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Introduction
 
Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders are recognised as important mental health diseases categorised under Chapter 5 of the International Classification of Diseases, 10th edition (ICD-10). These disorders are classified as mental and behavioural disorders by the World Health Organisation (WHO, 2010). OCD is characterised by enduring, intrusive thoughts (obsessions) and repetitive behaviours or mental actions (compulsions) carried out to alleviate the discomfort produced by these obsessions, frequently leading to significant impairment in everyday functioning (Fineberg et al., 2015). Anxiety Disorders, such as Generalised Anxiety Disorder (GAD) and Panic Disorder, are marked by persistent and exaggerated fear or worry, along with physical symptoms like rapid heartbeat, sweating, and dizziness. These symptoms can significantly interfere with daily functioning and overall well-being (Andrews et al., 2010). 
In the UK, the development of mental health services has transitioned from institutional treatment in asylums to community-based methods. This change has been influenced by legislative changes including the Mental Health Act 1959 and the formation of the National Health Service (NHS) in 1948 (Porter, 2002; Rogers & Pilgrim, 2014). Recent legal revisions, such as the Mental Health Act 1983 and its subsequent modifications, together with the treatment Act 2014, have been implemented to safeguard the rights of persons with mental health issues and advance the provision of comprehensive, individual-focused treatment (Department of Health, 2014; 2015). 
This report provides a thorough analysis of the classification, diagnosis, treatment, and rehabilitation  process for Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders. It  assesses the advantages and disadvantages of existing methods, examining their historical and legal backgrounds, and offering suggestions for enhancement. The focus is on improving the accuracy of diagnoses, making treatments more accessible, and upgrading the overall quality of care. The report also  seeks to enhance mental health services and support for those with OCD and Anxiety Disorders, with the ultimate goal of enhancing their quality of life and well-being.

1. Historical Context  of Mental Health Services in the United Kingdom .
Throughout history, the mental health services in the United Kingdom have experienced substantial transformations. During the 19th and early 20th centuries, persons with mental health disorders were placed in asylums as part of an institutionalisation process. These establishments frequently had substandard living conditions and offered restricted therapeutic approaches. The method primarily emphasised custodial care, prioritising confinement rather than therapeutic interventions. Mental health was commonly stigmatised and feared by both the general public and professionals, resulting in the marginalisation of persons who were afflicted (Porter, 2002). 
Following World War II, there was a transition towards community-based healthcare, prompted by the enactment of the Mental Health Act 1959 and the foundation of the National Health Service (NHS) in 1948. The objective of these changes was to enhance the quality of care by integrating mental health services into general healthcare and prioritising outpatient treatments, with the purpose of providing more compassionate and efficient care. The deinstitutionalisation movement, which occurred mostly in the 1980s and 1990s, emphasised the need of providing treatment to persons within their communities rather than in isolated facilities (Rogers & Pilgrim, 2014). 

2. Revisions to Legislation Regarding Mental Health Services. 

Notable legislative reforms have greatly influenced the state of mental health treatment in the United Kingdom. The Mental Health Act 1983, which was modified in 2007, establishes the legal structure for the confinement and medical care of persons suffering from mental illnesses. The changes implemented further measures to protect patients, such as the creation of autonomous mental health advocates and the mandate for tribunals to assess cases of detention. The objective of these modifications was to achieve a harmonious equilibrium between the necessity for medical intervention and the safeguarding of personal liberties (Department of Health, 2015). 
The treatment Act 2014 prioritises the promotion of well-being and the customisation of treatment for persons with mental health disorders. The legislation mandated local authorities to evaluate and assist carers, as well as offer programs aimed at preventing, delaying, or lessening the necessity for care and assistance. This action exemplifies a more comprehensive shift towards integrated and patient-centred treatment in mental health services (Department of Health, 2014). 

 3.Obsessive-Compulsive Disorder (OCD) 

3.1. Classification  and Diagnosis

OCD is categorised according to the ICD-10 classification F42. It is defined by enduring obsessions and compulsions that result in notable suffering or impairment. Obsessions refer to invasive and unwelcome thoughts, whereas compulsions include repetitive behaviours or mental actions carried out to alleviate uneasiness. According to the diagnostic criteria in ICD-10, these symptoms must be time-consuming, requiring more than one hour per day, and must have a considerable impact on daily functioning (WHO, 2010). 

