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1. Introduction
Schizophrenia and related primary psychotic disorders represent some of the most complex and contested conditions in contemporary psychiatry, affecting approximately 24 million people globally (WHO, 2019). The publication of the World Health Organization's eleventh revision of the International Classification of Diseases (ICD-11), implemented globally in January 2022, introduced the most significant restructuring of the psychosis classification block since ICD-10, reflecting advances in neurobiological research and dimensional psychiatry (Gaebel, Zielasek and Cleveland, 2012). This report critically examines the classification, diagnosis, treatment, and rehabilitation of schizophrenia spectrum disorder under ICD-11, evaluates key contemporary debates concerning its conceptual validity and social dimensions, and provides evidence-based recommendations for improving clinical practice and policy. As McCutcheon, Marques and Howes (2020, p. 201) observe, schizophrenia 'remains a major challenge for global health,' encapsulating broader tensions between biomedical reductionism, recovery-oriented models of care, and the structural social determinants of psychosis — tensions that ICD-11 only partially resolves.
2. Classification and Diagnosis in ICD-11
Under ICD-11, schizophrenia is classified within the block 'Schizophrenia or Other Primary Psychotic Disorders' (code grouping 6A0x), with schizophrenia assigned the specific code 6A20. This represents a substantial departure from ICD-10, in which schizophrenia was subdivided into discrete subtypes — paranoid (F20.0), hebephrenic (F20.1), catatonic (F20.2), undifferentiated (F20.3), and residual (F20.5). These subtypes accumulated compelling evidence of poor inter-rater reliability and limited clinical utility over several decades of research (Gaebel, Zielasek and Cleveland, 2012). ICD-11 abolishes these subtypes entirely, replacing them with a symptom-domain dimensional approach comprising six domains: positive symptoms (persistent delusions, persistent hallucinations, disorganised thinking), negative symptoms (blunted affect, alogia, avolition), disorganised behaviour, cognitive impairment, mood symptoms, and psychomotor disturbances (WHO, 2019). Clinicians rate severity within each domain, enabling individualised clinical formulation and longitudinal monitoring of symptom fluctuation that binary subtype assignment could not facilitate.
A further critical change is the removal of the privileged diagnostic status previously accorded to Schneider's First Rank Symptoms (FRS). Nordgaard et al. (2008) demonstrated that FRS occur across a wide range of psychotic and mood disorders, with sensitivity for schizophrenia of only 57% and specificity as low as 74% — evidence that seriously undermined their diagnostic utility. By deprivileging FRS, ICD-11 aligns its criteria more closely with the accumulated evidence base and represents a meaningful improvement in clinical validity.
For a formal diagnosis under ICD-11 6A20, at least one of the following core symptoms must be present persistently for at least one month: persistent delusions, persistent hallucinations, thought disorder, or passivity and influence experiences (WHO, 2019). These must be accompanied by significant functional impairment. Notably, ICD-11 removes DSM-5's minimum six-month duration requirement, making it more clinically inclusive for first-episode presentations. The diagnostic language throughout ICD-11 employs the term 'disorder' consistently — a terminological choice that merits critical examination. The use of 'disorder' rather than 'illness' or 'disease' reflects a deliberate attempt to avoid implying a known biological aetiology whilst maintaining clinical utility; however, critics within the critical psychiatry and survivor movements argue that any pathologising label risks reifying socially constructed constructs as medical facts (Guloksuz and van Os, 2018). Japan's 2002 renaming of schizophrenia to 'integration disorder' (togo shicchosho) was followed by measurable improvements in patient understanding and treatment engagement (Sato, 2006), raising important questions about whether ICD-11's terminological conservatism constitutes a missed opportunity. The introduction of dimensional severity specifiers represents a step toward the neurobiologically grounded approach advocated by Insel et al.'s (2010) Research Domain Criteria (RDoC) framework, yet ICD-11 cannot fully operationalise biomarker-based precision psychiatry in its current form, positioning it as an incremental rather than transformative revision.
3. Treatment and Rehabilitation
Treatment of schizophrenia in the United Kingdom is principally governed by NICE Clinical Guideline CG178 (2014), which recommends a combination of antipsychotic medication and evidence-based psychological therapies as the cornerstone of acute and maintenance management. Antipsychotic efficacy for positive symptoms is well-established: Leucht et al. (2017) confirmed superiority over placebo across 167 RCTs with a pooled standardised mean difference of 0.47. However, evidence for negative symptoms is substantially weaker and has generated renewed clinical debate. Huhn et al. (2019) conducted a comprehensive network meta-analysis of 167 trials across multiple pharmacological agents and found no treatment producing clinically meaningful improvements in negative symptoms, representing a critical gap in the pharmacological armamentarium given the disproportionate impact of negative symptoms on social and occupational functioning. Furthermore, Taipale et al.'s (2020) 20-year cohort follow-up of 62,250 patients found that continuous antipsychotic use was associated with lower mortality than intermittent use, providing important longitudinal evidence in favour of maintenance pharmacotherapy whilst also highlighting the cumulative metabolic burden of long-term treatment — a clinical and ethical tension that demands individualised risk-benefit review.
