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[bookmark: _Toc68520313]Introduction
This is a report examining the classification, diagnosis, treatment and measurements of rehabilitation by using ICD-10, chapter 5 of the following conditions: General Anxiety Disorder; Schizophrenia; and Autism. The report concluded with a conclusion at the end.  
[bookmark: _Toc68520314]General Anxiety Disorder  
Typically anxiety is defined as elevated emotional state of apprehension, worries and concerns which can lead to the sweat glands and heart rate to rise. When one regularly experiences excessive tension, worries or anxiousness, this may be a sign of generalised anxiety disorder (GAD) (Goodman and Fuller, 2015). Furthermore, symptoms can range from mild to severe and can last up to 6 months or more. 
[bookmark: _Toc68520315]Classification
[bookmark: _Hlk68021759]There are two significant classification systems applied for diagnosing mental disorders: The Diagnostic and Statistical Manual of Mental Disorders (DSM-IV) and the International Classification of Diseases (ICD-10). DSM-IV is mainly used in the USA and ICD-10 is employed everywhere else in the world (American Psychiatric Association 2000; First et al. 2018). The ICD-10 criteria for mental and behavioral disorders are F00-F99 and Neurotic, stress-related and somatoform disorders is F40-F48, other anxiety disorders F41 and the criteria for generalized anxiety disorder is F41.1, excludes: neurasthenia F48.0 (ICD-10, 2019).
[bookmark: _Hlk67750263]People with moderate symptoms of GAD F41.1 have chronic, excessive worries and tension without a reasonable cause. The persistent tension and stress they experience can be more severe than the severity of apprehension an average person may feel (Tyrer and Baldwin, 2006). Furthermore, people with moderate symptoms of GAD will always presume a disaster is near or waiting to happen with additional worries about relationships, health and employment. Although there may be episodes when people with GAD do not feel over excessively tensed or worried, they are still able to avoid situations that can cause anxiety and also be able to uphold jobs and socialise (Tyrer and Baldwin, 2006). 
According to (Tyrer and Baldwin, 2006) people with severe symptoms of GAD F41.1 feel immense anxiety regardless of how big or small over things like money, employment or even vehicle repairs like cars or motorcycles. They can be very restricted in their day to day living due to the constant worries and the thought of disasters waiting to happen. Additionally, basic tasks may become extremely hard to overcome with a high percentage of sufferers most likely to be unemployed. Another symptom of severe GAD is the presence of depression as a result of frustration which is uncontrollable due to the high levels of anxiety. Further symptoms include lack of concentration, fatigue, sleeping problems and the feeling of fear or not interested in life itself (Tyrer and Baldwin, 2006). 
[bookmark: _Toc68520316]Diagnosis
According to American Psychiatric Association (2000) and World Health Organisation (1994) diagnosis requirement for generalised anxiety disorder (GAD) have changed overtime but diagnosis of symptoms have always included excessive, persistent and unreasonable anxiety with a combination of more than one somatic and psychological complaints. Within the WHO's International Statistical Classification of Diseases and Related Health Problems, 10th Revision (ICD-10) criteria, somatic and psychological complaints are given prominence where at least one symptom of palpitations, perspiration, dry mouth or trembling together with three other symptoms from the following: chest pains, nausea, stomach pains, problems with breathing, myalgia, tingling, numbness, choking, fear of dying or losing control and depersonalisation or depression are required to be present for diagnosis. For DSM-IV diagnosis purposes three symptoms from the following must be present: feeling on the edge or agitation; feeling fatigued easily; not being able to focus or concentrate; muscle tension; irritability or experiencing sleeping troubles. The symptoms must be present for six months or more for a clinical diagnosis of GAD which had been raised from one month (Zimmerman and Chelminski, 2003). However, there is little difference between patients who have symptoms present between 1-6 months and those who’s duration of symptoms has exceeded the 6 months threshold (Kessler et al. 2005). GAD can also be diagnosed from the early stages of adulthood (Sherbourne et al 1996; Kessler et al 2005) with women more likely than men to be diagnosed with an anxiety disorder (Bandelow and Michaelis, 2015). 
