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Schizophrenia

Introduction
This report reviews schizophrenia, including its origins, classification under ICD-11 (code 6A20), diagnosis, evidence-based treatment, and legal framework in England and Wales. Coined by Swiss psychiatrist Paul Eugen Bleuler in 1910, "schizophrenia" combines Greek terms for “split” and “mind,” misunderstood as “split personality.” It is a serious mental health condition affecting 1 in 100 people, a major cause of long-term disability (WHO, 2024).
The Mental Health Act 1983, reformed in 2007, establishes legal foundations and practice guidance (Code of Practice). The relationship between clinical classification and legal authority is vital: ICD-11 outlines clinical boundaries, whereas legislation dictates assessment, treatment, rights, and challenging detention. A diagnosis alone does not warrant compulsory intervention; legal criteria for risk and treatment options differ from diagnostic criteria (Suárez Levant et al., 2024)

Classification and Diagnosis
ICD-11 puts schizophrenia into “Schizophrenia or Other Primary Psychotic Disorders” (as opposed to ICD 10’s much broader classifications). The intention is to make these conditions more inclusive (“functional patterns”, not diseases). Aetiology and Heritability: Schizophrenia is highly heritable (genetic contribution 60–80%). It is polygenic (many common variants and some rare genetic changes) but high heritability does not mean determinism — prenatal exposure, childhood adversity and substance use all influence risk. Having a first degree relative with schizophrenia increases lifetime risk from about 1% to 10%. But environmental influences mean genetic concordance isn’t 100% even among identical twins. Symptoms. Symptoms must last at least one month and contain core features such as: Persistent delusions. Persistent hallucinations. Disorganized thinking or speech. Passivity or control experiences. Negative symptoms and disorganized behavior may also be present. Symptoms should not arise from substance use, organic brain disorders or primary mood disturbances and there must be clear functional impairment. Catatonia is now an independent category.

Legal Framework: Evolution, Detention, Rights and Safeguards
· The Mental Health Act 1983 established compulsory assessment and treatment in England and Wales, categorizing mental disorders (e.g., schizophrenia as "mental illness") with distinct legal powers. Key admission provisions included:
· Section 2: Assessment up to 28 days with two medical recommendations
· Section 3: Treatment up to six months, renewable
· Section 4: Emergency detention for up to 72 hours
· Section 5(2): Holding power for inpatients
· Detention under Section 3 required the "treatability test," excluding those not amenable to treatment.
· The Mental Health Act 2007 significantly reformed legislation, introducing:
· A unified definition: “Any disorder or disability of the mind”
· Abolishment of the treatability test, replaced by “appropriate medical treatment available”
· Supervised Community Treatment: Recall powers post-discharge
· Overhauls in professional roles and extended rights for nearest relatives.
· Updated guidance followed, notably the 2015 Code of Practice, centered on patient involvement and least restrictive practices.
· Rights, Appeals, and Advocacy:
· Patients can appeal to the Mental Health Tribunal: Section 2 appeals within 14 days; Section 3 within six months, thereafter yearly.
· Independent Mental Health Advocate (IMHA): All detained patients and those under Community Treatment Orders have a right to an IMHA for support, particularly if they disagree with care plans.
· Nearest relative safeguards allows them to request admissions, apply for discharges, and be consulted on plans, with patients able to displace relatives conflicting with their interests.

Treatment Consent and Capacity Safeguards
· Patient Capacity and Consent: Treatment requires patient consent; safeguards exist when capacity is in question.
· Second Opinion Appointed Doctor (SOAD): For patients unable to consent, certain treatments (e.g., medication after three months, electroconvulsive therapy) must be reviewed by a SOAD from the Care Quality Commission. The SOAD assesses clinical appropriateness and patient consideration before proceeding, serving as an independent justification for compulsory treatment.
· Mental Capacity Act (MCA) Relationship: The MCA prioritizes capacity assessment and decision-making support. Compulsion under the Mental Health Act should only occur when the MCA cannot adequately protect the individual. Professionals must consider less restrictive MCA options before using detention powers, per the 2015 Code of Practice.

Treatment and Rehabilitation
The National Institute for Health and Care Excellence (NICE) Guideline CG178 (2022) sets the gold standard for care in England, and its stepped model aligns closely with ICD‑11’s course‑based structure including recognition that understanding both genetic vulnerability and environmental triggers supports earlier, more personalised care (Damsgaard & Angel, 2021).

	ICD‑11 Category
	First‑Line Interventions
	Second‑Line / Combination Approaches

	First episode (6A20.0)  Early Intervention in Psychosis (EIP)
	Oral atypical antipsychotic; CBT for psychosis (CBTp); family intervention; dedicated EIP team support; 14‑day referral target
	Switch antipsychotic; address adherence barriers; social and occupational reintegration support

	Multiple episodes (6A20.1) established illness
	Continuing antipsychotic medication; CBTp; family or carer support; social recovery focus
	Clozapine for treatment‑resistant cases; depot/long‑acting injection; enhanced community support

	Continuous (6A20.2) persistent course
	Maintenance antipsychotic; structured rehabilitation; supported housing and employment; peer support
	Cognitive remediation; assertive outreach; symptom management and quality‑of‑life focus

	Prominent negative/cognitive specifiers
	Psychological and activity‑based interventions; social inclusion as primary goal; antipsychotics have limited impact here (Correll & Schooler, 2020)
	Adjunctive therapies; priority given to accommodation, education and occupational pathways


Sources: NICE, 2022; Fung & Zhu, 2023; Correll & Schooler, 2020

Atypical antipsychotics reduce positive symptoms in about 70% of first episode cases. EIP teams improve long term outcomes (especially young adults). But they have little effect on negative symptoms so environmental risk factors, stress reduction, trauma informed support and substance use need to be addressed to prevent onset and relapse.
CBTp works across symptom profiles, family interventions reduce relapse rates by 40%; one third don’t respond well to first line meds and clozapine is underused; access to psychological therapies varies and culturally adapted versions are scarce; most NHS systems still use ICD-10 (functional recovery not yet included).
Community Treatment Orders have been introduced since 2007 to reduce readmissions but they are not uniformly effective and coercion may increase. EIP is effective but usually time limited (3–5 years) so people with persistent schizophrenia receive fragmented care after that.
Phase specific care is provided by EIP teams (Assertive Outreach for disengaged individuals; Home Treatment for crisis). Supported employment, housing and educational re-entry are clinical priorities now but availability varies.


