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Introduction
This report explains schizophrenia, GAD, and autism. In each section  definition, types, symptoms, diagnosis, treatment and inclusions and exclusions are listed. This report is based off ICD-10. The diagnosis criteria from the ICD-10 were used to understand how the diagnosis is carried out and what symptoms need to be present. The ICD codes for the disorders are F20-29 (schizophrenia), F41.1 (GAD) and F84 (autism). 

Schizophrenia
Schizophrenia is a mental disorder that affects an individual’s thought process, behaviours, and emotions. Schizophrenics disassociate with their surroundings which affects not only them but also their family (NIMH, 2019).  This disorder may be implanted during childhood and then reoccur later in life (Arieti, 1955). Individuals suffer from mood swings and hallucinations. Senses can be manipulated causing confusion.  Schizophrenia affects parts of the brain and is mainly caused due to the structural change in the brain’s crucial systems. Nerve damages to these regions can cause schizophrenia. These areas are in control of memory which cause cognitive impairment such as memory loss and challenges processing emotions (Karlsgodt et al. 2010). Imbalances in hormones can lead to and worsen schizophrenia. An extreme amount of dopamine transmission in the brain can influence schizophrenia. An abundance of dopamine can distort perceptions. Environmental factors can cause schizophrenia.  Environmental risks have effects on the development of the brain overtime. Environmental stressors such as social isolation and life stresses cause a person to develop any mental disorder. Drug usage can cause schizophrenia. Drugs such as amphetamines and cocaine which are stimulants can cause paranoid schizophrenia (Picchioni and Murray, 2007).

Types of schizophrenia
Within schizophrenia there are subcategories. These subtypes are simple, hebephrenic, catatonic, paranoid, undifferentiated, residual, and post-depression schizophrenia (Foster, 2003). In the IDC-10 the code for schizophrenia is F20 - F29(Kühl et al. 2016). Catatonic schizophrenia: In the ICD-10 the symptoms are episodes of violent excitement. Catatonic schizophrenia causes hallucinations, the code for this type in the ICD-10 is F20.2. Paranoid schizophrenia: This type is predominantly delusions with paranoia. Hallucinations are common such as auditory and perceptual disturbances, the ICD-10 the code for paranoid schizophrenia is F20.0. Residual schizophrenia: In the ICD-10 this is a chronic development from an early stage to a long-term stage. Negative symptoms arise such as psychomotor slowing, the ICD-10 code for residual schizophrenia is F20.5. Post-depression schizophrenia: This type is when an individual displays symptom of schizophrenia and suffers from depression. The individual will present mild symptoms of both disorders (Mulholland and Cooper, 2000). The ICD-10 code for this subtype is F20.4 (WHO, 2010).

Symptoms
The symptoms listed are from the ICD-10 (WHO, 2010). Mainly symptoms are psychological. The common symptoms are hallucinations where individual can see and hear things that are not real, delusions where an individual believes something is true when it is not (NHS, 2019). The main type of hallucination in schizophrenics is auditory verbal hallucination (AVH).  This type is when an individual hears things that do not exist outside their mind. This symptom is due to premature experience with traumatic events. Schizophrenics try to rationalise the voices they hear and make sense of the hallucinations which can lead to strange beliefs and delusions (McCarthy-Jones and Longden, 2015). In the ICD-10 all schizophrenia types (F20-F29) include hallucinations (WHO, 2010). The symptoms of schizophrenia are categorised into negative and positive symptoms. The positive symptoms include delusions, hallucinations, and abnormal behaviour (Andreasen and Olesen, 1982). The negative symptoms include lack of social drive, decrease in motivation, little social interest and difficulty in speech and thought. In catatonic schizophrenia a symptom can be random movements. Individuals with this condition can be motionless or abnormally energetic. (Rasmussen et al. 2016).  A study was conducted on five schizophrenic suffering from catatonia. The results of this study showed that onset of the disorder was common among young adults (Chandrasena, 1986). This sub type of schizophrenia is associated with poor prognosis. This is because the disorder is common negative symptoms among younger people (Tariq et al. 2019). The occurrence of schizophrenia is increased in men. Most of the studies found the age of onset to be earlier in men than in women. The onset for females is typically 3–5 years later than males (Li et al. 2016).

Treatment
The treatment of schizophrenia is tailored for the individual through a combination of medication and therapy. Schizophrenics are treated by community mental health teams (CMHT). These professionals are formed up of mental health nurses, psychotherapists, and psychologists. In the first stages after being diagnosed the individual will be referred to a CMHT (NHS, 2019). In many schizophrenics it is difficult to put them in rehabilitation programmes without prescribing antipsychotic drugs first (Patel et al. 2014). Antipsychotic drugs are prescribed because they block dopamine transmission as it increases hallucinations for the individual with schizophrenia (Kapur et al. 2006). Examples of antipsychotic drugs are chlorpromazine and fluphenazine. (NIMH, N/D). Chlorpromazine works by obstructing dopamine receptors in the limbic parts of the brain, therefore stopping excess dopamine in the brain. This prevents schizophrenia symptoms such as delusions and hallucinations (Ban, 2007). 

