Kushba Begum – 1713328
BSc Health and Social Care
Mental Disorders and Psychopathology
Module Code: BMHP6006_BIRM
Lecturer: Dushika Soundararajan





















Table of Contents

Introduction	3
Schizophrenia	3
ICD-10-Classification-and-Diagnosis	4
Treatments	5
Measurements-of-rehabilitation	6
Recommendation	6
Autism	7
ICD-10-Classification-and-diagnosis	8
Treatment	9
Measures-of-rehabilitation	9
Recommendation	9
Generalized Anxiety Disorder	10
ICD-10-Classification-and-Diagnosis	10
Treatments	11
Measures-of-rehabilitation	11
Recommendation	12
Conclusion	12
REFERENCES	14














[bookmark: _Toc68703721]Introduction

This report explains the classification, diagnosis, treatment, and measurements of rehabilitation for the following conditions: Schizophrenia, Autism, and General Anxiety Disorder, based on the World Health Organization’s International Classification of Diseases tenth revision (ICD-10) studying chapter V on Mental and Behavioural Disorders clinical descriptions and diagnostic guidelines. 

[bookmark: _Hlk68133255][bookmark: _Toc68703722]Schizophrenia

Schizophrenia is a prolonged and acute condition of the brain that has an impact on a person’s behaviour and affects their thoughts. It is complex yet a common chronic psychotic disorder that affects an estimated 1% of the UK adult population (Maria et al. 2012). Schizophrenia is one of the most highly stigmatised mental health conditions. Society perceives those with schizophrenia as dangerous people (Smith et al. 2011). Both male and female are equally affected, although research suggests the onset cultivates later in females. schizophrenia can affect more than 1 person of the same family and it is more prevalent in identical twins. The onset of the symptoms is most likely to manifest during the teenage years to young adulthood (Kahn et al. 2015; Patel et al. 2014).
Psychoses attacks are often cruel and debilitating situations that can lead to self-harm and early mortality. (Saha et al. 2007) However, with the right combination of treatment people with psychotic syndrome can lead a functional and productive life. Although research shows a majority often experience persistent relapse episodes, mainly a consequence of stopping any form of treatment. (Carbon and Corell, 2014).
Schizophrenic warning signs, in general, are characteristics of paradoxes in thinking and perceptions which are acute enough to misrepresent perception of reality. Social interaction and activities of daily living can be extremely difficult because of the prevalence of odd behaviour and strange ideas (De'Girolamo et al. 2012).
Symptoms are allocated into three categories which are termed “positive”, “negative”, and “cognitive” symptoms. Positive represents experiences of sensations that are not there, such as auditory hallucinations and delusional beliefs. And negative signifies a flat response from a person by exhibiting a lack of motivation, social withdrawal, and apathy. Many people often experience a mixture of the two. The severity of symptoms can range from low to acute and often change at daily intervals and reflect the seasons. The third category involves difficulties with concentration and poor memory (National Institute of Mental Health, 2020).
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[bookmark: _Hlk68454626]The ICD-10 is a tool used by health professionals to diagnose this highly misunderstood psychiatric diagnosis. (World Health Organisation, 2010). Fusar-Poli et al. (2016) state someone experiencing psychosis, can often mean a red flag for schizophrenia. ICD-10 is to be followed to ensure diagnostic validity. To be diagnosed with schizophrenia a person must experience anyone clear symptoms (two or more if not clear-cut) from a list of pathognomonic symptoms, including false sensory hallucinations which are non-existent to the objective world. These imaginary sensations will however feel very real to the schizophrenic. Also, the person may be delirious which often means delusions take over the mind. A person thought process becomes scattered. A false belief is created by this symptom. The belief is unchangeable even if the evidence against it is provided. Disorganised speech, disorganised thinking, or catatonic behaviour are commonly present and associated with unusual unresponsive stupor. The ICD-10 state these symptoms must be present for the majority of the month or longer (Fusar-Poli et al. 2016). Frequent episodes of distortions of seeing things or hearing internal voices that are not happening can create a lot of confusion in the brain. 
The ICD-10 diagnostic guidelines provide a pattern of course. The route of the condition is classified varying from continuous to complete remission. 