3.2. Strengths  and Limitations of Classification and Diagnosis 

The categorisation of OCD in ICD-10 establishes a uniform structure for identifying the condition, promoting effective communication among medical practitioners and maintaining uniformity in scientific investigation and therapy. Nevertheless, the criteria may fail to encompass the complete range of OCD symptoms, resulting in the underdiagnosis or misdiagnosis of the condition. Individuals with mostly obsessional OCD, characterised by mental compulsions rather than behavioural ones, may be easily disregarded. Moreover, the accuracy of diagnosis might be influenced by cultural disparities in the way symptoms are manifested. This is because some cultures may have different interpretations of obsessive thoughts or may attach social stigma to specific behaviours (Fineberg et al., 2015). 

3.3. Treatment

The standard treatment for Obsessive-Compulsive Disorder (OCD) usually involves a mix of cognitive-behavioural therapy (CBT) and pharmaceuticals. Cognitive Behavioural Therapy (CBT), specifically the use of Exposure and Response Prevention (ERP), is often regarded as the most effective and reliable method. ERP entails a gradual process of exposing patients to stimuli that they fear and suppressing the associated compulsive behaviours. This approach aims to decrease anxiety levels over a period of time. Selective Serotonin Reuptake Inhibitors (SSRIs) are often given drugs that reduce symptoms of Obsessive-Compulsive Disorder (OCD) by boosting serotonin levels in the brain (NICE, 2005). 
3.4.Measurement of Rehabilitation 

The primary goal of OCD rehabilitation is to mitigate symptoms and enhance overall quality of life. Measurement instruments utilised in this context encompass the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) and the Obsessive Compulsive Inventory (OCI). These instruments evaluate the intensity of symptoms and measure the progress of treatment. Y-BOCS, for example, is a scale administered by clinicians to assess the intensity of obsessions and compulsions over a certain timeframe, whereas OCI is a self-report tool used to track changes in symptoms (Goodman et al., 1989). 

3.5. Recommendations for Improvement

A more holistic approach that takes into account cultural variances and the complete range of symptoms is needed in order to enhance the categorisation and diagnosis of OCD. By including dimensional tests in addition to category ones, a more nuanced comprehension of OCD may be attained. Practically, including culturally sensitive diagnostic tools and providing training to healthcare personnel to identify various symptom presentations can improve precision. 
Integrating digital treatments, such as internet-based cognitive-behavioural therapy (CBT), might improve accessibility for those in rural places or with limited access to traditional therapy, hence enhancing treatment options. By bolstering community support structures, such as peer support groups and family education programs, we may offer supplementary levels of assistance. Continuing to provide training for therapists in ERP and other evidence-based approaches can enhance treatment results and guarantee exceptional levels of service. 

4.Anxiety disorders 

4.1. Classification and Diagnosis

Anxiety Disorders, such as Generalised Anxiety Disorder (GAD), Panic Disorder, and Social Anxiety Disorder, are categorised according to the International Classification of Diseases, 10th Revision (ICD-10), under the codes F40-F41. These diseases are defined by an excessive amount of dread and anxiety, frequently accompanied by bodily symptoms including palpitations, sweating, and dizziness. The diagnostic criteria prioritise the enduring presence of symptoms and the substantial influence on day-to-day activities (WHO, 2010). 

4.2. Strengths and Limitations of Classification and Diagnosis 

The ICD-10 categorisation facilitates the methodical recognition and management of Anxiety Disorders, guaranteeing that people receive suitable care. Nevertheless, the convergence of symptoms across many anxiety disorders might complicate the process of diagnosis. For instance, the symptoms of Generalised Anxiety Disorder (GAD) and Panic Disorder may exhibit similarities, which might result in the possibility of misdiagnosis. Moreover, the negative perception attached to mental health disorders might result in a lack of reporting and delayed identification, as individuals may hesitate to seek assistance (Andrews et al., 2010). 

4.3.Treatment

The standard treatment for Anxiety Disorders often involves Cognitive Behavioural Therapy (CBT) and medicines. Cognitive Behavioural Therapy (CBT) assists individuals in confronting and modifying maladaptive cognitive processes and behaviours that lead to anxiety. Commonly employed techniques include cognitive restructuring, exposure treatment, and relaxation training. Commonly given medications to treat symptoms include SSRIs and Benzodiazepines. Selective serotonin reuptake inhibitors (SSRIs) are the preferred choice for long-term therapy since they are very effective and have relatively few adverse effects. On the other hand, benzodiazepines are usually prescribed for short-term relief because they carry a risk of dependence (NICE, 2011). 

