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Introduction

Mental illness has been defined as ‘episodes of abnormal behaviour’ or ‘an ill condition of the mind’. Around one in four people in the UK suffer from a mental health problem annually and more so with the current COVID-19 situation yet mental disorders often go untreated and treatment options for mental health compare unfavourably with those for physical conditions (Parkin and Powell, 2017).   In line with this, I will first describe each disorder and analyse the classification, diagnosis, treatment and measurements of rehabilitations before suggesting recommendations and coming to a conclusion.  This will be consistent with the 10th revision of the International Statistical Classification of Disease (ICD-10) which is critical in providing a valuable set of diagnostic criteria and medical classification for all medical disorders, diseases and symptoms, although it will be replaced with the ICD-11 in January 2022 (WHO, 2021).























Generalised Anxiety Disorder
Classification
According to the ICD-10 (1993), Generalised Anxiety Disorder (GAD) has been defined as a behavioural and mental disorder characterised by excessive, uncontrollable, and irrational feelings of unease that often interfere with daily functioning. GAD is believed to be one of the most common mental disorders with up to 20% of adults affected each year, the second largest category of psychological disorders (WHO, 2019). In regard to prevalence, estimates of lifetime morbid risk for GAD in line with ICD-10 (seen to be more inclusive than DSM-5) for example in a given year, about two percent of adults in Europe have been suggested to suffer GAD. However, as noted by Spitzer et al (2006), the risk of developing GAD at any point in life has been estimated at 9.0% and it can be inferred that despite GAD occurring as a single episode during ones’ lifetime, it is largely experienced repeatedly; as a chronic, ongoing condition. 

Diagnosis
In particular, the ICD-10 allows formal diagnosis of GAD as separated into autonomic arousal symptoms (palpitations/accelerated heart rate, sweating, trembling, or shaking, dry mouth etc.) and other non-specific symptoms such as difficulty in concentrating. Many critics state that the diagnostic features of this disorder were not well established until the ICD-10 changed the definition of excessive worry and the number of associated psychophysiological symptoms required for a diagnosis. Another aspect of the diagnosis the ICD-10 clarified was what constitutes a symptom as occurring "often". Clinicians use screening tools such as the GAD-7 and GAD-2 questionnaires to determine if individuals have GAD, the severity and warrant formal evaluation (NHS, 2018). The high rates in comorbidity of GAD and major depression have led researchers including Slade and Andrews (2001) to conclude that GAD would be better conceptualised as an aspect of depression instead of an independent disorder, however the ICD-10 criteria of GAD suggest diagnosis and treatment as separate. Thus, the constant changes in the diagnostic features of the disorder have made assessing epidemiological statistics such as prevalence and incidence difficult, as well as increasing the difficulty for researchers in identifying the biological and psychological underpinnings of this disorder. Consequently, making diagnosis and treatment for the disorder difficult.



Treatment
Studies by Bandelow and Michaelis (2015) indicate GAD to have a hereditary or genetic basis but the likes of Munir and Takov (2021) believe that the hereditary contribution to developing anxiety disorders is only approximately 30-40%. Thus, the aetiology of GAD implicates that pharmacological and psychological interventions are first line treatments for GAD. Treatment includes psychotherapy e.g. Cognitive Behavioural Therapy (behavioural therapy maintained through operant conditioning which enables an individual to re-learn conditioned responses i.e. behaviours), Cognitive therapy (premised upon the thought processes to identify rational ways of thinking and to replace maladaptive thinking patterns), Acceptance and Commitment Therapy (a behavioural treatment based upon acceptance-based models that commit to individual accomplishing personal goals) and Intolerance of Uncertainty Therapy (helping patients in developing the ability to tolerate, cope with and accept uncertainty and ambiguity in their life) (Lader, 1998). 

Moreover, pharmacotherapies such as benzodiazepines, complementary and alternative medicines (CAMs) and selective serotonin reuptake inhibitors have also been used to treat anxiety by inducing sleep, relaxing muscles and alleviating anxiety shortly after administration. However, in regard to efficacy they are also known for their ability to promote dependence and contain many side effects (Kapczinski et al, 2003). Similarly, lifestyle factors for instance stress management, relaxation, exercise, and sleep hygiene can further convalesce anxiety levels.  Despite optimistic influences, an absence of precise standards and definitions for CAMs compound the literature concerning CAM efficacy in treating GAD hence have been proposed for further study. Nonetheless, treatment modalities are often utilized concurrently so that an individual may pursue a plurality of therapies which and is generally seen as the most desirable approach. Additionally, many of these psychological interventions offer the choice to be delivered in an individual or group therapy setting and as a result tend to encourage longer-lasting engagement in therapy (i.e. lower attrition over time). 


Measures of Rehabilitation
Many of these therapies have shown to be beneficial long-term, promising and show continued improvements in follow-up periods as they respond to individuals in a non-judgmental manner, teach mindfulness, relaxation, journaling and are based on the psychological components of psychoeducation, awareness of worry, problem-solving training, imagining virtual exposure etc. 

