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Introduction


The purpose of this report is to critically examine the classification, diagnosis, treatment and measurements of rehabilitation for; General anxiety disorder, Schizophrenia and Autism using ICD (2010) chapter 5.
Classification is an important factor for mental disorders as operational definitions will help outline basic principles, which will lead to a streamlined service of diagnosis and treatment (Stengel, 1959). The diagnosis of mental disorders and the reliability of these diagnosis emerged in the 20th century according to Hymen, (2010) this was a breakthrough in helping with the development of diverse new treatments and highlighted the need for an accurate diagnosis which is vital in the effectiveness of treatment and management of conditions and will improve the individual’s quality of life.





















General Anxiety Disorder (GAD) Classification and Diagnosis

GAD is a long-term condition that makes an individual feel anxious and uneasy about a variety of things/experiences to a point where they feel this way all the time (NHS, 2018). According to ICD-10 GAD is classified within the ‘Neurotic, stress related and somatoform Disorder’ of F40-F48, a breakdown as follows:
F40: Phobia Anxiety Disorders
F41: Other Anxiety Disorders
F41.1: GAD
F42: Obsessive compulsive disorder
F43: Reaction to severe stress, and adjustment disorders
F44: Dissociative disorders
F45: Somatoform Disorders
F48: Other Neurotic disorders 

ICD-10 states with GAD, at least six months of noticeable pressure, concern, and feelings of uneasiness with everyday trials and troubles must be evident before diagnosing. However, at least 4 symptoms should be present from the following, with at least one from each sub section:
a) Heart beating faster than usual, shivers or thumping of heart. 
b) Sweating
c) Unsteadiness or trembling
d) Dehydrated Mouth
Symptoms from torso and stomach:
e) Trouble Inhaling
f) Feeling of strangulation
g) Chest discomfort or distress
h) Nausea or abdominal distress 
Symptoms from Brain and mind:
i) Sense of dizziness, unstable or lightheaded
j) Sense that items are unreal or being distant
k) Scared of losing power, irrational or passing out
l) Scared of dying
Symptoms of tension and general:
m) Hot flushes or Cold chills
n) Numbness or prickling sensation
o) Muscle strain or aches and pains
p) Impatient or not wanting to relax
q) Sensitivity on edge or mental pressure
r) Sensation of lump in throat or difficulty swallowing
Other symptoms include difficulty in focusing, petulant, being startled to minor reactions, and trouble sleeping all these considered as apprehension, motor tension and autonomic overactivity researched by (Crocq, 2017).

People with GAD suffer from continuing, extreme, and impractical worry such as money, health, family with not being aware of how to stop the sequence of worrying, as they feel it is beyond their control. The overall severity diagnosing GAD factors into mild, moderate or severe. Mild to be a decline in cognitive abilities but enough performance for daily living whereas severe would be an absence overall social and in cognitive. 




















Treatments

GAD is treatable but it is a long-term condition, being effectively treated with Psychological therapies. This will be advised by the General Practitioner (GP) before any medication is approved. A self-help course should be arranged, this includes working through Cognitive Behavioural Therapy (CBT) workbook or completing a computer course online, to help cope with anxiety symptoms (NHS, 2018).  Supporting this there have been many benefits working online that has made an impact researched by (Paxling et al, 2012) However, if this procedure does not work then CBT is advised, with the benefits of lasting longer than medication applied once a week for hourly sessions for 3-4 months. Supporting this, research advised by (Borza, 2017) that development of efficient examination, information brought via psychoeducation and investigating new behaviours and methods by cognitive approach help treat GAD. 

According to (NHS, 2019) CBT helps make sense of all problems to the patient by breaking them down into 5 key areas. It helps stop the negative thought cycles and transfer this into focusing on current problems, attempting to alter the thinking process. Many trials have been evident in the positive outcome to CBT one of which by Perrin et al, (2019) supports the effectiveness of this method. However, a lot of research still needs to be improved on such as therapeutic means that enable distancing oneself from anxious feelings. 

Applied Relaxation is another therapy used to help relax the muscles when in situations of anxiety, taught by a professional therapist. However, study has shown that CBT is more effective (Kaczkurkin and Foa, 2015). If psychological therapies are not effective then medication is prescribed however, there are many kinds of medication for GAD, this is all dependant on the patients’ symptoms. Taking into consideration that medication have side effects and the duration of treatment needed. Selective Serotonin Reuptake Inhibitor (SSRI) are usually the first medication given advised by (NICE, 2021) with side effects of high anxiety levels, sleeping problems, and agitation. This would be reviewed every 2-4 weeks for up to 3 months, with the dose adjusted where necessary. 





