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Introduction 


Schizophrenia is one of the most complex, widely studied, and frequently debated conditions in mental health practice, carrying significant implications for individual wellbeing, service design, and public health across the United Kingdom and globally. As the World Health Organization (WHO) continues to refine international standards for classification and care, the publication of the International Classification of Diseases, Eleventh Revision (ICD-11) marked a major milestone in how this condition is defined, diagnosed, and understood. Under the classification code 6A20, schizophrenia is now positioned within a broader spectrum of psychotic disorders, reflecting decades of research that have reshaped professional understanding of its presentation, course, and relationship to other mental health experiences.
For clinicians, researchers, and service users alike, the changes introduced in ICD-11 represent a meaningful shift away from the rigid, subtype-based framework used in ICD-10 toward a more flexible, person-centred model that acknowledges the diversity of ways in which the condition manifests. These revisions are not merely technical updates; they carry important consequences for how assessments are conducted, how support is planned, and how society perceives those who receive the diagnosis. By removing historically used categories that lacked consistent clinical value, introducing dimensional descriptors for severity and function, and emphasising the importance of cultural and contextual understanding, the WHO has sought to create a system that is both scientifically robust and ethically sensitive. 
This report provides a comprehensive examination of schizophrenia under ICD-11 code 6A20. It explores the revised classification structure and diagnostic criteria, contrasting key changes with previous approaches and explaining the rationale behind them. The document also reviews current evidence-based treatment and rehabilitation practices, highlighting both established interventions and areas where access remains unequal. Attention is further given to ongoing debates — including the continued validity of the diagnosis itself, the emergence of neurodivergence perspectives, and the practical challenges of implementing new standards within existing healthcare systems. Finally, the report offers targeted recommendations intended to support consistent, fair, and recovery-focused application of the ICD-11 framework across practice, policy, and research. All analysis draws on peer-reviewed research, official WHO guidance, and national clinical standards, with citations presented in Harvard referencing format including full source details and access dates. 

Classification and Diagnosis 

 Classification within ICD-11 
In ICD-11 Schizophrenia positioned within the boarder grouping intitled “Schizophrenia or other primary psychotic disorders” (Block 6A20). The WHO defines schizophrenia as disorder characterised profound disturbances access multiple mental function: thinking, perception, self-awareness, cognition, motivation, emotional expression, and behaviour (World Health Organisation, 2023). A defining structural change from ICD-10 is the complete removal of traditional subtypes- such as paranoid, hebephrenic, and catatonic-which research had shown to be diagnostically unstable over time, inconsistent between clinicians, and of limited value in predicting treatment outcomes or long-term course (Reed et al.,2019). Instead, ICD-11 adopts a hybrid categorical dimensional model: a core categorical threshold establishes the diagnosis, while complementary specifier detail illness course (first episode, multiple episodes, continuous), severity across symptom domains, and level of functional impairment (Stein et al.,2020). Catatonia, formerly treated as a subtype, is now recognised as a distinct however associated condition that may co-occur and be coded separately, representing a clinically significant refinement (Fink and Taylor, 2020). 

Diagnostic Prosses 

Diagnosis in ICD-11 is fundamentally clinical and descriptive, grounded in observed experience and reported symptoms rather than reliant on biological testing or aetiological assumptions. The framework deliberately encourages individualised assessment, taking full account of cultural, social, and spiritual context before attributing pathological status to unusual beliefs or experiences (World Health Organisation,2023). Clinicians are advised to conduct a holistic evaluation that includes the persons background, functioning, and developmental trajectory, alongside mental state examination. The process also requires active exclusion of alternative causes notably substance intoxication or withdrawal, delirium, mood disorders with psychotic features, and identifiable neurological or systemic medical conditions before confirming a diagnosis (Gaebel et al.,2020). ICD-11 further emphasises that diagnosis should not be treated as a one-off event; rather, it should be reviewed and refined over time as the clinical picture evolves, with course and severity updated accordingly to support ongoing care planning (Reed et al.,2019). 

Diagnostic Criteria 

To satisfy the diagnostic classification, a minimum threshold of symptoms must be reached and sustained. An individual must display at least two symptoms from seven recognised domains, with at least one of these coming from the four core categories: persistent delusions; persistent hallucinations; disorganised thinking and speech; or experiences of external control, passivity, or influence over thoughts, feelings, or actions. Additional qualifying symptoms include negative symptoms such emotional withdrawal, lack of initiative, or loss of capacity for pleasure; grossly disorganised or unpredictable behaviour; and psychomotor disturbances. These features must be present most days for at least one month and must be accompanied by evidence of impact personal or social functioning. Experiences that occur briefly, or that are culturally accepted within the persons community, do not meet the criteria (World Health Organisation, 2023). This one-month duration threshold is notably shorter than the six-month requirement in the DSM system, reflecting a deliberate policy of enabling earlier recognition and support, consistent with evidence that delay worsens long-term outcomes (Gaebel at al.,2020). 