Recommendation
A hopeful pioneering attempt to improving recovery rates for the treatment of GAD is to combine CBT with motivational interviewing (MI) (Swinson, 2006; Safren and Naar. 2017). Motivational interviewing is a strategy focused on the patient that seeks to enhance intrinsic motivation and reduce ambivalence about change due to the care.
 




















Autism 
Classification
Under the ICD-10 (1993), Autism is a highly neurodevelopmental disorder characterised by impairments with social interaction, restricted and repetitive behaviour across multiple contexts. Since the 1990s. the number of those diagnosed with Autism has increased considerably which could be partly attributable to its increased recognition.  As of 2021, Autism is estimated to affect 24.8 million people worldwide (Newschaffer et al., 2007). The typology of autism can be perplexing, at times named Autistic disorder, infantile or childhood autism, at times known as autistic spectrum disorder (ASD) or Asperger syndrome whereby autistic persons ‘may be impaired in some respects but average, or even superior, in others’ and these words can often be used interchangeably. 

Diagnosis
Diagnosis is founded on behaviour, not cause or mechanism. These deficits are present in early childhood, typically before age three, and lead to clinically significant functional impairment. Symptoms include lack of social or emotional reciprocity, idiosyncratic language, and persistent preoccupation with unusual objects. 
Diagnostic instruments namely the (ADI-R) the Autism Diagnostic Interview Revised- a semi-structured parent interview and the (ADOS) the Autism Diagnostic Observation Schedule are commonly utilised to carry out a diagnosis using standardised tools.  If warranted, assessments are conducted with support from ASD specialists, who observe external factors and take into account associated medical conditions e.g. depression, anxiety etc. especially as the presence of autism can make it more difficult to diagnose coexisting psychiatric disorders or have overlapping symptoms (Dhossche and Stanfill, 2004). Moreover, Seltzer et al (2003) found that individual symptoms of autism occur in the general population and appear not to associate highly, without a sharp line separating pathologically severe from common traits. Although genetic technology allows clinical geneticists to link many cases to genetic causes, consensus guidelines in the US and UK are limited to high-resolution chromosome and fragile X testing. What is more being as new genetic tests are developed several ethical, legal, and social issues have also emerged and the commercial availability of tests may precede adequate understanding of how to use test results, given the complexity of autism's genetics. Hence, research into causes has been hampered by the inability to identify biologically meaningful subgroups within the autistic population and by the traditional boundaries between the disciplines of psychiatry, psychology, neurology and paediatrics. 
Nonetheless, the development of evidence-based interventions has advanced in recent years. Although many psychosocial interventions have some positive evidence, suggesting that some form of treatment is preferable to no treatment (Rutter, Couteur, and Lord, 2003), the methodological quality of systematic reviews of these studies has generally been poor, their clinical results are mostly tentative, and there is little evidence for the relative effectiveness of treatment options.

Treatment 
Medications are the most common and efficacious method of treatment to treat ASD, particularly when other treatments fail (Eissa et al, 2018). The atypical antipsychotic drugs aripiprazole and risperidone are FDA approved to treat self-injurious and destructive behaviours as well as associated health problems like anxiety or ADHD. However, side effects including drooling, slow reactions, tiredness should be scaled against potential benefits and autistic individuals might respond atypically. Besides, there is scant reliable research of the safety and effective drug treatments and alternative interventions or therapies for adults and adolescents with ASD. Furthermore, few studies address long-term prognosis and many lack empirical validity and relevance to real-life contexts, thus further impeding treatments.

Measures of Rehabilitation 
Still, several interventions have been shown to reduce symptoms and improve the ability of autistic people to function and participate independently in the community. Behavioural, psychological, education, and/or skill-building interventions may be used to assist autistic people to learn life skills necessary for living independently (Foxx, 2008), as well as other social, communication, and language skills. An autistic culture has developed, with some individuals seeking a cure and others believing autism should be accepted as a difference to be accommodated instead of cured. Despite, the degree of symptoms decreasing, to the extent that people lose their diagnosis of ASD; It is not known how often this outcome happens.


Recommendation

In sum, there is no one cure for Autism. The main goal when treating this condition is to lessen the associated deficits and distress and to increase their quality of life and functional independence. Health services and support networks are vital for those who face significant social obstacles, stigma and lack employment opportunities and self-determination. Although the symptoms of autism and ASD begin early in childhood, they are sometimes missed (Ozonoff et al, 2010). Conversely, the cost of screening and diagnosis and the challenge of obtaining payment can inhibit or delay diagnosis (Miller, 2010). Therefore, diagnosis and screening should be made more accessible, employers and educational institutions should make necessary adjustments (Ghosh et al., 2013) and claiming disability allowances should be made easier. 




















Schizophrenia
Classification
Schizophrenia is a mental disorder characterised by continuous or relapsing episodes of psychosis, alterations in perception, thoughts, mood and behaviour. The main symptoms consist of paranoia, delusions, thinking and hallucinations (Andreasen and Carpenter, 1993).  In majority of cases, symptoms begin gradually in early childhood and individuals often do not recover. In 2019 alone, there were an estimated 1.1 million new cases and in 2020 a total of 20 million cases globally (Biswas, 2020). Complications such as poverty, unemployment, drug misuse, homelessness are commonly associated with these victims, particularly in schizophrenics.  Compared to the general population, people with schizophrenia have a higher suicide rate and more physical health problems, leading to an average decrease in life expectancy of 20 years. 