Measurements of Rehabilitation

Anxiety disorder specific measure (ADSM) should be used for any particular anxiety disorder to determine the impact of disorder. If a patient receives a problem, then the relevant ADSM should be used to identify and measure anxiety. This should be measured at least twice during any treatment, but if this is not completed then the GAD questionnaire should be taken (NHS Digital, 2017). 

NICE (2021) indicated when reviews are taken place for any treatments mentioned, monitoring the progress is vital to take into account any severity that has been altered. A GAD-7 questionnaire is performed by a professional practitioner, consisting of 7 questions measuring an assessing the gravity GAD. Studies has shown that the questionnaire reveals good consistency for measurement and procedural validity. However, even though sensitivity was demonstrated well, the specificness of questions was poor (Rutter and Brown, 2017). In addition, when evaluating these symptoms other factors need to be considered such as family history, demographic issues, risk of suicidal and social isolation, as complications can lead or worsen the condition (Munir and Takov, 2021).



Recommendations

According to NICE (2021) further improvements is that medical conditions are managed which will improve the patients social functioning and assessing the suicide risk with patients that have extreme anxiety. Bolognesi and Baldwin (2014) reported the importance of interventions to improve training for health professionals. Having the correct training can improve verification interventions and clinical outcomes. The Standard length for CBT is approximately 12 weeks this can have a dramatic impact on patients that have extreme anxiety with suicidal thoughts. During this waiting time, Physical activity has proven efficiency in reducing anxiety symptoms. This is the most reliable and cost-effective treatment in the long term compared to antidepressants (NICE, 2019). Kendall et al (2011) found using stepped care model approach needed fewer disturbing interventions such as low based CBT, then stepping up to more advanced interventions if improvement is not made can make this process cost effective.

Schizophrenia Classification and Diagnosis

Schizophrenia according to NIH, (2020) is a mental illness which affects the individuals thought process including the way they behave, feel and think. Research by WHO (2019) have identified that schizophrenia is treatable by adopting affective management strategies and by the use of medication and psychosocial support. 


According to ICD (2010) Schizophrenia is classified under delusional disorders: F20 - F29 schizophrenia, schizotypal and delusional disorders. Schizophrenia is labelled as F20 with other similar/less-common varieties included in the category:
F20.0 Paranoid schizophrenia 
F20.1 Hebephrenic schizophrenia 
F20.2 Catatonic schizophrenia 
F20.3 Undifferentiated schizophrenia 
F20.4 Post-schizophrenic depression 
F20.5 Residual schizophrenia 
F20.6 Simple schizophrenia 
F20.8 Other schizophrenia
F20.9 Schizophrenia, unspecified
Symptoms that distinguish Schizophrenia according to ICD 10 (2010) include specific symptoms that need to be present including at least one from the following:
a) Having a thought echo/broadcasting where the individual assumes everyone can hear their thoughts
b) Delusions of control by external agencies of physical or mental abilities
c) Hearing voices (hallucinations) 
d) Having delusions of being able to control the weather and other abilities which are impossible
Or a minimum of two symptoms from the following:
e) Constant hallucinations in any form which happen every day for a month which include delusions of overemphasized ideas.
f) Pauses in thoughts which affect speech
g) Catatonic symptoms being over stimulated physically or very mute and still
h) Negative symptoms of being withdrawn socially, speech delays, Monotonous voice or anhedonia (lack of pleasure)
It must be identified that the above symptoms are not due to anxiety. A common criterion for exclusion is if the patient meets the criteria for manic episodes (F30) and it must be distinguished that the disorder is not due to substance abuse. In order to avoid a false positive assessment and due to the many variations of schizophrenia it is advised to follow the pattern of course as highlighted in ICD 10 (2010). The pattern of course involves:
a) F20.X0 continuously showing symptoms with no remission throughout the period of observation. 
b) F20.X1 Having episodic symptoms with progressive negative symptoms between psychotic episodes.
c) F20.X2 Episodic with consistent negative symptoms between episode of psychosis
d) F20.X3 consisting a series of rescinding between psychosis
e) F20.X4 not completing remission
f) F20.X5 Having completed or virtually completed change
g) F20.X9 Uncertain course due to the observation period being limited
Hebephrenic schizophrenia can be diagnosed by firstly meeting the general criterion F20.0-F20.3 with the addition of either a shallow mood, disorganised thoughts and incoherent speech patterns. This form of Schizophrenia tends to be missed due to the progressive negative symptoms which include the lack of will power and emotions (ICD 10, 2014).
Catatonic schizophrenia will exhibit symptoms F20.0-F20.3 however if they are not able to communicate the diagnosis it may take longer also at least one symptom from the list below must be present for either one-two weeks:
h) Limited response and activity with mutism
i) Over stimulated/excited
j) Negativism, being resistant to all instructions in the complete opposite direction
k) Maintaining rigid posture which cannot be physically changed by external agencies
l) Physically having waxy flexibility
m) Automatic compliance to instructions
And all other causes for catatonic behaviour must be eliminated.




