[bookmark: _Toc68520317]Treatment
[bookmark: _Hlk67651578][bookmark: _Hlk67742600]Due to limited resources, psychological therapies cannot be given as regularly even though it is regarded by patients as the more preferred choice over drug treatment (Deans and Skinner, 1992). However, doctors in some western countries will prescribe drug treatment regardless of patient preference (Deans and Skinner, 1992). In the UK, patients can request psychological therapies like cognitive behavioral therapy (CBT) on the NHS without a referral from their doctor (NHS, 2018). The methods used for psychotherapy is known as talk therapy or counselling working together with a therapist and CBT which is perhaps the most effective method of psychotherapy for generalized anxiety disorder (Tyrer and Baldwin, 2006). CBT is usually a short-term therapy which focuses on self-management by teaching patients’ specific skills to self-manage worries and eventually return back to day-to-day activities which may have been avoided due to GAD (DeMartini et al. 2019). According to Whittington et al (2004) medical practitioners should not be in a hurry with treatments that may carry risks, for example the use of selective serotonin reuptake inhibitors (SSRIs). SSRIs are commonly used in the treatment of depression in children and adolescents, but the evidence of its efficiency is still yet to be proven. For these reasons there are current guidelines (Baldwin and Polkinghorn 2005; National Collaborating Centre for Mental Health (UK) 2011) that recommend the use of either certain tricyclic antidepressants, buspirone, pregabalin or cognitive behavioral therapy (CBT) as first choice treatments with a preference for CBT over drug treatment. 
[bookmark: _Toc68520318]Measurement of rehabilitation
[bookmark: _Hlk67839775]The nine-item patient health questionnaire (PHQ-9) is a clinical scale used to measure depression and was developed by researchers at the Columbia University (Collins, 2019). Clinical scale used to evaluate general anxiety disorder is the seven-item generalised anxiety disorder (GAD-7) which was developed and validated based on DSM-IV criteria (Spitzer et al. 2006). The NHS medical health professionals use the scores from GAD-7 and PHQ-9 to make provisional diagnosis; to determine the severity; to make decisions on referrals; to assist with therapy sessions; and to observe any changes in patients’ conditions (Collins, 2019). Medical health professionals and researchers have agreed on the benefits of using questionnaires like GAD-7 in treating people with mental health conditions. Also, research in the future may also conclude that over time the tool maybe useful in evaluating changes in the severity of anxiety, however according to Spitzer et al (2006) GAD-7 needs to be confirmed by further evaluation as it only provides probable diagnosis. 
[bookmark: _Toc68520319]Recommendation for improvement
In specific cases both CBT and drug treatment is advisable and may significantly improve the quality of life for GAD suffers. GAD is very common and has many symptoms, however it can be quite easily detectable and should be managed within primary care settings (Bandelow et al. 2013). Furthermore, decision on treatment should be based on the clinical features of the patient such as the adverse effects of treatments, condition of patient, patients’ preferences and availability of services. 
[bookmark: _Toc68520320]Schizophrenia
[bookmark: _Hlk67865788][bookmark: _Hlk67950275]Schizophrenia is referred to as a mental illness of the brain in which individuals’ interpretation of reality is abnormal and is identified by a combination of hallucinations, disordered thinking, delusions and social behavior that has a harmful impact on normal living (Blackman and MacCabe, 2020). Globally it is highly associated with morbidity and mortality and is linked to a high degree of financial burden on the health and social care sector, but early treatments may help controlling symptoms in the long-term prior to the development of serious complications (Owen et al 2016; Blackman and MacCabe, 2020).  
[bookmark: _Toc68520321]Classification
Guidelines in England and Wales concerned with treating and managing schizophrenia and its associated disorders can be found within the National Collaborating Centre for Mental Health (NCCMH) funded and commissioned by the National Institute for Clinical Excellence (NICE). Responsibility lies with NICE guidelines for improving the quality of clinical practice for professional health workers and the guidelines relates to the classification system used for diagnosing mental disorders by the tenth edition of the International Statistical Classification of Diseases and Related Health Problems (ICD–10), (Kendall et al. 2004). These disorders are schizophrenia, schizotypal, schizoaffective and delusional disorders (F20-F29), (ICD-10, 2019). 