Chapter five of the ICD-10 includes F20-F29 Schizophrenia, schizotypal and delusional disorders. Within this block is F20-Schizophrenia and sub-types include:
F20.0-Paranoid schizophrenia, universally common, positive symptoms, includes paraphrenic schizophrenia, excludes F22.0 paranoia, F22.8 involutional paranoid state
F20.1-Hebephrenic schizophrenic excludes negative symptoms, includes disorganised speech/behaviour’s 
F20.2-Catatonic schizophrenia, patients resist to move, unresponsive stupor, sudden excitement, agitated or mutism.
F20.3-Undifferentiated schizophrenia, more than one type of predominant symptoms 
F20.4-Post-schizophrenic depression, previously met criteria F20, some symptoms present, minimum of 2 weeks of F32-Depressive episode symptoms must be present
F20.5-Residual schizophrenic
F20.6-Simple schizophrenia
F20.8-Other schizophrenia
F20.9-Schizophrenia, unspecified. 
ICD-9 to ICD-10.  A substantial difference is a size of ICD-10 being much larger with 100 categories which mean a family of disorders are considerably expanded and a new coding style starting with an alphanumeric coding method, whereas ICD-9 consists of 30 categories with three-character numerals (World Health Organisation, 2010). 
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Treatment options include pharmacological interventions such as neuroleptics which help block the effect of the chemical dopamine on the brain and psychological therapy including Cognitive Behavioural Therapy. Early intervention is key to successful outcomes and avoiding potential relapse (NHS, 2019).
A combination of medicine and therapy is designed to help treat and manage the conditions. However, antipsychotic drugs are more effective with positive symptoms than negative and cognitive symptoms. Also, it can take several months for symptoms to improve and many do see their schizophrenia recur thus long-term treatment is required (Dokucu, 2015).
Community mental health teams (CMHT) specialise in treatment, support and advice to individuals who suffer from psychosis syndromes. 
A personal approach to receiving the right treatment is the Care programme approach which ensures the right care is provided to suit the needs of the patient. Such programmes include cognitive behavioural therapy which aims to modify behaviour and thoughts. Also, social skill training to improve patient autonomy and social-cognitive. However, not all schizophrenic patients use this service as other alternatives are in place. (Birchwood and Trower, 2006).
Crisis resolution teams (CRT) help and treat patients in their own home, or a designated crisis address and who are in a stage of emergency with their conditions. Without their help, these people would be hospitalised. The CRT aims to take care of patients in the least restrictive situation possible. Once the crisis is over the CRTs responsibility lies in planning after-care in an attempt to avoid any further crisis recurring (NHS, 2019).
Voluntary and compulsory detention are places for the safety of patients with severe schizophrenic occurrences. This involves voluntary admission to a secure ward with the psychiatrist's agreement or in some cases be compulsory under the Mental Health Act 2007, this is usually when they pose a threat to themselves or society (NHS, 2019).
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Psychiatric measures of rehabilitation are important for achieving the best possible outcomes for a patient to reduce their dependence on mental healthcare. (Chue and Lalonde, 2014)
Fantini et al. (2016) state health professionals use measurement interventions to assist patients reintegrating into the community and also help maintain their ability to cope and function independently. CMHT use comprehensive surveys such as quality of care indicators to record and monitor a patient’s level of independence. By keeping a record of the effects of various treatments strategies, identify any possible signs of relapse, and suggest additional support needed to maximise the level of recovery.
Several studies state psychoeducation intervention is an effective treatment programme designed significantly to reduce a patient's vulnerability to relapse, decreased symptoms, improve knowledge, social functioning, and treatment adherence. Programme duration range between 1-2 years. The programme effectiveness has contributed to lower hospitalisation compared with standard interventions (Bauml et al. 2006; Dixon et al. 2000; Rummel-Kluge and Kissling, 2008).

A behavioural training programme called cognitive remediation (CR) aims to improve a patients’ cognitive processes for daily functioning. Neurocognitive assessments identify and define the patient cognitive profile. Psychosocial functioning is also improved (Wykes et al. 2011; Saperstein and Kurtz, 2013).