Current Debates and Emerging Issues
A crucial debate exists regarding the meaning of a diagnosis, particularly relating to schizophrenia. Cooke and Kinderman (2018) caution against using diagnosis as an all-encompassing explanation, potentially stifling understanding of an individual's unique circumstances. The term “split mind” continues to mislead the public and perpetuate stigma. Schizophrenia's high heritability risks reinforcing genetic determinism, overshadowing environmental factors that influence the condition (Damsgaard & Angel, 2021). Symptoms are often mischaracterized, with trauma and medication side effects being overlooked (Correll & Schooler, 2020). Gender differences also highlight that schizophrenia varies significantly among individuals. Those who define themselves by their diagnosis tend to have worse recovery outcomes compared to those who contextualize their experience (Read & Williams, 2022).
In legal and ethical contexts, the 1983 Act focused on public protection, while reforms in 2007 emphasized individual rights and supported decision-making (Beale et al., 2022). Yet, some argue that current reforms do not sufficiently address issues of consent in compulsory treatment. Future reforms in the Mental Health Act 2025 aim to enhance rights and advocacy (Mental Health Alliance, 2023).
Additionally, there is a growing acceptance that atypical perceptions may be aspects of neurodiversity rather than solely symptoms to be treated. Although ICD-11 doesn't fully acknowledge this, services are increasingly becoming informed by lived experience. Misdiagnosis between autism and schizophrenia due to overlapping traits is crucial, especially since cultural biases affect detainment rates in mental health (Mind, 2025).


Recommendations
Six evidence based recommendations follow from this review:

1. Fully adopt ICD-11 across NHS mental health services replace ICD-10 coding with the 6A20 series; train staff to use dimensional specifiers so negative, cognitive and mood dimensions are given proper weighting (so holistic assessment that takes account of gender and age of onset variations and recognises full impact of negative symptoms) (Correll & Schooler, 2020).

2. Genetic literacy needs environmental awareness use Martin & Carlson (2023) and Damsgaard & Angel (2021) to inform staff and service users: high heritability alongside gene environment interaction so risk is not destiny but vulnerability; environmental supports alongside medication.

3. Strengthen rights literacy and access to advocacy all patients, families and staff should know Tribunal rights, IMHA availability and SOAD processes from the point of detention (induction training, admission documentation etc). IMHA referral should be standard practice.

4. MCA MHA dual framework training (Beale et al. 2022): professionals should explore MCA supported decision making before invoking Mental Health Act powers and document why less restrictive approaches are not possible (i.e., principles of the 2015 Code).

5. Tailor care pathways to individual needs age/gender patterns (Jongsma et al., 2019; Ochoa et al., 2012) and dedicated non-pharmacological interventions for negative symptoms (Correll & Schooler, 2020). Mandatory cultural and neurodivergence training with culturally adapted assessment tools.

6. Social recovery is a core clinical outcome employment, housing, education and relationships are routinely tracked alongside symptoms; commissioned supported living and employment services as core provision (directly addressing functional impact of negative symptoms and environmental modifiability Damsgaard & Angel 2021).

Conclusion
Over a century since Bleuler coined the term “schizophrenia”, our understanding has changed dramatically: onset peaks in early twenties, is extremely rare in childhood and follows different trajectories for men and women more men than women (1:0.70 ratio), sharp early peak in men versus flatter later distribution in women (Jongsma et al., 2019; Jauhar, Johnstone and McKenna, 2022; Ochoa et al., 2012). We know schizophrenia is highly heritable (60–80%) not caused by one gene but shaped by hundreds of genetic variants interacting with life circumstances (Martin & Carlson, 2023; Damsgaard & Angel, 2021) as Damsgaard & Angel (2021) put it: genes load the gun but environment pulls the trigger vulnerability is not destiny. We also know positive symptoms from negative symptoms. Correll & Schooler (2020) define negative symptoms as absence or reduction of normal behaviour which are often most persistent and disabling feature but respond poorly to standard medication. ICD-11 reflects this nuance too: it gets rid of rigid sub types; person centred dimensional approach; links diagnosis with functional recovery. The law has followed suit: Mental Health Act 1983 gave detention powers; 2007 reforms modernised definitions and community supervision; Codes of Practice (2008 & 2015) progressively embedded rights, equality and least restrictive practice IMHAs, SOAD reviews, Tribunal appeals, MCA aligned decision making etc. These safeguards are not ‘afterthoughts’; they are needed to balance care with autonomy (Cooke & Kinderman (2018 p. 59)). Diagnosis should never be a substitute for understanding the person behind the label (disparities exist Black communities disproportionately detained; neurodivergent people misdiagnosed) but strong accessible safeguards can reduce these. Better classification needs fairer practice; ICD-11 clarity needs culturally competent assessment, genuine commitment to supported decision making and rights that aren’t just written into law but experienced by every patient.
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