[bookmark: _Hlk67932416][bookmark: _Hlk67935218][bookmark: _Hlk67925983]The ICD -10 criteria for schizophrenic lists more symptoms than the DSM-IV and requires the presence of a symptom for one month or more. Usually, schizophrenia symptoms are separated in to positive and negative groups. Positive symptoms also sometimes referred to as psychotic symptoms, include hallucinations, the hearing of voices; delusions, being paranoid; and losing the natural ability to think clearly which is generally displayed in one’s speech. The manifestation of Negative symptom tends to be lasting features such as cognitive deficit, emotional apathy, loss of social interaction, lack of motivation, anhedonia, self-neglect, poverty of thinking and speaking (NICE, 2014b). Another symptom cluster for the illness is psychomotor such as catatonic behavior which includes increased muscle tension, holding a body pose in a strange way, imitating behaviors of others, agitation and lack of response (Mayo clinic, 2020). The manifestation of the illness usually occurs during early adulthood and typically follows a chronic course, but it is very unlikely for adolescents to be diagnosed with the illness prior to puberty (Blackman and MacCabe, 2020). Furthermore, men can be diagnosed with the illness earlier than women and it can affect older people later on in life (Folsom et al. 2006).
[bookmark: _Toc68520322]Diagnosis
In England and Wales, NICE guidelines related to the ICD–10 (Kendall et al. 2004) should be used by healthcare professionals and at the early onset of assessment, a thorough psychiatric, social and medical history should be gathered. It is important to physically examine the patient via neurological examination to try and discover organic pathology as this is vital, and further examinations where possible should be conducted to identify cognitive decline. Additionally, blood tests such as baseline prolactin, lipid and glycaemic profile are encouraged to be taken regularly as well as screening for alcohol and drugs. More information may be required by the doctor such as an MRI or CT scan (Blackman and MacCabe, 2020).
[bookmark: _Hlk68099234]It can be very challenging for clinicians to make accurate predictions for the course and outcome in schizophrenia due to the many underlying variation of the disorder. Moreover, due to the uncertainty surrounding diagnosis, it raises a number of problems for the service users. Despite the issues, caution should be taken for diagnosing schizophrenia and health professionals have a duty to provide good, open and clear information regarding services and treatments (Blackman and MacCabe, 2020).
[bookmark: _Toc68520323]Treatment
[bookmark: _Hlk68100514]Pharmacological interventions such as the use of antipsychotic agents are used for treating positive symptoms of schizophrenia but partly effective in treating negative symptoms and this is usually the first line treatment (Blackman and MacCabe, 2020). Furthermore, studies carried out by various scholars have stated that early intervention services like pharmacological, psychological and educational interventions can help improve outcomes and the key component of care is antipsychotic medication (Keating et al 2017; Gardsjord et al 2016; Dixon and Stroup 2015). But there needs to be guidelines specifically addressing the important health questions related to the use of pharmacological interventions during the first episodes of the disorder (Patel et al. 2008). However, other scholars in their studies have stated a lot of people stop taking these drugs due to side effects and NICE guidelines in the UK has expressed the need for more research to be carried out into the use of other forms of interventions such as family and cognitive behavioral therapy CBT) rather than the use of antipsychotics (Cooper et al 2020; NICE 2014b). 
[bookmark: _Hlk68108845]Alternative form of treatments such as psychosocial (family and cognitive behavioral therapy CBT) have been recommended due to its benefits (Read and Ross 2011; NICE 2014b). Milieu therapy interventions are being used in hospital settings due to its positive results and are safe, easy and cost effective (Bhat et al. 2020). Additionally, another form of intervention that is beneficial is the token economy approach. This is a behavioral therapy technique used to change behaviors of patients by means of administrating tokens for performance. This approach usually has positive effects on negative symptoms therefore token economy requires further exploration and careful evaluation (McMonagle and Sultana, 2000).	