Diagnosing schizophrenia
There is no specific test to diagnose schizophrenia, however healthcare professionals can see if someone has the disorder by the symptoms displayed. When diagnosing schizophrenia, there should be a referral to a local community mental health team (CMHT) by their GP. This team is made up of mental healthcare professionals. When diagnosing the diagnostic criteria should be utilised.  Schizophrenia should only be diagnosed if the individual has experienced more than one symptom, this includes hallucination and hearing voices. The symptoms have to affect the individual’s ability to work.  It can be challenging diagnosing schizophrenia as symptoms may not be clear.  The psychiatrist can evaluate for other disorders such as bipolar disorder, PTSD, depression, and substance abuse (NHS, 2019). According to the diagnostic criteria when diagnosing paranoid, hebephrenic, catatonic, and undifferentiated type of schizophrenia specific symptoms have to be displayed. These include displaying one of these symptoms: thought echo, withdrawal and thought broadcasting. And two for these symptoms: continuous delusions, when occurring every day for at least one month, when alongside delusions clear affecting content or when accompanied by persistent over-valued ideas (WHO, 1993). 

Inclusions and exclusions:
In the ICD-10 under F20-F29 schizophrenia, schizotypal and delusional disorders are exclusions. In schizophrenia there are exclusions such as acute/undifferentiated schizophrenia, cyclic, schizophrenic reactions, and schizotypal disorder. In paranoid schizophrenia the exclusions are involutional paranoid state and paranoia. The exclusions in undifferentiated schizophrenia are acute schizophrenia-like psychotic disorder, chronic undifferentiated schizophrenia, and post-schizophrenic depression. In the ICD-10 Asperger syndrome and schizoid personality disorder were excluded. In the F21 category the inclusions for schizophrenia are latent, prodromal, psychotic, borderline, and schizotypal personality disorder (WHO, 2010). There has been changes between the ICD-10 and ICD-11. An exclusion is the diagnostic categories in the ICD-11. Evidence shows that the frequency of ICD-11 PTSD is significantly lower than ICD-10 PTSD. In the ICD-10 PTSD is defined by core systems, these are re-experiencing the traumatic event as disturbing memories and nightmares and evading of thoughts situations reminiscent of the event (Gaebel et al. 2020).



Recommendations
A recommendation for diagnosing and treating schizophrenia can be improved care for schizophrenics with substance abuse. Recommendations such as such as integrated treatments may help individuals with drug abuse and schizophrenia. Integrated treatment focuses on the treatment of two or more illnesses and the use of multiple treatments such as the combination of psychotherapy and pharmacotherapy. Another recommendation is that screening can be done for substance use in individuals with schizophrenia and more help can be given for those with multiple diagnoses such as cardiovascular diseases. Improvements such as choosing the correct medications can make a huge difference for these individuals (Ziedonis et al. 2005; Kelly and Daley, 2013).
 
General anxiety disorder (GAD)
General anxiety disorder (GAD) is a common mental illness. The definition of GAD is a syndrome which causes constant anxiety focusing on thoughts that the individual identifies as something worrying (Gale and Davidson, 2007). The persistent worry causes difficulty for the individual to control. This disorder does not only affect an individual’s mental state but also their physical health. A person suffering from GAD can lack in productivity. GAD is linked to other psychiatric disorders such as depressive disorder (Roberge et al. 2015). In the ICD 10 the code for GAD is F41.1 (Li et al. 2020). 

Diagnosing GAD
According to the ICD-10 diagnostic criteria when diagnosing GAD, the individual has to be displaying symptoms for at least six months. At least four symptoms from each category have to be displayed. Autonomic arousal symptoms, these include palpitations, sweating and trembling. Symptoms concerning abdomen and chest such as challenges breathing, feeling of choking and chest pains. Symptoms of the brain, these include light-headedness, derealization and fear of losing control.  Tension symptoms such as aches and pains, restlessness, and mental tension. Other non-specific symptoms are exaggerated responses, trouble concentrating and persistent irritability (WHO, 1993). 