[bookmark: _Toc68703726]Recommendation

Chan et al. (2015) expressed concerns involving the reliability of the results from rehabilitation programmes. They state CR appears less effective if applied alone and should be integrated with other methods to achieve potential positive outcomes? Also. Grynszpan et al. (2011) suggest the CR method could be improved if adjustments were made such as duration of programme and level of computerised exercises to suit the patient’s profile.
Carry out regular randomised controlled trials to monitor the efficacy of intervention structures (Morin and Franck, (2017).
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The concept of Autism spectrum disorder (ASD) gained recognition during the 20th century and is still developing. ASD is a complex neurodevelopment syndrome with reported prevalence in the UK of 1% of the adult population (Pinborough-Zimmerman and Bakian, 2011). ASD manifests during early childhood and is usually diagnosed after the age of 4. However, many adults tend to live with ASD unaware as some similarities have been found between ASD and other disorders for example attention-deficit-hyperactivity-disorder (ADHD) (Kan et al. 2008). People experience a variety of symptoms and types; this makes autism a spectrum disorder. ASD is nonprogressive and involves persistent challenges with core deficits in widespread abnormalities of verbal/non-verbal communication, social interaction, and patterns of behaviour that can be severely restricted or highly repetitive (Sharpe et al. 2019).
Symptoms can differ between adults and children and range from mild to severe. Adult symptoms include: 
Repeated speeches on the same subject/ extreme interest in one particular topic, 
Difficulty making conversation/maintaining close friendships/preference for solitary activities
Challenges with regulating emotions/ discomfort during eye contact/ clumsiness
Involuntary uproars, such as repetitive throat clearing
Problems interpreting emotions of others/ trouble comprehending facial expressions and body language/ issues understanding sarcasm or idioms
The necessity to organise items in a specific order/ firmness on daily routines/ difficulty dealing with changes to routine
Mild symptoms in adults can go undiagnosed. Also vary from person to person and men and women, with more prevalent in men (National Institute of Mental Health, 2018). Women often cope better with social situations than men. Autistic adults with or without intellectual disability are more likely to suffer from multimorbidity in both physical and well-being domains. The presence of ASD can put a person at risk from bullying, isolation, and loneliness. (Rydzewska et al. 2018).

[bookmark: _Toc68703728]ICD-10-Classification-and-diagnosis

A healthcare professional or GP usually refer patients to a psychiatrist or a psychologist for a positive diagnosis. Various diagnostic tools are used during an autistic assessment these include the diagnostic interview for social communication disorders, (DISCO), autism diagnostic interview-revised, (ADI-R), autism diagnostic observation schedule, (ADOS), and developmental dimensional and diagnostic interview, (3DI). They correlate with a set of criteria for autism that is associated with the ICD-10 diagnostic manual. These tools collect information to filter out a positive or negative diagnosis of ASD. The ADOS tool is based on current behaviour and set the foundation for the diagnosis however the clinician’s judgement is vital. Diagnosing ASD adults can be difficult. However, a correct diagnosis must be received as this will provide the adult with relief and validation. Also access to adequate healthcare provisions (National Autistic Society, 2020).
Diagnostic criteria for ASD set out in the ICD-10 manual under the term F84-Pervasive Developmental Disorders. Which is within the F80-F89 Disorders of psychological development block. To meet the general criteria for diagnosis information on early childhood development is required.
Sub-types include: 
F84.0-Childhood autism-lack of reciprocal advancement in all aspects of childhood development
F84.1-Atypical autism-
F84.2-Rett’s syndrome-unknown cause, only reported in females, early childhood-onset, invariably severe disabilities, fits, and hyperventilation are frequent, loss of motor skills, undeveloped speech, unusual hand flapping, uncontrollable bowels, and bladder, 
F84.3-Other childhood disintegrative disorder-abnormal social functioning can lead to mental retardation, 
F84.4-Overactive disorder associated with mental retardation and stereotyped movements
F84.5-Asperger’s syndrome
F84.8-Other pervasive developmental disorders
F84.9-Pervasive developmental disorder, unspecified
(World Health Organisation, 2010).