[bookmark: _Toc68520324]Measurement of rehabilitation
According to NICE (2020) both lead commissioner and service providers should work together to make sure that schizophrenia sufferers have sufficient access to rehabilitation services regardless of age, gender, ethnicity and other characteristics protected by the Equality Act 2010 and there should be active monitoring and reports on access. Patient in hospitals and community rehab services should be overseen by multidisciplinary teams involving a range of professionals with skills and expertise in mental health rehabilitation. Tools to consider for quality improvement include Quality Indicator for Rehabilitative Care (QuIRC) for patients in hospitals rehab units and the QuIRC-Supported Accommodation (QuIRC-SA) for supported accommodation. Furthermore, staff in rehab services should aim to adopt individuals' independence, provide support for treatments and help them with self-management (NICE, 2020).
[bookmark: _Toc68520325]Recommendation for improvement
Schizophrenia patients should be presented to early intervention services especially during the first episode or first presentation of the disorder. Those who do not wish to participate in drug treatments should be offered alternative evidence-based treatments in line with NICE guidelines. Schizophrenia patients should receive a comprehensive multidisciplinary assessment and competent health care professionals should work only with patients. Furthermore, making decisions based on NICE guidelines will allow to use and implement information based on the best evidence available (NICE, 2014b). 
[bookmark: _Toc68520326]Autism
During 1943, the first description of autism were beginning to emerge from a study of a group of 11 children. Child psychiatrist Leo Kanner wrote an article describing for the first time how in his clinic, 11 children were behaving oddly, tended to be aloof, hyperactive, oversensitivity to stimuli, communication problems and socially disconnected from others. Although, the term autism was first thought off at the beginning of the 20th Century by Bleuler, it was Leo Kanner who first clinically described autism. Similarly, within a year Hans Asperger reported his findings from a study of 4 children by describing the condition as  autistic psychopathy, but his studies did not get much interest until nearly four decades later (Herbert, 2007). 
[bookmark: _Toc68520327]Classification
Generally, the most used diagnostic manual in the UK is the ICD-10 and it displays a wide range of possible autism profiles and codes included under the F84 Pervasive developmental disorders (F84-F84.9), (National Autistic Society 2021; ICD-10 2019). 
Autism is a complex behavioral disorder which involves a wide range of mild to severe symptoms that typically appear before a child turns three and has bewildered scientists for more than a century. Autistic children find it difficult to understand the emotional wellbeing, anger, grief or manipulative intentions of others. Problems related to the disorder include: talking skills; initiating or holding down conversations; extensive exhibition of intense preoccupation with an item, activity or movements; sensitivity and over stimulation that can lead to a meltdown. Early diagnosis and intervention is vital for an autistic child to reach crucial milestones. However, the symptoms can make it very difficult for them to have autonomy, even if they possess normal intellect capacity (Rodier, 2000).   
[bookmark: _Toc68520328]Diagnosis
[bookmark: _Hlk68345873]In the UK, NICE (2017) guidelines recommends those diagnosed and assessed with autism should have access to a local autism multi-agency strategy group and assessment should start within 3 months of referral. Furthermore, the group should consist of paediatrician or child and adolescent psychiatrist, speech and language therapist and a clinical or educational psychologist. Access to joint professionals such as occupational therapy, physiotherapy and paediatric neurology should be available and children 3 years and younger with speech problems should be referred for assessment immediately (Yates and Couteur 2016; NICE 2017). Diagnosis assessment should include questions about home; education; social experiences; history of development and behavior features; social and communication observation based on ICD-10 criteria; medical history including family history; physical examination; assessment for additional symptoms coinciding with autism; and gathering information for strengths and weaknesses in all areas. Questions should be put forward to all parties involved or caring for the autistic individual. Moreover, considerations should be given to the use of an autism-specific tool and differential diagnosis to gather information (NICE, 2014a). 
[bookmark: _Toc68520329]Treatment
According NICE (2016) adults with autism should have a choice of care in relation to their needs and preferences. They should have the opportunity to make decisions about their care with the help of healthcare professionals. But if they do not possess the mental capacity to make own decisions than professionals should follow the Department of Health's advice on consent and the code of practice related to the Mental Capacity Act and in Wales, professionals should follow advice on consent from the Welsh Government. 