For treatment-resistant schizophrenia (TRS), operationally defined as insufficient clinical response following at least two adequate antipsychotic trials, clozapine remains the only pharmacological intervention with robust evidence of superior efficacy (Howes et al., 2017). Despite this, clozapine is substantially under-prescribed in the United Kingdom relative to international comparators — a clinically and ethically significant gap given that approximately one-third of individuals with schizophrenia meet criteria for TRS (Howes et al., 2017).
Psychological therapies are essential adjuncts to pharmacological treatment. Cognitive Behavioural Therapy for psychosis (CBTp) demonstrates a modest but statistically significant effect in reducing positive symptoms (effect size g = 0.36), as evidenced by Jauhar, McKenna and Laws (2016), although the authors note that unblinded outcome assessments likely inflate observed effect sizes — a methodological caveat that service commissioners must weigh carefully. Family intervention has strong evidence for reducing relapse rates by approximately 50% over two years (NICE, 2014). Cognitive Remediation Therapy (CRT) addresses cognitive impairment — often the strongest predictor of functional outcomes — with Wykes et al.'s (2011) meta-analysis demonstrating moderate effects on global cognition.
Rehabilitation within ICD-11 is conceptually underpinned by the International Classification of Functioning, Disability and Health (ICF), with which ICD-11 is explicitly co-designed to interface. This framework reorients rehabilitation from symptom suppression to functioning, participation, and environmental adaptation (WHO, 2019). In UK practice, Early Intervention in Psychosis (EIP) services — now a mandated NHS access and waiting time standard under the NHS Long Term Plan (NHS England, 2019) — have demonstrated effectiveness in reducing the duration of untreated psychosis and improving social functioning. Individual Placement and Support (IPS) for vocational rehabilitation consistently demonstrates significantly higher competitive employment rates than traditional prevocational training, with Burns et al.'s (2007) large multi-site European RCT reporting that 55% of IPS participants achieved competitive employment versus 28% in the control group. Peer support workers — individuals with lived experience of psychosis employed as part of clinical teams — are increasingly recognised as a distinct and valuable component of recovery-oriented rehabilitation, now embedded within NHS England's community mental health transformation framework (NHS England, 2019). Emerging evidence further supports exercise interventions, with Firth et al. (2017) demonstrating significant improvements in cognitive functioning and negative symptoms through aerobic exercise across ten randomised trials, highlighting the importance of whole-person rehabilitation beyond pharmacological management.
4. Current Debates and Emerging Issues
Several interrelated debates fundamentally challenge established frameworks for understanding and treating schizophrenia, with direct implications for ICD-11 classification, clinical practice, and health policy. It is argued here that these debates collectively expose limits of categorical nosology that ICD-11 does not yet adequately address. The most conceptually significant concerns the diagnostic validity of schizophrenia as a unified nosological entity. Clementz et al.'s (2016) landmark B-SNIP study identified three neurobiologically distinct psychosis biotypes using brain-based biomarkers that cut across existing diagnostic categories, suggesting schizophrenia as currently classified may encompass multiple aetiologically distinct conditions. If this is confirmed, uniform treatment algorithms are inherently suboptimal, and yet ICD-11's dimensional approach — while an improvement on ICD-10 — cannot currently incorporate biomarker data. Guloksuz and van Os (2018) argue that this reflects a fundamental failure of diagnostic conservatism to keep pace with neurobiological evidence, and McCutcheon, Marques and Howes (2020) further contend that future classification systems must integrate neuroimaging and genetic biomarkers if personalised treatment is to become a clinical reality.
A second major debate concerns the neurodevelopmental and neurodivergence conceptualisation of schizophrenia. The Cross-Disorder Group of the Psychiatric Genomics Consortium (2019) conducted the largest genome-wide analysis of eight major psychiatric disorders, identifying highly significant genetic correlations between schizophrenia and autism spectrum disorder (rg = 0.23), ADHD (rg = 0.26), and bipolar disorder (rg = 0.68). These findings substantively challenge the categorical boundaries between psychotic disorders and neurodevelopmental conditions embedded in ICD-11, suggesting these classifications may be artefacts of nosological convention rather than reflections of distinct biological entities. The implication for reclassification is substantial: if shared genetic architecture underpins schizophrenia, ASD, and ADHD, then the current ICD-11 separation of these blocks may over-pathologise presentations that fall on a continuous neurodivergent spectrum — potentially exposing individuals to unnecessary antipsychotic pharmacotherapy when their presentations are better understood as neurodevelopmental. Furthermore, van Os and Kapur (2009) identified a dimensional psychosis continuum in the general population — subclinical psychotic experiences are common and do not inevitably progress to clinical disorder — further undermining the categorical 'disorder/no disorder' binary that ICD-11 retains despite its dimensional symptom domains.