Diagnosis
There is no objective diagnostic test; the diagnosis is used to describe observed behaviour that may stem from numerous causes. To diagnose someone with schizophrenia doctors confirm that symptoms and functional impairment are present for one month and take a history (ICD-10). Schizophrenia diagnosed based on criteria of the International Statistical Classification of Diseases and Related Health Problems (ICD) published by the World Health Organization (Jablensky et al, 1992). These criteria conduct a psychiatric assessment in conjunction with self-reports of the individual and reported encounters or abnormalities in behaviour. The current proposal for the ICD-11 criteria for schizophrenia recommends adding self-disorder as a symptom. WHO for ICD argues that not all people with schizophrenia have functional deficits and so these are not specific for the diagnosis. About 30 to 50 percent of people with schizophrenia fail to accept that they have an illness or comply with their recommended treatment and taking their reports while in this state may make data questionable.

Treatment
The primary treatment of schizophrenia is the use of antipsychotic medications, commonly typical antipsychotics that target the neurotransmission of dopamine and atypical antipsychotics which impact the neurotransmitter serotonin (Kane and Marder, 1993). In addition, for those who may be unwilling or unable to take medicine regularly, long-acting injections may be used instead which reduce the risk of a relapse compared to oral medications. They have shown to be reduce symptoms within hours but for others could take several weeks to come into full effect (Kane and Garcia-Ribera, 2009). Thus, there is no universal antipsychotic as tolerance and response will vary.  However, when used in combination with psychosocial interventions and social supports studies (Gunderson et al, 1984) have shown there to be a marked improvement and long-term adherence. Community support services including drop-in centres, visits by members of a community mental health team, supported employment, skills training, and substance use support. However, the DUP (duration of untreated psychosis) i.e., the time between onset of symptoms and treatment is correlated with a poor outcome in the short and long term. Likewise, expressive therapies like art therapy, peer support from those who have personal experience have been recommended by the National Institute for Health and Care Excellence [NICE] but both have been criticized for having not been well researched and of unclear benefit. It has also been noted that schizophrenics have the worst diet of all mental disorders (McCreadie, 2003), thus may benefit from healthy eating advice offered within UK programmes.

Measures of Rehabilitation
In essence, the key to treatment is antipsychotic medication coupled with skill and job training, counselling, and social rehabilitation (Kreyenbuhl et al, 2010). At times, where doctors or courts believe there is a severe risk of harm to others or self, they may be sectioned or impose brief involuntary hospitalisation (Burnett et al, 1999). In the UK, mental hospitals known as asylums began shutting down with the introduction of antipsychotics, and an awareness of negative consequences of hospital deinstitutionalization. Discontinuing medication is usually considered after a psychotic episode whereby there has been complete recovery no symptoms for at least twelve months. Repeated relapses worsen the overall outlook and the risk of relapse following another episode is generally high.

Recommendation
Many schizophrenics also have additional mental disorders such as substance use disorders, anxiety and depressive disorders, obsessive–compulsive disorders etc (Camisa et al, 2005), and as a result render diagnosis of schizophrenia more problematic. Additionally, prevention could be challenging as there are very few consistent markers for the subsequent development of this disorder. Therefore, as examined by Larsen et al. (2001), there is inconclusive indication for the effectiveness of early intervention to prevent schizophrenia and improve results. 



























Conclusion
Overall, outcomes from all three conditions found tentative evidence to decrease stress and anxiety through therapeutic strategies such as mindfulness, music and art therapy etc. Psychotic symptoms may also overlap in several other conditions, including bipolar disorder, borderline personality disorder or personality disorder post-traumatic stress disorder. Dual diagnosis or differential diagnosis implies to make a diagnosis of schizophrenia other possible causes of psychosis need to be measured. Furthermore, many mental disorders are diagnosed twice as frequently in females than males. This is due signs of conditions such as autism being more challenging to detect in females as they engage in masking more frequently. For this reason, a notable percentage of autistic females may be misdiagnosed, diagnosed after a considerable delay or not diagnosed at all. 

Taking the aforementioned into account, it is clear that these psychological conditions cause significant harm and although there are many interventions, they are not always accessible. In addition to medication and treatment, financial and social assistance should be given for more routine matters to increase care in the community and social functioning. Assuming these views are normal of the impact of mental illness, there are necessary implications for the government, local authorities, psychologists and healthcare settings. The combination of mental health caused by social, biological and psychological factors, denotes all areas would need to be considered in order to prevent such disorders from appearing. In light of this, it must be made clear the resources and interventions that are available because if they were prescribed with strategies to overcome this at an early stage it could be dealt with before the spread of further harm. All in all, there is an urgent requirement for early intervention for the symptoms to be resolved in time.
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