[bookmark: _Hlk68354788]Interventions such as psychosocial should be considered and delivered by professionals, parent, carer or teachers to help control the main issues surrounding autism. According to NICE (2014a) evidence suggests the use of various types of psychosocial interventions can be beneficial but can vary in some people. Strategies for psychosocial interventions recommended should include adapting to the level of child’s development; being more aware of the child’s sensitivity and response to communication and interaction; therapist techniques; and using techniques to encourage social interactions with other children.   
Interventions not to be used for under 19s with autism include: neurofeedback for managing talking problems; auditory integration training for managing talking problems; managing sleep issues with omega‑3 fatty acids; secretin; chelation; and hyperbaric oxygen therapy (NICE, 2013). 
[bookmark: _Toc68520330][bookmark: _Hlk68444136]Measurement of rehabilitation
Clinical tools such as the Autism Diagnostic Observation Schedule (ADOS) can be used to measure and observe the severity of the disorder and for diagnostic purposes (Gotham et al. 2009). The ADOS was developed in particular for making differential diagnosis and is very thorough for examining social, communication and behavior features of autism (Lord et al. 2000). Other measures include the Autism Diagnostic Interview – Revised (ADI-R) and concentrates on the main deficits of the disorder via interview with parent or carer to obtain a historical nature of a child and is very useful in distinguishing autism from other development disorders (Tadevosyan-Leyfer et al. 2003). 
There are many tools available to assess and describe core symptoms and behavioral outcome of autism and they continue to be utilized for measuring results in clinics and research facilities all around the world. However, measuring the results presents practical challenges related to variability of child development, cognitive incapacity and communication deficiencies (Payakachat et al. 2012). 
[bookmark: _Toc68520331]Recommendation for improvement
According to NICE (2013), a key worker approach for autistic individuals should be delivered because the model of care for autism services could be cost effective and appropriate. Other recommendations include parents and carers should be in a group-based training intervention based clinically and cost-efficient in reducing early and developing behavior of autism; management of sleep problems; early trials of CBT; teacher, parent and peer-mediated psychosocial interventions in pre‑school children with autism. 
[bookmark: _Toc68520332]Conclusion
Decisions on treatment should be based on the clinical features of the patient such as the adverse effects of treatments, condition of patient, patients’ preferences and availability of services. It is recommended to follow NICE guidelines as it gives advice on the preferred course of actions to take such as the use of CBT.
The National Institute for Health and Care Excellence for all patients with schizophrenia recommends educating family members about how to manage the illness by changing their attitude and behavior. Evidence points towards the use of psychosocial interventions, with a preference for CBT over medication for improved clinical results. 
The early onset of identifying developmental disorders such as autism is crucial to the well-being of children and their families. It is an essential role of the primary-care medical home and an appropriate obligation of all health care professionals to deliver a cost-effective model of care. 
[bookmark: _Toc68520333]List of References

American Psychiatric Association (2000). Diagnostic and Statistical Manual of Mental Disorders, 4th Edition, Text revision (DSM-IV-TRTM), American Psychiatric Association, Washington pp. 472-476. 
[bookmark: _Hlk67742146]Baldwin D S and Polkinghorn C (2005). Evidence-based pharmacotherapy of generalized anxiety disorder. International Journal of Neuropsychopharmacology. 8, (2), pp 293–302. Available at: https://doi.org/10.1017/S1461145704004870 (accessed: 26th March 2021).
[bookmark: _Hlk67498858]Bandelow B and Michaelis S (2015). Epidemiology of anxiety disorders in the 21st century. Dialogues in clinical neuroscience, 17(3), pp 327–335. Available at:  https://doi.org/10.31887/DCNS.2015.17.3/bbandelow (accessed: 24th March 2021).
Bandelow B, Boerner J R, Kasper S, Linden M, Wittchen H U and Möller H J (2013). The diagnosis and treatment of generalized anxiety disorder. Deutsches Arzteblatt international. 110(17), pp 300–310. Available at: https://doi.org/10.3238/arztebl.2013.0300 (accessed: 27th March 2021).  
Bhat S, Rentala S, Nanjegowda R B and Chellappan X B (2020). Effectiveness of Milieu Therapy in reducing conflicts and containment rates among schizophrenia patients. 38(1). Available at: https://doi.org/10.17533/udea.iee.v38n1e06 (accessed: 31st March 2021). 