Symptoms
These symptoms that are listed are from the ICD-10 (WHO, 2010). Biological factors effect GAD. Autonomic and metabolic irregularities may arise. This can be a trigger for anxiety (Bystritsky et al. 2013). The symptoms of anxiety can be put in categories, verbal subjective symptoms such as excessive worrying and nervousness, over motor acts such as avoidance and escaping and somato-visceral which is muscle tension and aches (Craske et al. 2011). People suffering from general anxiety disorder (GAD) suffer from extreme uneasiness and nervousness most of the time for up to six months. These worries can be about work, everyday life, socialising and personal health. The worrying can cause many challenges in life, mainly problems with socialising. The common symptoms are constant fatigue, restlessness, muscle tension, challenges controlling nervousness, confusion and sleeping issues (NIMH, 2018). The mild symptoms of anxiety are nervousness or uneasiness, severe symptoms include difficulty breathing which affects oxygen movement in the body. Studies show that females are more likely to suffer from GAD than males. The commonness for GAD for women is 30.5% for women and 19.2% for men (McLean et al. 2011). 

Treatment
There are many treatments for GAD. Cognitive behavioural therapy (CBT) is an effective treatment for those who suffer from the disorder. This type of therapy targets physiological and cognitive response systems. This treatments aids coping skills, which help a person with everyday life. CBT supports an individual to face situations which makes them nervous. A trained therapist would need to conduct this type of treatment. CBT usually lasts for 3-4 months (Newman and Borkovec, 2014). Medication can also be prescribed to an individual who is suffering from the symptoms excessively. Selective serotonin reuptake inhibitors (SSRIs) are a first medication that people are offered. SSRIs can increase levels of serotonin in the brain. Examples of SSRIs are sertraline and escitalopram. Sleeping problems may arise with GAD. Pregabalin may be prescribed to help this. This medication is a calcium modulator which has sedative properties (Bandelow, 2017).

Inclusions and exclusions
In the ICD-10 the code for GAD is F41.4. The exclusion in this category is neurasthenia. This disorder is in F48. In the 20th century an exclusion was that social workers were assigned to apply for the detention for an ill individual. Only social workers had the right to have a medical agreement. However, in 2007 under new acts this changed. This opened the role to various professionals. This role changed to an approved mental health professional (AMHP). This gave opportunities for occupational therapists and psychologists to train for this role. In  the 20th century certain professions were excluded from discharging and treating patients. When a patient was admitted into a hospital the professional who had the authority to treat them and to discharge them was the consultant psychiatrist. The new 2007 Mental Health Act changed this to a job can be done by various healthcare professionals with the correct training, this role was changed to a responsible clinician (RC) (Smith, 2008). There are also exclusions in the diagnostic criteria. This means that one diagnosis is not made if it is due to another disorder. These include physical disorders, organic mental disorder, schizophrenia, affective disorder, and somatoform disorder. Physical disorders are an exclusion criterion. These include hyperthyroidism (F0) or psychoactive substance related disorder (F1). An inclusion in this area is the diagnostic criteria. In the ICD-9, ICD-10, ICD-11 the diagnostic criteria for GAD is the same. An individual has to display symptoms for a minimum of 6 months, these symptoms include physical symptoms such as dizziness and headaches.  (WHO, 1993).

Recommendations
Recommendations for GAD were reviewed by NICE. Improvements such as a stepped care model was initiated. This practice is utilised to systematize and integrate the care given by community services and GPs. This model will ensure that correct treatment is given to individuals and that the treatment will be effective. This allows the patient to have less invasive treatment. A step-up model was recommended so that more intense treatments can be given if others do not work (Kendall et al. 2011). 

Autism
Autism or autism spectrum disorder (ASD) is a biological disorder that affects brain development (Landrigan, 2010). The cause of autism is unknown. However, environmental factors, biological factors and genetic factors may play a role in the cause of autism. Scientists say that genes are a risk factor of developing autism. Specific genetic conditions such as an X syndrome which is fragile pose a risk factor for autism. Prescription drugs taken during pregnancy such as valproic acid can be a risk factor for the baby to develop autism. Also having siblings who have the disorder and being born to older parents is a risk. In the ICD-10 the code for autism is F84 (Swanson, 2019). Scans on individuals who have autism show that in the brain the cerebellum is smaller. The cerebellum is part of the brain which forms several closed loops which control language and social processing. When this part of the brain is not developed properly it can cause difficulty in communication and understanding. In autistic individuals it can cause repetitive behaviours. The neurons in this part of the brain are reduced (Allen, 2005; Murdoch, 2010). 