Treatments

Schizophrenia is treated with various treatments NHS, 2019 offer a tailored plan of talking therapy and medicine. This is delivered by the community mental health team (CMHTs) whose goal is to support patients individually encouraging as much independence as possible. The CMHT comprises of social workers, community mental health nurses, pharmacists, psychotherapists, GP’s and psychologists. After experiencing the first episode the individuals will automatically be referred to an intervention team. Antipsychotic medication is the most common treatment method according to NIHM (2020). They are recommended as they help reduce the anxiety levels and the feelings of aggression instantly (NHS 2019) However, there are many side effects associated with antipsychotic medication including restlessness, weight gain and drowsiness (NIHM, 2020). 

Psychological treatments are available to reduce the symptoms of delusions and hallucinations, these include cognitive behavioural therapy (CBT) which recognises thinking patterns that are the cause of certain feelings and behaviours which are then replaced with more realistic and positive thoughts. The sessions are one to one with a CBT therapist and the duration is usually several months (NHS, 2018). Family therapy is an option for many who suffer from schizophrenia as it helps family members who care for patients more support, help and understanding this improves care provisions and is implemented by arranging meetings over a period of six months. During these sessions there are discussions about schizophrenia and the ways in which the family can support the individual suffering from schizophrenia with included practical problem-solving techniques to help reduce the causes of symptoms. This is accessed via the family GP or care co-ordinator (NHS, 2018). Art therapy is an approach that is designed to promote creative expression. It is facilitated by an arts therapist who will help the individual express themselves through a variety of mediums which are non-verbal this approach helps the individual experience schizophrenia differently and allows a new way of relating to others. Arts therapies have been successful in limiting negative symptoms of schizophrenia (NHS, 2018).



Measurements of rehabilitation
The importance of measuring the efficacy of treatments is vital in the management of schizophrenia. According to Krabberdam, (2003) cognitive rehabilitation has the ability to improve task performance for individuals suffering from schizophrenia and is now recognised as an important method in the treatment of schizophrenia. This was concluded after a controlled study of 12 studies were successful. When medication is prescribed it must be reviewed annually to recognise the effectiveness and the need for changes this is based on NHS (2016) guidelines. 
According to Morin et al (2017) only one in seven patients recover from the first episode of psychosis despite being given psychiatric care. Interventions in rehabilitation have been created to encourage recovery. Cognitive remediation has been recognised in improving cognitive impairments by reducing negative symptoms. Cognitive therapy minimises distress related to positive symptoms. 
Interventions currently being observed include life skills programmes which teach budgeting, communicating, social skills and personal care lessons were investigated with the results that these skills improved social skills for people with schizophrenia which reduced relapse rates (Morin et al 2017). Using diagnostic manuals that are accurate and reviewed helps with making a reliable a diagnosis this includes ICD 10 (2010) and DSM V (2013). Identifying prevalence and morbidity/morality rates will help with future planning and interventions. Mental disorders have evolved so should the treatments.












Recommendations 

Recovery from schizophrenia is dependent on functional outcomes and capacity. When analysing literature, it is evident that many interventions are effective these include cognitive remediation which helps reduce cognitive impairments, social skills training for limiting negative symptoms, psychoeducation for reducing relapses and CT for lowering distress/anxiety symptoms (Morin et al 2017).
It is recommended that health and social care commissions should work with local authorities, service users and their families to ensure that rehabilitation is provided on a community level being easily accessible for everyone that needs the services (NICE 2020).  Early intervention in psychosis should be made available and be accessible regardless of age or the duration of the untreated symptoms (NICE 2014). According to NICE (2014) early intervention services should offer a varied service provision including psychological, social, educational, occupational and pharmacological interventions. With the addition of extension to the current three-year treatment plan especially if the individual has not made any progress in recovery.




