Terminology Employed 

Throughout the classification, ICD-11 consistently designates schizophrenia as a ‘disorder’. The terms ‘illnesses or ‘disease’ are deliberately avoided, reflecting an international consensus that no single definitive biological cause has been established and that the label should not imply a known pathological mechanism. The broader category is described as ‘Schizophrenia or other primary psychotic disorders’, while the word ‘condition’ appears only as a general term across the chapter rather than as a preferred designation. This linguistic choice is intended to reduce stigma, prevent the reification of the diagnosis as a well-defined biological entity, and support consistent application across diverse cultural and healthcare settings (World Health Organization, 2023; Reed et al., 2019). 

Treatment and Rehabilitation 

 Standard Treatment Approaches 

ICD-11 functions primarily as a diagnostic and classification framework rather than a prescriptive care manual, yet its structure aligns with widely accepted international treatment models. Antipsychotic medication — particularly second-generation agents — remains the first-line pharmacological intervention, showing greatest efficacy in reducing positive symptoms such as delusions and hallucinations. However, these medications are substantially less effective for negative symptoms and cognitive impairments, and they carry notable risks including weight gain, metabolic disturbance, and extrapyramidal side effects (Leucht et al., 2021). In the United Kingdom, the National Institute for Health and Care Excellence (NICE) recommends that medication be delivered alongside structured psychosocial interventions, including cognitive behavioural therapy for psychosis (CBT-p), family involvement, and vocational support; evidence indicates that combined care improves recovery rates and reduces hospital readmission far more effectively than medication alone (National Institute for Health and Care Excellence, 2020). Long-acting injectable antipsychotics are also recommended for those who struggle with adherence, with trials demonstrating an approximate 30 % reduction in relapse compared with oral formulations (Kane et al., 2019) 

Rehabilitation Measure in ICD-11 and Practice 

By replacing rigid subtyping with dimensional assessments of severity, course, and functional impact, ICD-11 creates a structure that inherently supports person-centred rehabilitation rather than symptom-focused care alone. In clinical practice, this translates to interventions such as social skills development, cognitive remediation therapy, supported employment, and community reintegration — all of which are associated with improved long-term functioning and quality of life (Killackey et al., 2019). Because ICD-11 enables functional impairment to be coded independently of symptoms, it also facilitates cross-agency care planning and progress monitoring over time. In practice, however, such comprehensive rehabilitation services remain unevenly distributed. Supported employment schemes, for instance, have demonstrated high success rates where available, yet access is strongly correlated with national wealth and service infrastructure (Thornicroft et al., 2020). 

Effectiveness and Limitation of Current Approaches 

Antipsychotic medication produces measurable improvement in roughly 70 % of individuals during acute episodes, yet approximately 30 % show limited response, and negative symptoms remain particularly resistant to pharmacological treatment (Leucht et al., 2021). Psychological therapies are consistently effective when provided, but workforce shortages and resource constraints mean they are unavailable to the majority of people diagnosed with schizophrenia globally. This disparity is especially pronounced in low- and middle-income countries, where ICD-11’s simplified diagnostic criteria were designed specifically to widen access to care — creating a significant gap between classification intent and on-the-ground service capacity (Saxena et al., 2019). Rehabilitation outcomes similarly vary according to resource availability; while the ICD-11 framework supports comprehensive recovery-oriented care, its full potential is rarely realised without corresponding investment in community-based support systems. 

Current Debates and Emerging Issue

Debates Surrounding Classification and Diagnosis 

A fundamental ongoing debate concerns whether schizophrenia should continue to exist as a distinct diagnostic category. Critics point to the absence of any confirmed biological marker, extensive symptom overlap with other psychotic and mood conditions, and the significant heterogeneity of presentations — arguing that the label may be more stigmatising than scientifically useful and that it artificially divides a continuous spectrum of experiences (van Os and Guloksuz, 2019). Supporters maintain that the category retains sufficient clinical coherence and utility to justify continued use, particularly in guiding communication between professionals and informing service planning. ICD-11 attempts to reconcile these positions by strengthening the spectrum-oriented structure while retaining the diagnosis itself, supplemented by flexible specifiers that capture dimensional variation (Reed et al., 2019). Further debate surrounds the one-month duration criterion: some clinicians argue it may increase the risk of over-diagnosis, whereas accumulating evidence suggests that shorter thresholds substantially improve outcomes by enabling earlier intervention (Gaebel et al., 2020). 