4.4.Measurement of Rehabilitation 

Common assessment instruments for Anxiety Disorders include the Generalised Anxiety Disorder 7 (GAD-7) scale and the Beck Anxiety Inventory (BAI). These tools evaluate the intensity of symptoms and track the advancement of treatment. The GAD-7, a concise questionnaire completed by individuals themselves, is extensively employed in medical environments to assess for Generalised Anxiety Disorder (GAD) and measure the intensity of anxiety symptoms. The BAI, a self-report instrument, evaluates the intensity of anxiety symptoms and aids in distinguishing anxiety from depression (Spitzer et al., 2006). 

4.5.Recommendations for Improvement
Enhancing the categorisation and diagnosis of Anxiety illnesses necessitates the use of more accurate diagnostic criteria that can effectively distinguish between closely related illnesses. Enhanced knowledge among healthcare practitioners regarding the intricacies of anxiety symptoms can also assist in precise diagnosis. Implementing regular mental health screenings in primary care settings might effectively enable the early identification and intervention of anxiety disorders, hence mitigating the consequences of untreated conditions. 
To improve treatment, it is beneficial to expand the availability of evidence-based therapies and include technology-based interventions like virtual reality exposure therapy. This will help make treatment more accessible and successful. Virtual reality treatment may replicate anxiety-inducing scenarios inside a regulated setting, enabling patients to confront and effectively handle their concerns in a secure manner. Enhancing the skills of healthcare practitioners by training on the most up-to-date treatment methods and promoting a collaborative approach across different disciplines might enhance the results seen by patients. 

5.Critical Evaluation Services 
5.1.Voluntary Sector
The public sector refers to the part of the economy that is controlled and operated by the government, rather than by private individuals or companies. 
The National Health Service (NHS) offers extensive mental health services, which including specialised clinics for Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders. These services are available to the general public and strive to provide excellent treatment regardless of socioeconomic position. Nevertheless, extended waiting periods and restricted resources might impede the ability to obtain prompt medical attention. For example, patients may have a delay of many months before receiving an initial evaluation or treatment visit, which can worsen symptoms and prolong the healing process. By increasing financing and broadening the scope of mental health services, we can effectively tackle these difficulties and ensure that patients receive timely and efficient care (Mental Health Foundation, 2016). 

5-2-Private Sector
Private sector refers to the part of the economy that is owned and operated by individuals or non-governmental organisations, rather than the government. 
Private mental health clinics provide expedited access to care and a wider array of treatment alternatives, such as individualised therapy and cutting-edge therapies. Nevertheless, these services might be expensive, hence restricting accessibility for some persons. The exorbitant expense associated with private treatment can result in disparities in the provision of mental health services, since only individuals with the financial means can avail themselves of the advantages of prompt and specialised care. Enhancing collaboration between public and commercial sectors can improve service delivery, mitigate financial obstacles, and provide equitable access to high-quality care for everyone irrespective of their financial circumstances. 

5.3. Non-profit Sector 

Non-governmental organisations like as Mind and Anxiety UK offer vital assistance services, such as helplines, peer support groups, and instructional materials. These organisations frequently address deficiencies in formal healthcare by providing accessible and community-based assistance that complements professional therapy. They have a crucial function in increasing public knowledge about mental health issues and diminishing social disapproval. Increasing financial resources and establishing strong collaborations with these organisations will strengthen assistance for persons with OCD and Anxiety Disorders, guaranteeing them access to a complete system of healthcare and support. 
6.Link between OCD and Anxiety  Disorder.

Compulsive Disorder (OCD) and Anxiety Disorders are intricately linked, exhibiting several shared symptoms that underscore their tight relationship. Comprehending these connections is essential for efficient diagnosis and therapy.
Common Symptoms
Both Obsessive-Compulsive Disorder (OCD) and Anxiety  Disorders are characterised by pervasive and persistent feelings of worry and discomfort. Individuals with OCD suffer obsessions, which are recurring and intrusive thoughts that result in severe distress. They also participate in compulsions, which are repetitive behaviours aimed at alleviating this anxiety (Goodman et al., 1989). Similarly, Anxiety Disorders, such as Generalised Anxiety Disorder (GAD), are characterised by persistent concern and physical manifestations of anxiety, such as restlessness and tightness (Andrews et al., 2010). The compulsions observed in individuals with OCD might be interpreted as ineffective strategies used to cope with the distress caused by their obsessions.

Comorbidity refers to the presence of two or more medical conditions or diseases in an individual at the same time.
There is a significant prevalence of comorbidity between Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders. Research suggests that a significant number of people with OCD also fulfil the diagnostic criteria for at least one Anxiety Disorder (Stein et al., 2019). This co-occurrence of two medical conditions makes it more difficult to diagnose and treat, because the symptoms of one problem might worsen the symptoms of the other, resulting in a more severe clinical manifestation.