Autism Classification and diagnosis

Autism is not classed as a condition with treatments or a cure. For autistic people it means their brain works differently and it usually appears at a young age and will last until old age. It is something that is present at birth most people can live a normal life however some people need support (NHS 2019). According do ICD-10 (2010) Autism is classed as F84 Pervasive developmental disorders which includes:
F84.0 Childhood autism
F84.1 Atypical autism 
F84.2 Rett's syndrome 
F84.3 Other childhood disintegrative disorder 
F84.4Overactive disorder associated with mental retardation and stereotyped movements 
F84.5 Asperger's syndrome
F84.8 Other pervasive developmental disorders 
F84.9 Pervasive developmental disorder, unspecified
Childhood autism is caused by an impaired development which occurs before the age of three in one of the following areas:
1. Communication impairments/limitations, 
2. Selective attachments in social circumstances
3. Using symbolic/functional play 

Showing signs of inefficiency in social situations which manifest in one of the following ways:
1. Limited eye contact 
2. Changes in social interactions which are inadequate
3. Weak communicative/emotional/social behaviours

At least two of the following abnormalities in communication:
1. Limited verbal skills including lack of body gesture/social cues
2. Unresponsive to conversation and failure to engage with others
3. Being repetitive with verbal communication
4. Language used is abnormal

Behaviour patterns are quite repetitive and restrictive and are observable in at least two of the following:
1. Routine and rigidity in daily functioning
2. Repetitive physical movements 
3. Engrossed in elements of objects how they feel, vibrate and smell
4. Distressed by slight changes in the environment

Clinically autism is different to other pervasive disorders but can be linked with receptive language (F80.2), emotional problems from reactive attachment disorder (F94.1), mental retardation (F70-F72). Atypical autism has the same classification as autism with the exception of the age the symptoms present can be after the age of three and the areas of abnormalities are less.

Diagnosis is usually done through GP referrals, health visitors or Special educational needs (SENCO) staff (NHS, 2019). Diagnostic tools are used which rely on developmental behaviour being observed via an interview and observations according to the National Autistic Society (2021).


















Treatments
Therapies and interventions are the most effective method of treatment for autism. Research indicates early diagnosis can lead to limited effects later in life (NIH, 2017). According to Danial and Wood (2013) CBT programmes are an effective method of treatment as the results prove positive improvements as CBT targets anxiety and the core symptoms of autism. Ooi et al (2008) found that CBT was efficacious especially for high functioning autistic children who had treatment for 16 sessions. 
Behavioural treatments which include Applied Behaviour Analysis (ABA) were created to help autistic individuals develop skills and adapt negative behaviours of self-harm. It is based on the principles of reinforced behaviours will develop and behaviours that are not highlighted will be reduced/disappear (Child Mind Institute, 2021). Dietary interventions can be introduced however, there is not enough evidence to suggest the efficacy.
There aren’t many medications designed for autism however there are several used to manage severe symptoms these include anti-psychotics, anti-depressants, stimulants and anticonvulsants. There are alternative forms of treatments like dietary changes (gluten-free foods), using weighted blankets, adding vitamin to the diet and CBD oil. These don’t offer research backing therefor its unclear if they are effective also some therapies may do more harm than good (Healthline, 2020).



















Measurements and rehabilitation

According to CDC, (2020) a diagnostic tool to assess autism is called Autism Diagnosis Interview (ADI) this focuses on three main areas which include social interactions, language/communication and repetitive behaviour this method is suitable for all ages (18 months plus).
Recent studies have identified that autism symptoms cover a large scope which can mean symptoms can be quite mild to severe, these variations make it difficult to measure (Fernandopulle, 2011).
Cognitive measures can differ from low to high with autism age and IQ will influence development patterns, so a low IQ can inhibit the severity of autism symptoms (Defilippis et al 2016). There are cognitive measures scales which help measure cognitive functioning for children from birth the Wechsler scale includes four scores for verbal comprehension, perceptual reasoning, working memory and processing speed which help give a better understanding of the level of autism and the level of support which will be needed (Defilippis et al 2016). 

























Recommendations

Research carried out by the Centre for Disease Control and Prevention (CDC), (2020) have identified that early intervention can limit distress levels for autistic individuals allowing for earlier treatment. It is recommended that developmental surveillance be carried regularly during developmental screening tests which are carried out on infants when they are 9-18 months and 24-30 months (CDC, 2020). By screening early and providing parents with guidance and education in what they should look for and expect is essential in being efficient.
Autism is a challenging condition however, there are many methods of treatment available to help limit symptoms compared to institutionalisation in the 19th century. 
With psychosocial interventions it’s hard to prove the effectiveness as there is lack of evidence and limited intervention research (Payakachat et al 2012).

Note that ICD-10 (2010) and DSM-V (Diagnostic and statistical manual of mental disorders) have a criteria intersection especially the duration of symptoms. In the primary care sector deep, clinical evaluation should be observed such as the psychological factors and the background of the patient including family history, health issues, physical issues, all these are vital aspects in diagnosing psychosis (NICE, 2021).
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