[bookmark: _Toc68703729]Treatment

Autistic adults may learn to live with the condition and manage to function without the help of any treatment. No cure is available for ASD. However, there are many interventions such as well-designed effective therapies focusing on a range of issues including applied behaviour analysis, social skills training, and occupational therapy. Educational/autism programmes, provides awareness of the condition. Vocational rehabilitation supports a person to thrive in the workplace and environment. Peer-support-groups can be in face-to-face sessions or online sessions. Connects other ASD for information, experience sharing, and improve social connections. Medication can help alleviate co-occurring symptoms for example anxiety or depression (National Institute for Health and Care Excellence, 2016). 
[bookmark: _Toc68703730]Measures-of-rehabilitation 

A primary data source Adult Psychiatric Morbidity Survey (APMS) is a tool utilised to monitor developments in mental health for England. Autism was included in 2007 for the 1st time. Also, autistic adults from diverse backgrounds, residential care, and complex needs are included. The process involved 4 phases with 1st step being self-report data on completion of an AQ-20 questionnaire and 2nd step carried out by a clinical research interviewer. Only those that scored highly on the AQ-20 test were moved on to phase 2, which indicated a high likelihood of having autism. (Ashwood et al. 2016).
[bookmark: _Toc68703731]Recommendation

Self-report measures are not always accurate. According to Conner et al, (2019) clinicians should develop measures with higher diagnostic validity which include sensitivity throughout all areas of concern. Prioritising the most vulnerable who exhibit higher levels of severity. Conner goes on to suggest: a critical revaluation of unmet needs and health inequalities is crucial to overcome barriers caused by ASD. 
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Generalised anxiety disorder (GAD) is a highly prevalent and impairing condition that can fluctuate in severity (Hoge et al. 2012). This condition is commonly illustrated by constant, uncontrollable, and often irrational worry that can last weeks or several months. This excessive worry can create a lack of concentration, insomnia, and impaired social and professional functioning (Nepon et al. 2010). Physical symptoms such as muscle aches, headaches, and fatigue can often link with coexisting morbidities including depression, substance abuse, and medical conditions. This can make it difficult for a prognosis (stien and Sareen, 2015). The onset of symptoms is unpredictable, but once embedded it can be lifelong. The condition can develop at any point, although it is usually common between 30-50 years old. Many factors can cause GAD including genetic, various abuse, environmental, organic and substance abuse (Morrow et al. 2000). It is estimated the prevalence of GAD to be 4.4% of England’s adult population. Also, around 8% of primary care admissions occur from GAD patients. (Wittchen, 2002).
[bookmark: _Toc68703733]ICD-10-Classification-and-Diagnosis 
The diagnostic criterion for GAD is classified within the ICD-10 manual in the block F40-F48 Neurotic, stress-related and somatoform disorder. Following sub-categories F41-Other anxiety disorders and is marked as sub-type F41-1 Generalized anxiety disorder. The ICD-10 provides a set of diagnostic criteria that must be satisfied to formally diagnose GAD. According to the ICD-10 symptoms associated with anxiety must be present for the majority of the time and such distress should last several months. Primary symptoms typically comprise elements of impulsive motor tension, autonomic overactivity, and feelings of apprehension, about the present and future events, or problems. Symptoms involve persistent anxiety but not restricted to one specific stimulus or environment. Prominent tensions can vary, however, grievances of constant muscular tension, palpitations, light-headedness’, trembling or sweating, feelings of nervousness or fear of dying are common together with a multiplicity of concerns and apprehensions. The prevalence of this syndrome is higher among females than males and often linked with prolonged environmental stress. GAD can be ruled out if the sufferer meets any full criteria from the F32-depressive episode, F40-phobia anxiety disorder, F41.0-panic disorder, or F42 obsessive-compulsive disorder. However, if other signs from illnesses show transient manifestation, then GAD is not ruled out. inclusions are anxiety neurosis, anxiety reaction, and anxiety state. Neurasthenia-F48.0 is excluded (World Health Organization, 2010).
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A stepped care approach is used for managing GAD. Several treatment options are available making it suitable for the diverse population. According to National Institute for Health and Care Excellence, (2019) guidelines if other comorbidities are present such as depression, then treatment is based on the most significant condition, in terms of the level of severity of either GAD or depression. With mild symptoms, a period of active monitoring is initially undertaken. Once the period of active monitoring has passed, and there are no signs of improvement then a low dose of drug therapy or psychological intervention is undertaken. This can often include psychoeducational group therapy, applied relaxation therapy, cognitive behavioural therapy, and drug therapy. The intensity of interventions usually depends on the severity of the condition. Also, sessions are set according to the level of dependency, usually 8-12 sessions and are only sufficient for mild cases. The efficacy of Cognitive behavioural therapy has significantly helped to reduced symptoms in GAD in patients who comply. Drug therapy includes selective-serotonin-noradrenalin-reuptake-inhibitor-(SNRIs) which is prescribed as a 1st option. However, it is not suitable for everyone as many struggles to tolerate it. A viable alternative is serotonin-noradrenalin-reuptake-inhibitor-(SNRI). There is also a 3rd option available if SNRIs or SNRI is not tolerated or contraindicated, pregabalin is considered.
Special treatment is available in the same form as above, although they are in high intensity and only applied to when a patient shows a high risk of self-harm and GAD is complex (Arntz, 2003; Kapczinski et al. 2003; Reinhold and Rickels, 2015).
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Screening tools are given by the IAPT to GAD patients. They are questionnaires that measure and assess the severity of a patient’s anxiety disorders in clinical practice and research. However, the waiting list is very long, and patients have to wait a considerable long time before a referral from the GP is even considered.
Anxiety-Disorder-Specific-measure-(ADSM) is valid and efficient to reduce incorrect early discharge, safeguard patients from clinical misuse, provides clinicians access to patients care-plan, so focus can be on the distressing problem, and ensures patients are receiving tailored therapy.
Generalized-Anxiety-Disorder-7-(GAD-7) A default questionnaire for assessing severity. Can be used in place of the ADSM if the relevant ADSM has not already been used.
Public-Health-Questionnaire-9-(PHQ-9) Public health use this questionnaire to measure depression (Public Health England, 2021).
The process involves a set of tailored questions. The score is calculated by allocating points between 0-3 to the answer categories. The total number of possible scores depend on the type of questionnaire. GAD-7=21 AND PHQ-9=27. Further scores of 5,10, and 15 are taken as cut-off final scores for mild-moderate-severe anxiety, respectively. 
[bookmark: _Toc68703736]Recommendation