Ethnic disparities in diagnosis and care pathways represent a third critical — and arguably the most urgent — debate. The AESOP-10 study found incidence rates of psychosis up to 6.6 times higher in Black Caribbean groups compared to White British groups, a disparity genetic explanations cannot account for (Morgan et al., 2017). The NHS Race and Health Observatory's (2021) systematic review confirmed that Black African and Caribbean individuals are significantly more likely to be diagnosed with schizophrenia via crisis and compulsory routes — including police involvement and Mental Health Act detention — and are substantially less likely to be offered evidence-based psychological therapies. Bhui et al. (2018) argue this reflects not merely individual clinician bias but systemic structural racism embedded in care pathways, clinical training, and diagnostic culture. ICD-11 does not incorporate culturally sensitive diagnostic guidance, and the absence of validated cross-cultural assessment tools within the classification system represents a significant policy-relevant omission.
Finally, the long-term effects of antipsychotic maintenance remain actively contested. Harrow and Jobe's (2007) influential 15-year longitudinal study reported that patients who discontinued antipsychotic medication demonstrated superior long-term global functioning compared to those maintained on pharmacotherapy. However, the observational design and high probability of selection bias — those able to discontinue may represent a less severely ill subgroup — constitute significant methodological limitations. Taipale et al.'s (2020) larger, population-level cohort data provide a counterpoint, demonstrating lower all-cause mortality with continuous treatment. Taken together, these findings do not resolve the debate but argue strongly for structured individual medication review processes and shared decision-making rather than indefinite prescribing without systematic reassessment.
5. Recommendations
Five interrelated recommendations are proposed, each grounded in the evidence and debates examined above. First, NHS England should mandate the systematic clinical use of ICD-11's dimensional severity scales in all first-episode psychosis assessments, operationalising ICD-11's improvements in practice and enabling longitudinal monitoring that binary diagnosis cannot provide. Second, clozapine prescribing for TRS should be standardised through explicit national prescribing protocols and regular audit mechanisms to close the documented pattern of under-prescribing, ensuring equitable access to the most effective pharmacological option for the one-third of patients who are treatment-resistant. Third, CBTp and family intervention must be made routinely and universally accessible; fewer than 14% of eligible patients in England currently access CBTp (NHS England, 2019), a critical implementation gap requiring targeted workforce investment, commissioning reform, and structural accountability. Fourth, culturally adapted assessment tools and treatment pathways must be co-designed with Black and minority ethnic communities and evaluated in clinical trials, to address the systematic over-representation of these groups in compulsory care routes, aligned with the NHS Race and Health Observatory's (2021) recommendations. Fifth, peer support workers with lived experience of psychosis must be fully integrated into community mental health and rehabilitation teams at scale, reflecting both the growing evidence base for their effectiveness and the ethical imperative to embed expert experiential knowledge alongside clinical expertise in recovery-oriented services.
6. Conclusion
Schizophrenia spectrum disorder under ICD-11 represents a conceptually significant, if incomplete, revision of a historically contested and consequential classification. The abolition of subtypes, introduction of dimensional severity assessment, and deprivileging of First Rank Symptoms reflect a more empirically grounded approach than ICD-10 afforded. Yet fundamental challenges persist and deepen: genomic evidence increasingly undermines the categorical boundaries between psychosis and neurodevelopmental conditions; biotyping data suggest schizophrenia is not a unified disorder; and the ethnic disparities embedded in diagnostic and care pathway practice constitute a structural injustice that classification reform alone cannot address. This analysis contends that the field stands at a crossroads: the evidence reviewed here demonstrates that ICD-11 has improved the technical apparatus of diagnosis without yet confronting the deeper question of whether schizophrenia, as currently constituted, is the right organising concept at all. Perhaps most critically, the gap between the quality of available evidence-based treatments and the proportion of patients who actually access them — fewer than one in seven for CBTp — reveals that the primary failure in schizophrenia care is not scientific but political and organisational. Closing that gap requires not only clinical improvement and structural equity, but the genuine integration of lived experience into the design and delivery of services at every level.
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