also highlights the disconnect between the goals of guidelines and practical resources. Therefore, policymakers must strike a compromise between patient rights, accessible customised treatments, and diagnostic clarity (NICE, 2020).
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Due to its ambiguous diagnosis, lack of evidence-based therapies, and inconsistent functional outcomes, delusional disorder (DD) continues to be a clinically difficult condition. While considering the consequences for clinical practice, policy, and research, the following guidelines address advancements in classification, diagnosis, treatment, and rehabilitation.
· Enhancing Diagnosis and Classification

Improving diagnostic clarity in ICD-11 and upcoming updates is a crucial suggestion. It is important to distinguish delusional disorder from schizophrenia spectrum illnesses more accurately, especially in cases that change over time. Dimensional specifiers including insight level, cognitive rigidity, affective engagement, and neurodevelopmental features could be added to increase the accuracy of diagnosis and prognosis. Given that delusional disorder may not always remain stable throughout life, diagnostic standards should place a strong emphasis on routine longitudinal reassessment. Additionally, standardised diagnostic instruments tailored to DD would enhance study uniformity and decrease misdiagnosis (Peralta and Cuesta, 2019).
· Improving Methods of Treatment

Treatment recommendations should prioritise individualised, stepped-care models over default pharmacological techniques due to the small and unpredictable response to antipsychotic medication. Particularly in non-dangerous presentations, antipsychotics should be used sparingly and, whenever feasible, with collaborative decision-making. Instead of being used as supplements, psychological therapies especially cognitive behavioural therapy for psychosis should be more deeply ingrained as fundamental treatments. To overcome mistrust and non-adherence, clinicians must have training in engagement-focused and insight-sensitive treatment. To enable customised interventions, screening for comorbid illnesses such as anxiety, depression, and neurodevelopmental characteristics should become standard practice (Skelton et al.,2015).
· Increasing Recovery-Oriented Care and Rehabilitation

Functional recovery should be the main goal of rehabilitation rather than symptom elimination. It is crucial to increase access to community-based rehabilitation services, such as social skills programs, supported employment, and vocational training. To lower interpersonal conflict and the danger of recurrence, psychoeducation for families and carers ought to be a normal procedure. Plans for rehabilitation should be adaptable, long-term, and culturally aware, considering the disorder's chronic but frequently non-deteriorating course (Peralta and Cuesta, 2019)

· Research, Policy, and Practice Consequences

These suggestions for therapeutic practice encourage person-centred, morally sound treatment that lessens needless compulsion and raises engagement. The inclusion of delusional disorder in complex psychosis care pathways rather than acute-only models and improved funding for outpatient rehabilitation clinics are two policy consequences. Research-wise, long-term outcome studies, disorder-specific randomised controlled trials, and studies examining neurobiological and neurodevelopmental overlaps are urgently needed. In the end, more efficient guidelines and fair service delivery would be supported by improved classification and evidence generation.In conclusion, coordinated advancements in therapeutic approaches, diagnostic frameworks, rehabilitation programs, and research funding are necessary to better the treatment of delusional disorder (Peralta and Cuesta, 2019; 	NICE, 2020)
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Delusional disorder occupies a difficult place in the spectrum of psychotic diseases and is still a complicated and frequently underdiagnosed mental illness. Significant gaps in evidence, conceptual clarity, and service provision are regularly highlighted in the literature across classification, diagnosis, treatment, and rehabilitation. Although ICD-11 has outperformed previous diagnosis systems in terms of descriptive precision and clinical value, current discussions regarding diagnostic boundaries and overlap with neurodevelopmental disorders and schizophrenia spectrum disorders suggest that more improvement is needed.
Despite a lack of disorder-specific data and inconsistent treatment response, antipsychotic medication is a major component of current therapeutic regimens. Pharmacological therapies can lessen the emotional significance and severity of delusional beliefs, but they seldom result in complete remission and are often hampered by poor insight and adherence. A more person-centred option is provided by psychological therapies, especially cognitive behavioural therapy for psychosis, which emphasises functional improvement, belief flexibility, and distress reduction. These treatments are frequently underutilised in standard clinical practice, and access to them is still uneven. This disparity emphasises the necessity of shifting from a primarily biological approach to integrated, recovery-focused care.
In the long-term treatment of delusional condition, rehabilitation is an essential but underappreciated component. Targeted psychosocial interventions, like family psychoeducation, social skills training, and occupational rehabilitation, can greatly improve quality of life and community involvement because many people have generally intact cognition and social functioning. This strategy is supported by ICD-11's emphasis on functioning and disability, but service fragmentation and a lack of finance for community-based treatment hinder its practical application. People with delusional disorder are vulnerable to long-term social isolation, career decline, and recurrent use of acute services in the absence of consistent rehabilitation input.
In conclusion, coordinated improvements in diagnostic frameworks, evidence-based therapy, rehabilitation services, and research funding are necessary to improve outcomes for people with delusional disorder. The current gaps between classification, clinical practice, and lived experience may be filled by a move towards longitudinal evaluation, interdisciplinary care, and functional recovery supported by more precise policy guidance and focused research.
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