Combination therapy is evidence-based and is effective, however, positive outcomes have only been achievable by patients who suffered mild symptoms. Sessions of therapy are not adequately adapted to suit everyone. Clinicians need to offer services set to meet the patient’s needs till a full recovery is achieved. Further training for therapists involving identification, documentation, and assessment of side effects will reduce complications and unnecessary distress. Efficacy of treatments and knowledge on how to plan upcoming treatment considering potential negative outcomes.
Waiting lists for therapy are too long, many need urgent care before their health deteriorates. Service providers need to allocate and provide service as early as possible. (Linden and Schermuly-Haupt, 2014). 
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Mental health disorder is the umbrella term for many conditions. Schizophrenia, Autism, and GAD are conditions that are characterised by a set of symptoms.
These conditions are placed in the same diagnostic categories of the ICD-10. Suggesting these conditions show cognitive deficits and clinical overlaps. Also, shared common neurobiological characteristic. This can often make diagnosis complicated. Various studies found the prevalence of these conditions occur in men and women and onset usually before late adulthood. Research also suggests social anxiety is associated with all three conditions. While root causes are unclear various factors are identified to be associated as triggers most being environmental stressors and hereditary factors. Diagnosis involves gathering information for a comprehensive evaluation and observations using tailored questions to conduct behavioural analysis. Treatments include a combination of psychotherapies and pharmacotherapies. However, studies found many adverse effects can occur and, therefore further research is urgently required to illustrate gaps and maximise synergy on both modalities. Diagnosis and treatments are critical but often neglected aspects of managing these conditions. The most significant finding from this research appears to be the measures of rehabilitation, the interpretation suggests that the influence on outcomes produces a nocebo effect. Given that patients are placed on a waiting list. Finally, the scarcity of research measuring the role of combined therapies, more investigation is needed.
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