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Classification and Diagnosis of Schizophrenia in ICD‑11:
Schizophrenia is classified in ICD‑11 under code 6A20, within the block of “Schizophrenia or other primary psychotic disorders” (WHO,2025). Unlike ICD‑10, which divided schizophrenia into subtypes such as paranoid, catatonic, or hebephrenic, ICD‑11 has removed these rigid categories in favour of a dimensional approach that captures the severity and range of psychotic symptoms (European Medical Journal, 2022). This reflects a more flexible framework, acknowledging that individuals often present with overlapping features rather than neatly defined subtypes (WHO, 2025).
The diagnostic criteria require the presence of at least one core psychotic symptom, which may include delusions, hallucinations, or disorganized thinking. Additional features such as abnormal motor behaviour and negative symptoms, including diminished emotional expression or lack of motivation, may also be present (European Medical Journal, 2022).  For a diagnosis to be made, these symptoms must persist for at least one month and cause significant impairment in personal, social, educational, or occupational functioning (WHO, 2025). Importantly, clinicians must exclude other possible explanations such as mood disorders with psychotic features, substance‑induced psychosis, or medical conditions before confirming the diagnosis (Psychiatria Danubina, 2021).
The diagnostic process involves structured clinical interviews, careful observation of speech, affect, and behaviour, and often the collection of collateral information from family members or caregivers to establish the persistence and impact of symptoms. ICD‑11 encourages clinicians to assess the severity of psychotic symptoms dimensionally rather than relying on categorical subtypes, which supports a more individualized understanding of the disorder (Number Analytics, 2023).
In terms of language, ICD‑11 consistently uses the term “disorder” when referring to schizophrenia, rather than “condition” or “illness.” This choice reflects the standardized psychiatric nosology adopted by the World Health Organization, aiming for clinical precision and universality across different cultural and health system contexts. The use of “disorder” also avoids the more culturally loaded or ambiguous connotations of “illness,” reinforcing the biomedical framing of schizophrenia as a diagnosable mental disorder (WHO, 2024).



Treatment and Rehabilitation: 
The management of schizophrenia in ICD‑11 is framed within a biopsychosocial model, combining pharmacological treatment with psychosocial interventions and longer‑term rehabilitation. Standard treatment approaches begin with antipsychotic medication, which remains the cornerstone of care. Both first generation and second generation antipsychotics are used, with the choice guided by side effect profiles, adherence, and comorbidities (Founder, 2023). Long acting injectable formulations are often recommended for individuals with difficulties maintaining oral medication regimens, as they reduce relapse risk and improve continuity of care (WHO,2025). Clozapine is reserved for treatment resistant cases and has strong evidence for reducing suicidality, though its use is limited by the risk of agranulocytosis and the need for intensive monitoring (European Medical Journal, 2022).
Pharmacological treatment is complemented by psychosocial interventions. Cognitive behavioural therapy for psychosis (CBTp) has demonstrated effectiveness in improving coping strategies and reducing distress associated with hallucinations and delusions (National Institute for Health and Care Excellence, 2014). Family interventions, particularly those aimed at reducing expressed emotion, are strongly supported by evidence in lowering relapse rates (Pharoah et al., 2010). Supported employment and education programmes, alongside social skills training, are integral to rehabilitation, enabling individuals to regain functional roles in society (National Institute for Health and Care Excellence, 2014). ICD‑11’s emphasis on functional impairment as part of diagnostic criteria implicitly directs clinicians towards rehabilitation goals that extend beyond symptom reduction to include social participation and autonomy (WHO,2025).
Rehabilitation measures in practice often involve community based multidisciplinary teams, early intervention services, and assertive outreach models. These services integrate medical management with vocational support, housing assistance, and peer support, reflecting ICD‑11’s dimensional approach to severity and functional outcomes. Such models have been shown to reduce hospitalisation rates and improve engagement, though their effectiveness is contingent on resource availability and fidelity of implementation (Number Analytics, 2023).
The effectiveness of these approaches is well established in reducing positive symptoms and relapse risk. However, limitations remain. Antipsychotics have limited impact on negative and cognitive symptoms, which are strongly associated with long‑term disability (Tandon, 2011). Psychosocial interventions, while beneficial, often show variable effect sizes and depend heavily on service integration and therapist expertise. Community rehabilitation models are resource intensive and not universally accessible, raising equity concerns. (Dixon, Holoshitz and Nossel, 2016) Thus, while ICD‑11 provides a framework that supports recovery‑oriented care, the translation into practice depends on systemic investment, workforce training, and culturally responsive service design (Dixon, Holoshitz and Nossel, 2016).