Neurodivergences and Reclassification 

An increasingly prominent discussion considers whether schizophrenia should be understood partly through the lens of neurodivergence — a perspective that frames certain cognitive and perceptual differences as natural human variation rather than purely pathological deficit, analogous to evolving understandings of autism and attention deficit hyperactivity disorder (ADHD). Proponents argue that this shift reduces stigma, validates lived experience, and highlights strengths alongside areas of difficulty. Critics caution that such reframing must not obscure the significant distress, impairment, and mortality associated with severe psychotic symptoms, nor undermine access to evidence-based clinical care (Spiegel and Coppinger, 2022). ICD-11 does not explicitly adopt neurodivergence terminology, yet several of its revisions — the removal of rigid subtypes, the emphasis on cultural context, and the avoidance of language implying permanent biological defect — move implicitly in this direction. Calls to reclassify schizophrenia formally as a ‘psychosis spectrum condition’ have grown louder, though the WHO has thus far retained the established diagnosis while refining its accompanying description (Fusar-Poli et al., 2021). 

Implication for Practice and Policy 
 
These debates create practical tensions for clinicians and policymakers. ICD-11’s hybrid model better reflects contemporary research but requires additional training and assessment time to implement fully, meaning many services continue to rely on simpler categorical checklists originally designed for administrative and funding purposes. This divergence between classification science and service organisation can hinder both diagnostic accuracy and care planning (Thornicroft et al., 2020). The neurodivergence debate further complicates policy frameworks, which have historically been built around a medical model of deficit and cure. Adopting a broader perspective would require greater emphasis on civil rights, reasonable adjustments, peer support, and recovery-oriented legislation — changes that remain unevenly embedded within national mental health strategies (Corrigan et al., 2022). 

Recommendations 

Classification and Diagnosis 

First, it is recommended that the World Health Organization explicitly and consistently position schizophrenia within the broader ‘psychosis spectrum’ in all guidance and educational materials, helping to reduce stigma and align public understanding with current scientific understanding. Second, additional guidance should be developed to help clinicians distinguish symptoms that indicate a disorder from beliefs and experiences that are culturally or spiritually accepted, or that reflect neurodivergent traits — an area where ICD-11 currently offers only general direction. Third, freely available digital tools and standardised training should be provided to support consistent use of the full range of descriptive specifiers across all settings, ensuring that the classification is used to improve care rather than simply as a coding system (Gaebel et al., 2020; World Health Organization, 2023). 

Treatment and Rehabilitation 

National governments and health bodies should ensure that access to psychological and social support is guaranteed alongside medication, with funding arrangements explicitly linked to the delivery of evidence-based care such as cognitive therapy, family support, and help with employment. Combined approaches are accepted as the gold standard by clinical experts yet remain unavailable to most people. Additionally, rehabilitation guidance should be updated to reflect ICD-11’s focus on daily function and personal recovery, placing greater emphasis on individual goals, peer support, and reasonable adjustments, and recognising that many people live well while continuing to experience some symptoms. Finally, substantially increased investment is needed to develop treatments that address the symptoms most closely linked to long-term disability — those affecting motivation, emotional experience, and cognitive ability — which remain the hardest to treat (National Institute for Health and Care Excellence, 2020; Leucht et al., 2021). 

Implications 

For clinical practice, these changes mean moving away from simple symptom checklists toward a fuller understanding of the person, their circumstances, and their priorities for recovery. For policymakers, they suggest shifting from payment systems based solely on diagnosis toward funding based on needs and measured outcomes, using ICD-11’s descriptive framework to track real improvement in people’s lives. For researchers, the standardised structure of ICD-11 creates an unprecedented opportunity to carry out international studies across the full spectrum of psychotic experiences, including exploration of how neurodivergence perspectives can be integrated without compromising clinical care (Fusar-Poli et al., 2021). 

Conclusion  

ICD-11 represents a significant improvement in how schizophrenia is understood and classified. By removing rigid subcategories, adopting a flexible hybrid model, shortening the observation period, and requiring cultural sensitivity, it addresses many of the weaknesses of earlier systems. Diagnosis is now based on a thorough clinical assessment and clear but balanced standards, avoiding unnecessary rigidity while maintaining clinical utility. The term ‘disorder’ is used deliberately to reflect current understanding and avoid unfounded assumptions about underlying causes. Best practice combines medication with structured psychological care and recovery support, though access remains deeply unequal. Ongoing debate — particularly around spectrum models and the place of neurodivergence perspectives — shows that understanding continues to evolve. Implementing the recommendations set out in this report, particularly making full use of ICD-11’s descriptive capabilities and ensuring equal access to all forms of support, could substantially improve outcomes and reduce stigma, while further research will continue to refine how this complex condition is classified, understood, and supported. 
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