Blackman G and MacCabe J H (2020). Schizophrenia. Medicine, 48(11), pp 704-708. Available at: https://doi.org/10.1016/j.mpmed.2020.08.004 (accessed: 28th March 2021). 
Collins B (2019). Outcomes for mental health services What really matters?. Available at: https://www.kingsfund.org.uk/sites/default/files/2019-03/outcomes-mental-health-services_0.pdf (accessed: 27th March 2021). 
Cooper R E, Laxhman N, Crellin N, Moncrieff J and Priebe S (2020). Psychosocial interventions for people with schizophrenia or psychosis on minimal or no antipsychotic medication: A systematic review. Schizophrenia Research.  (225) pp 15-30. Available at: https://doi.org/10.1016/j.schres.2019.05.020. (accessed: 31st March 2021). 
Deans H G and Skinner P (1992). Doctors' views on anxiety management in general practice. Journal of the Royal Society of Medicine. 85(2), pp 83–86. Available at: https://pubmed.ncbi.nlm.nih.gov/1538386/ (accessed: 25th March 2021). 
DeMartini J, Patel G and Fancher T L (2019). Generalized Anxiety Disorder. Annals of internal medicine, 170(7), ITC49–ITC64. Available at: https://doi.org/10.7326/AITC201904020  (accessed: 25th March 2021).
Dixon L B and Stroup T S (2015). Medications for first-episode psychosis: making a good start. The American journal of psychiatry, 172(3), pp 209–211. Available at:  https://doi.org/10.1176/appi.ajp.2014.14111465 (accessed: 31st March 2021). 
First M B, Rebello T J,  Keeley J W, Bhargava R, Dai Y, Kulygina M, Matsumoto C, Robles R, Stona A C and Reed G M (2018). Do mental health professionals use diagnostic classifications the way we think they do? A global survey. World psychiatry : official journal of the World Psychiatric Association (WPA). 17(2), pp 187–195. Available at:  https://doi.org/10.1002/wps.20525 (accessed: 23rd March 2021).
[bookmark: _Hlk67869264]Folsom D P, Lebowitz B D, Lindamer L A, Palmer B W, Patterson T L and Jeste D V (2006). Schizophrenia in late life: emerging issues. Dialogues in clinical neuroscience. 8(1), pp 45–52. Available at: https://doi.org/10.31887/DCNS.2006.8.1/dfolsom (accessed:27th March 2021). 
[bookmark: _Hlk68101640]Gardsjord E S, Romm K L, Friis S, Barder H E, Evensen J, Haahr U, ten Velden Hegelstad, W, Joa I, Johannessen J O, Langeveld J, Larsen T K, Opjordsmoen S, Rund B R, Simonsen E, Vaglum P, McGlashan T, Melle I and Røssberg J I (2016). Subjective quality of life in first-episode psychosis. A ten-year follow-up study. Schizophrenia research, 172(1-3), pp 23–28. Available at:  https://doi.org/10.1016/j.schres.2016.02.034 (accessed: 31st March 2021). 
Goodman C C and Fuller K S (2015). Pathology: implications for the physical therapist. 3rd ed. St. Louis, MO: Elsevier Saunders. 
Gotham K, Pickles A and Lord C (2009). Standardizing ADOS scores for a measure of severity in autism spectrum disorders. Journal of autism and developmental disorders, 39(5), pp 693–705. Available at: https://doi.org/10.1007/s10803-008-0674-3 (accessed: 4th April 2021).
[bookmark: _Hlk68216892]Herbert M R (2007). Autism. Editor(s): Sid Gilman. Neurobiology of Disease. Academic Press, pp 581-591. Available at: https://doi.org/10.1016/B978-012088592-3/50054-2. (accessed: 1st March 2021). 
ICD-10 (2019). Chapter V mental and behavioural disorders, Neurotic, stress-related and somatoform disorders (F40-F48). Available at: https://icd.who.int/browse10/2019/en#/F40-F48 (accessed: 23rd 2021). 
ICD-11. International Classification of Diseases 11th Revision. The global standard for diagnostic health information. Available at: https://icd.who.int/en (accessed: 23rd March 2021). 