Current Debates and Emerging Issues: 
Schizophrenia’s classification remains contested. Movement away from rigid subtypes to dimensional descriptions has increased clinical utility, yet some advocates argue for reclassification from a behavioural mental disorder to a physical or neurodevelopmental disease, aiming to align language with neurobiological findings and reduce stigma (Tandon et al., 2013). A commissioned analysis suggested such reclassification would have minimal impact on treatment outcomes, though it could improve public understanding (Yamaguchi et al., 2017). The same coalition has petitioned to formally recognize anosognosia impaired illness awareness as a high prevalence barrier to care, estimated between 57% and 98% in schizophrenia (ICNS, 2014; Rose & Harvey, 2024). Parallel international efforts are pushing for unified, evidence based treatment pathways that translate classification into clear care algorithms, reflecting a desire to resolve variability across national guidelines (McCutcheon et al., 2025).
Treatment controversies and emerging guidelines
Debates increasingly centre on how to operationalize “best care” amid heterogeneous systems and outcomes. The new International Guidelines for Algorithmic Treatment (Integrate) propose globally applicable, stepwise sequencing from diagnosis through maintenance, intended to harmonize practice across settings where country specific guidance proves fragmented or incomplete (McCutcheon et al., 2025). Early commentary emphasizes clinical adoption and policy integration goals so that the algorithmic approach informs national guideline revisions, workforce training, and commissioning decisions Department of Psychiatry (McCutcheon et al., 2025). This push intersects with ongoing controversies underuse of clozapine despite its efficacy, variable application of long acting injectables, and uneven access to coordinated specialty care highlighting the gap between evidence and implementation that classification alone cannot bridge (McCutcheon et al., 2025).

Neurodivergence and reclassification
The neurodiversity movement provokes a reframing of psychosis and schizophrenia as part of a broader spectrum of brain based difference. Advocates suggest that considering psychosis under the neurodiversity umbrella may reduce isolation and shift discourse toward acceptance, while acknowledging that many neurodivergent conditions are present from birth and that lived experience of psychosis involves profound alterations in perception and meaning making (West Sussex Mind, 2025). Policy oriented reclassification proposals argue that labelling schizophrenia as physical or neurodevelopmental could lower stigma and improve public understanding, yet the anticipated clinical benefit appears limited (Schizophrenia & Psychosis Action Alliance, 2024). The most substantive policy asks concerns recognition of anosognosia in classification and coding, given its impact on engagement and safety planning (Rose & Harvey, 2024). Together, these lenses push services to balance acceptance based approaches with the realities of risk, capacity, and fluctuating insight (Rose & Harvey, 2024).
Impact on practice and policy
Classification debates affect how services are designed, funded, and evaluated. Algorithmic international guidance can standardize care pathways, support procurement of long acting formulations, and justify investment in coordinated multidisciplinary teams, but requires policy commitment, training, and data infrastructure to monitor fidelity and outcomes. (McCutcheon et al., 2025). Reclassification toward neurodevelopmental or physical framing may influence insurance coverage, disability determinations, and anti-stigma campaigns; however, without parallel service expansion, workforce development, and rights based governance, improvements in terminology may not translate into better outcomes (Schizophrenia & Psychosis Action Alliance, 2024). The petition to embed anosognosia into coding underscores a practical policy lever: documentation that triggers care planning, shared decision making supports, and legal safeguards when insight is impaired. Broadly, these debates push systems to reconcile biomedical precision with social inclusion, ensuring that classification choices enhance not constrain person centred care (Schizophrenia & Psychosis Action Alliance, 2024).
Outlook
The field is converging on two priorities: globally coherent, stepwise treatment algorithms and a nuanced, dignity preserving language that acknowledges neurodivergence without minimizing clinical needs (McCutcheon et al., 2025). If adopted into national guidelines and commissioning, integrate style pathways could reduce variation and close implementation gaps, while debates on neurodiversity and anosognosia may reshape consent practices, capacity assessments, and engagement strategies, particularly in early intervention and community care (McCutcheon et al., 2025). Sustained impact will depend on policy readiness to resource multidisciplinary teams, embed measurement, and foreground equity so that changes in classification and guidance lead to tangible improvements in participation, safety, and recovery (McCutcheon et al., 2025).