Foundational cognitive mechanisms
Cognitive theories propose that both Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders arise from maladaptive cognitive habits. In Obsessive-Compulsive Disorder (OCD), individuals have cognitive distortions that centre around an amplified sense of responsibility and perception of threat. This leads to engaging in compulsive behaviours with the goal of averting imagined damage (Rachman, 2013). Cognitive distortions in Anxiety Disorders encompass catastrophising and overestimating the probability of unfavourable occurrences, hence perpetuating the cycle of persistent anxiety and dread (Spitzer et al., 2006).

Neurobiological correlates
Neurobiological research has shown common neural pathways in the brain that are responsible for both Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders. The presence of dysfunctions in the cortico-striato-thalamo-cortical (CSTC) circuit is associated with OCD, affecting the control of anxiety and obsessive behaviours (Zohar, Insel, & Rasmussen, 2009). Anxiety Disorders are linked to anomalies in the amygdala and prefrontal cortex, which play a vital role in emotional control and fear processing (Stein et al., 2019). The tight connection between the two situations is emphasised by the fact that they share neurological substrates.

Implications for Treatment
The intersection between Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders has noteworthy ramifications for the approach to therapy. Cognitive-Behavioural Therapy (CBT) is highly successful for both illnesses, especially when it incorporates exposure and response prevention (ERP) for OCD and cognitive restructuring for Anxiety Disorders (NICE, 2005; 2011). Pharmacological interventions, such as selective serotonin reuptake inhibitors (SSRIs), are frequently employed to treat symptoms in both Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders. This is because both conditions have similar underlying processes (Fineberg et al.,2015).

Practice Suggestions
Due to the strong correlation between OCD and Anxiety Disorders, it is advisable for doctors to employ a comprehensive strategy while evaluating and treating patients. To achieve accurate diagnosis and suitable care, comprehensive examinations should assess symptoms of both disorders. Therapeutic results can be improved by using integrated treatment strategies that target both the common and unique characteristics of Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders. Effective coordination of care requires collaboration among mental health experts, such as psychiatrists, psychologists, and primary care doctors.
The relationship between Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders is complex, with comparable symptoms, a high occurrence of both disorders together, similar cognitive processes, and overlapping neurobiological pathways. It is crucial to acknowledge these associations in order to create efficient methods for diagnosing and treating. Mental health practitioners can enhance the quality of care for patients afflicted by Obsessive-Compulsive Disorder (OCD) and Anxiety Disorders by examining the similarities and distinctions between these diseases.

7.Conclusion

Ultimately, the categorisation, identification, therapy, and recovery of OCD and Anxiety Disorders have seen substantial development, propelled by enhanced comprehension, alterations in legislation, and improvements in mental healthcare frameworks. Although ICD-10 offers standardised frameworks that have their own advantages, 
Furthermore, there are some constraints that require attention and resolution. Suggestions for improvement including strengthening diagnostic criteria, incorporating digital therapies, augmenting financing for mental health care, and promoting collaboration across sectors. By applying these suggestions, the standard of care and assistance for patients with OCD and Anxiety Disorders can be greatly enhanced. 
In order to enhance the categorisation and identification of these conditions, it is necessary to create diagnostic instruments that are more thorough and attuned to cultural nuances. Providing education to healthcare workers on identifying a wide range of symptoms and cultural differences would improve the accuracy of diagnoses. Practically, this involves integrating regular mental health assessments into different healthcare environments to guarantee prompt identification and intervention. 
To enhance accessibility and efficacy of therapy, it is crucial to broaden the availability of evidence-based therapies, such as digital and virtual reality interventions. Enhancing community support networks and peer-led initiatives is crucial to ensure continuous assistance for persons outside clinical environments. Providing education to healthcare practitioners on the most current treatment methods and promoting a collaborative approach across different disciplines would improve patient results even more. 
An assessment of services has revealed the necessity for more financing and deployment of resources in the public sector to decrease waiting times and enhance the availability of care. Public-private collaboration can help alleviate budgetary obstacles and guarantee fair and equal availability of top-notch mental health care. Providing financial support and forming partnerships with volunteer organisations would strengthen community-based assistance and increase public knowledge about mental health disorders. 
By implementing these suggestions, mental health services can enhance their ability to cater to the requirements of persons with OCD and Anxiety Disorders, offering them the thorough and efficient treatment they are entitled to. 
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