Keating D, McWilliams S, Schneider I, Hynes C, Cousins G, Strawbridge J and Clarke M (2017). Pharmacological guidelines for schizophrenia: a systematic review and comparison of recommendations for the first episode. BMJ open, 7(1). Available at:  https://doi.org/10.1136/bmjopen-2016-013881 (accessed: 31st March 2021). 
Kendall T, Pilling S, Pettinari C and Whittington C (2004). Clinical Guidelines in Mental Health I: The National Collaborating Centre for Mental Health. Psychiatric Bulletin, 28(5), pp 156-159. Available at:  https://doi.org/10.1192/pb.28.5.156 (accessed: 30th March 2021). 
Kessler R C, Berglund P, Demler O, Jin R, Merikangas K R and Walters E E (2005). Lifetime prevalence and age-of-onset distributions of DSM-IV disorders in the National Comorbidity Survey Replication. Archives of general psychiatry. 62(6), pp 593–602. Available at: https://doi.org/10.1001/archpsyc.62.6.593 (accessed: 24th March 2021)
Kessler R C, Brandenburg N, Lane M, Roy-Byrne P, Stang P D, Stein D J and Wittchen, H U (2005). Rethinking the duration requirement for generalized anxiety disorder: evidence from the National Comorbidity Survey Replication. Psychological medicine. 35(7), pp 1073–1082.  Available at: https://doi.org/10.1017/s0033291705004538 (accessed: 25th March 2021). 
Lord C, Risi S, Lambrecht L, Cook E H Jr, Leventhal B L, DiLavore P C, Pickles A and Rutter M (2000). The autism diagnostic observation schedule-generic: a standard measure of social and communication deficits associated with the spectrum of autism. Journal of autism and developmental disorders, 30(3), pp 205–223. Available at: https://pubmed.ncbi.nlm.nih.gov/11055457/ (accessed 4th April 2021). 
Mayo clinic (2020). Schizophrenia. Available at: https://www.mayoclinic.org/diseases-conditions/schizophrenia/symptoms-causes/syc-20354443 (accessed: 30th March 2021). 
McMonagle T and Sultana A (2000). Token economy for schizophrenia. The Cochrane database of systematic reviews.  (3). Available at:  https://doi.org/10.1002/14651858.CD001473 (accessed: 31st March 2021). 
National Autistic Society (2021). Diagnostic criteria. Available at: https://www.autism.org.uk/advice-and-guidance/topics/diagnosis/diagnostic-criteria/all-audiences (accessed: 1st March 2021). 
National Collaborating Centre for Mental Health (UK). (2011). Generalised Anxiety Disorder in Adults: Management in Primary, Secondary and Community Care. British Psychological Society.
NHS (2018). Overview - Generalised anxiety disorder in adults. Available at: https://www.nhs.uk/mental-health/conditions/generalised-anxiety-disorder/overview/ (accessed:23rd March 2021). 
NICE (2013). Autism spectrum disorder in under 19s: support and management. Available at: https://www.nice.org.uk/guidance/cg170/chapter/1-Recommendations#interventions-for-autism-that-should-not-be-used (accessed: 4th April 2021). 
NICE (2014a). Autism. Available at: https://www.nice.org.uk/guidance/qs51/chapter/Quality-statement-1-Diagnostic-assessment-by-an-autism-team (accessed: 1st April 2021). 
NICE (2014b). Psychosis and schizophrenia in adults: prevention and management. Available at: https://www.nice.org.uk/guidance/cg178/chapter/Introduction (accessed: 29th March 2021). 
NICE (2016). Autism spectrum disorder in adults: diagnosis and management. Available at: https://www.nice.org.uk/guidance/cg142/chapter/guidance#identification-and-assessment (accessed: 1st April 2021). 
NICE (2017). Autism spectrum disorder in under 19s: recognition, referral and diagnosis. Available at: https://www.nice.org.uk/guidance/cg128/chapter/Recommendations#local-pathway-for-recognition-referral-and-diagnostic-assessment-of-possible-autism (accessed: 1st April 2021). 