Recommendations: 
Improving classification and diagnostic framing
ICD‑11’s dimensional approach should be strengthened with explicit cross cutting specifiers for negative and cognitive symptom domains, given their strong association with disability and service needs (Howes, Fusar-Poli and Osugo, 2023). Embedding functional specifiers would align classification with rehabilitation goals and improve care planning across systems that commission services based on documented impairment (Kotov et al., 2021). Introducing standardized staging language for prodromal and early psychosis within ICD‑11 guidance would facilitate earlier, proportionate interventions and continuity across acute, maintenance, and community phases, supporting harmonized pathway adoption alongside international algorithmic guidance (Kotov et al., 2021). Where insight is impaired, recommended documentation prompts (e.g., “capacity/insight assessment completed”) should be included to trigger protective care planning without altering core diagnostic criteria The Lancet (Kotov et al., 2021).
Enhancing diagnostic processes and early intervention
Clinicians should adopt structured, stepwise assessment that integrates collateral information, risk and capacity reviews, and physical health baselines, followed by explicit hand offs into coordinated specialty care (McCutcheon et al., 2025). Embedding these steps into algorithmic care pathways improves fidelity and reduces variation across settings and can be adopted into local protocols and electronic records to standardize practice from first episode through maintenance (McCutcheon et al., 2025).Early intervention programmes should pair diagnostic confirmation with rapid access to psychosocial supports and long acting formulations where adherence risk is identified, reflecting best practice sequences in emerging international guidelines The Lancet+1 (McCutcheon et al., 2025).
Optimizing treatment algorithms and medication stewardship
Algorithmic, measurement based pharmacotherapy should be implemented by commissioners and services. It should start with evidence based antipsychotics, escalate within a predetermined timeframe, and avoid delaying clozapine when treatment resistance criteria are met (McCutcheon et al., 2025). This approach should be supported by systematic monitoring of efficacy and side effects. The evidence-to-implementation gap can be closed by incorporating international consensus guidance (INTEGRATE) into local formulary policies and audit cycles. INTEGRATE offers a clear, sequential roadmap meant to be adopted in practice and inform national guideline updates (McCutcheon et al., 2025). National and professional pharmacology guidelines should be implemented through decision support, metabolic monitoring bundles, and capacity building for clozapine services to overcome access issues and reduce unsafe polypharmacy (McCutcheon et al., 2025).

Strengthening psychosocial care and rehabilitation pathways
Rehabilitation should be commissioned as a whole system programme that couples’ medical management with supported housing, vocational rehabilitation, family interventions, and peer support, delivered by multidisciplinary teams with clear outcome measures. NICE’s rehabilitation scope for complex psychosis emphasizes personalized, collaborative processes with short, medium, and long‑term goals; adopting these principles can anchor service models and contracting in functional recovery and autonomy (Killaspy et al., 2025). Coordinated specialty care and assertive outreach should be scaled to reduce rehospitalization and sustain engagement, with fidelity monitoring and equity audits to ensure access across geographies and demographics The Lancet (Killaspy et al., 2025).
Addressing neurodivergence, insight, and rights in practice
Services should embrace a dignity preserving, neurodiversity informed approach that reduces stigma while retaining robust safeguards for periods of impaired insight (Rose & Harvey, 2024). Practical steps include routine capacity assessments, shared decision making tools, and advance choice documents, integrated into pathway checkpoints so that classification choices translate into consent and safety practices (Rose & Harvey, 2024). Algorithmic guidance can formalize these checkpoints and clarify when supported decision making and family involvement are indicated, balancing autonomy and protection without conflating reclassification with care quality (Rose & Harvey, 2024).


Implications for policy and further research
Policy makers should adopt international algorithmic guidance into national standards, commissioning specifications, and workforce training, ensuring data systems capture pathway fidelity, physical health monitoring, and functional outcomes (McCutcheon et al., 2025). Rehabilitation should be funded as a core service line, with explicit metrics aligned to NICE’s whole‑system definition to drive accountability and sustained recovery beyond symptom control (McCutcheon et al., 2025). Research priorities include pragmatic trials of pathway adoption (including clozapine access strategies), implementation science on coordinated specialty care scalability, and comparative effectiveness of integrated physical health bundles within psychosis services, with living guideline mechanisms to update algorithms as evidence evolves (McCutcheon et al., 2025). Adopting sequenced, measurement‑based care; commissioning whole‑system rehabilitation; and embedding rights based safeguards will align classification and diagnosis with tangible improvements in participation, safety, and recovery, while international consensus offers a practical bridge from evidence to everyday practice (McCutcheon et al., 2025).



Conclusion:

Schizophrenia, classified in ICD‑11 as a primary psychotic disorder, is understood through a dimensional approach that emphasizes symptom severity and functional impairment. While antipsychotic medication remains central to treatment, psychosocial and community‑based rehabilitation are essential for recovery and social inclusion. Current debates highlight the need to balance biomedical precision with neurodiversity perspectives and rights‑based care. Moving forward, improvements in classification, treatment algorithms, and rehabilitation pathways must be matched by policy commitment and research investment to ensure equitable, person‑centred outcomes.
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