Types of autism
There are three main types of autism, they are autistic disorder, Asperger syndrome, and pervasive developmental disorder (PDD-NOS) (Faras et al. 2010). Asperger syndrome is a subtype on the autism spectrum and is known as a neurobiological disorder that causes difficulty in social skills such as communication and causes individuals with the syndrome to copy and repeat of other people’s actions and behaviours. The difference between autism and Asperger’s syndrome is that is has less severe symptoms. The cognitive effects of Asperger syndrome are less severe and damaging than autism which is why it is easy to distinguish the two disorders. Asperger syndrome is similar to autism and cannot be prevented or treated. However, studies show that early diagnosis can drastically improve the treatment process (Faridi and Khosrowabadi, 2017). Pervasive developmental disorder is another subtype of autism. Individuals with this disorder have difficulty in the development of socialising and communication skills. Symptoms of this disorder include difficulty understanding people, repetitive behaviours, and challenges with change in routine. Pervasive developmental disorder (PDD-NOS) is diagnosed when not all symptoms of autism are displayed, or the individual has mild symptoms of autism (Tateno et al. 2011).

Signs and symptoms
These symptoms that are listed from the ICD-10 (WHO, 2010). Autism causes challenges with communication, emotional and social skills. Autistic individuals have certain ways of reacting and learning. The signs of ASD can be picked up in childhood and last for a whole lifetime. Adults and children with autism have different types of symptoms. Social and communication symptoms include avoiding eye contact, being slow, challenges connecting with other people, facing difficulty understanding other people’s feelings and communicating about their own feelings. Restrictive and repetitive behaviours are common. These include reluctant to physical touch such as hugs, repetition of phrases and words, getting upset about change (CDC, 2020). Research shows that children who have autism suffer from epilepsy (Yasuhara, 2010). Autism and epilepsy occur together in about 30% of people who have autism. Epilepsy and autism have similar genetic risk factors and from research a specific gene mutation can occur in both (Tuchman et al. 2010).  Research shows that more males are diagnosed with autism than females, this may be because the females can be underdiagnosed (Werling and Geschwind, 2013).
 
Diagnosing autism
When diagnosing autism, the healthcare professional must analyse and understand the individual’s behaviour. Autism can be diagnosed at the youngest age of two. Before it can be diagnosed assessments have to be carried out. In children, evaluations such as well- being checks and psychological evaluations need to be carried out.  These evaluations will give the doctor an understanding on cognitive thinking and language capability of the individual (NIMH, 2018). The ICD-10 lists diagnostic criteria for diagnosing autism. The diagnosis in childhood autism is diagnosed before the age of thee. The symptoms needed for a diagnosis are expressive language used in communication, reduced eye-contact and restricted and repetitive patterns of behaviour. When diagnosing Asperger syndrome, the symptoms needed for a diagnosis are repetitive language/behaviour and decreased cognitive development. This diagnosis is given by the age of two (WHO, 1993).

Treatment
There has is no treatment currently which cures autism, however there are treatments available to help an individual. Treatments such as complementary and alternative medicine, these are treatments that are not recommended by doctors. These include services and products such as tradition medicine. Behaviour and communication approaches are also a form of treatment. An example of this is applied behaviour analysis (ABA). ABA encourages optimistic behaviours and discourages undesirable behaviours to progress a variety of skills. The child’s progress is tracked and measured. Medication can also be taken; however, this does not cure the disorder but aids the symptoms. For example, medicine can help manage increased energy levels, inability to focus and anxiety and depression (CDC, 2019).

Inclusions and exclusions
In the ICD-10 the code for autism is F48. An exclusion in this category is in childhood autism. Autistic psychopathy has been excluded from F84 and moved to F84.5. There are structural exclusion criteria in the ICD 9 and ICD 10. The structural differences between the ICD-9 and ICD-10 are that in the ICD-9 there are 3-5 characters, and the first character is numeric and alpha and, in the ICD-10 there are 3-7 characters, and the first character is alpha, and the second character is numeric. There was also a change in the coding sets (CDC, 2015).

Recommendation
A recommendation was given to remove the term pervasive developmental disorder and substitute it with autism spectrum disorder. Another recommendation was to remove the subtypes such as Asperger’s syndrome. Many individuals with Asperger’s syndrome do not associate themselves with having autism. This is because it can be a challenge to use the criteria for the subtypes of pervasive developmental disorder (Szatmari, 2011).

Conclusion
To conclude, schizophrenia is a disorder that affects behaviours and emotions. The symptoms are psychological. The main symptoms are hallucinations. Treatment of schizophrenia is a combination of medication and therapy. The occurrence of schizophrenia is increased in men. There is no specific test to diagnose schizophrenia, however healthcare professionals can see if someone has the disorder by the symptoms they display. GAD is a common mental illness which consists of constant anxiety. Cognitive behavioural therapy (CBT) is an effective treatment for those who suffer from the disorder. Studies show that females are more likely to suffer from GAD than males. Autism is a biological disorder that affects brain development. There has is no treatment which cures autism, however there are treatments available to help an individual.
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