NICE (2020). Rehabilitation for adults with complex psychosis, Available at: https://www.nice.org.uk/guidance/ng181/resources/rehabilitation-for-adults-with-complex-psychosis-pdf-66142016643013 (accessed: 1st April 2021). 
Owen M J, Sawa A and Mortensen P B (2016). Schizophrenia. Lancet (London, England), 388(10039), pp 86–97. Available at: https://doi.org/10.1016/S0140-6736(15)01121-6 (accessed: 29th March 2021). 
Patel S R, Bakken S and Ruland C (2008). Recent advances in shared decision making for mental health. Current opinion in psychiatry, 21(6), pp 606–612. Available at:  https://doi.org/10.1097/YCO.0b013e32830eb6b4 (accessed: 31st March 2021). 
Payakachat N, Tilford J M, Kovacs E and Kuhlthau K (2012). Autism spectrum disorders: a review of measures for clinical, health services and cost-effectiveness applications. Expert review of pharmacoeconomics & outcomes research, 12(4), pp 485–503. Available at: https://doi.org/10.1586/erp.12.29 (accessed: 4th April 2021). 
Read J and Ross C A (2011). Psychological Trauma and Psychosis: Another Reason Why People Diagnosed Schizophrenic Must Be Offered Psychological Therapies. The Journal of the American Academy of psychoanalysis and Dynamic Psychiatry. 31(1). Available at: https://doi.org/10.1521/jaap.31.1.247.21938 (accessed: 31st March 2021). 
Rodier P (2000). The Early Origins of Autism. Scientific American, 282(2), pp 56-63. Available at:  http://www.jstor.org/stable/26058601 (accessed: 1st April 2021). 
Sherbourne C D, Jackson C A, Meredith L S, Camp P and Wells K B (1996). Prevalence of comorbid anxiety disorders in primary care outpatients. Archives of family medicine 5(1), pp 27–35. Available at:  https://doi.org/10.1001/archfami.5.1.27  (accessed: 24th March 2021).
Spitzer R L, Kroenke K, Williams J B and Löwe B (2006). A brief measure for assessing generalized anxiety disorder: the GAD-7. Archives of internal medicine. 166(10), pp 1092–1097. Available at: https://doi.org/10.1001/archinte.166.10.1092 (accessed: 27th March 2021).
Tadevosyan-Leyfer O, Dowd M, Mankoski R, Winklosky B, Putnam S, McGrath L, Tager-Flusberg H and Folstein S E (2003). A principal components analysis of the Autism Diagnostic Interview-Revised. Journal of the American Academy of Child and Adolescent Psychiatry, 42(7), pp 864–872. Available at:  https://doi.org/10.1097/01.CHI.0000046870.56865.90 (accessed: 4th April 2021).
Tyrer P and Baldwin D (2006). Generalised anxiety disorder. Lancet (London, England), 368(9553) pp 2156–2166. Available at:  https://doi.org/10.1016/S0140-6736(06)69865-6 (accessed: 23rd March 2021). 
Whittington C, Kendall T, Fonagy P, Cottrell D, Cotgrove A, Boddington E (2004). Selective serotonin reuptake inhibitors in childhood depression: systematic review of published versus unpublished data. The Lancet. 363, (9418), pp 1341-1345. Available at: https://doi.org/10.1016/S0140-6736(04)16043-1 (accessed; 26th March 2021). 
WHO's International Statistical Classification of Diseases and Related Health Problems, 10th Revision (ICD-10) criteria. 
World Health Organisation (1994). Pocket Guide to the ICD-10 Classification of Mental and Behavioral Disorders with Glossary and Diagnostic Criteria for Research (DCR-10), pp. 158-160. Edinburgh: Churchill Livingstone.
Yates and Couteur A L (2016). Diagnosing autism/autism spectrum disorders. Paediatrics and Child Health, 26(12), pp 513-518. Available at: https://doi.org/10.1016/j.paed.2016.08.004 (accessed: 1st April 2021). 
Zimmerman M and Chelminski I (2003). Generalized anxiety disorder in patients with major depression: is DSM-IV's hierarchy correct?. The American journal of psychiatry, 160(3), pp 504–512.Avaible at:  https://doi.org/10.1176/appi.ajp.160.3.504 (accessed: 25th March 2021). 
2

