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[bookmark: _Toc172279585]Introduction
This report thoroughly examines schizophrenia and depression, two of the most common diseases, including categorization, diagnosis, therapy, and rehabilitation. Both have significant impacts on global health care and individuals. Schizophrenia, which affects 0.3-0.7% of the population, or 20 million individuals, causes hallucinations, delusions, and cognitive impairment in late teens and early adults (Nawaz et al., 2020). Low mood, emotional and physical symptoms, and anhedonia characterise depression, the fourth leading cause of disability worldwide, affecting 264 million people. We must define these diseases by ICD-10, specify diagnostic criteria, research new treatment options, and consider rehabilitation. The following goals are to increase schizophrenia and depression understanding and control via extensive analysis and suggestions.
[bookmark: _Toc172279586]Classification and Diagnosis
[bookmark: _Toc172279587]Schizophrenia
1. [bookmark: _Toc172279588]ICD-10 Classification
There are multiple ICD-10 schizophrenia kinds, each with its characteristics. Paranoid Schizophrenia causes hallucinations and paranoid thoughts; Hebephrenic Schizophrenia causes odd conduct and mood swings; and Catatonic Schizophrenia causes motor problems, including unwillingness to move or restlessness (D’Arrigo, 2015). It refers to symptoms that cannot be classified, while post-schizophrenic sadness follows an acute schizophrenia episode. Residual Schizophrenia comprises lasting negative symptoms, while Simple Schizophrenia entails steady functional decline without psychotic episodes. Other and Unspecified Schizophrenia subcategories cover diseases not listed.
2. [bookmark: _Toc172279589]Diagnostic Criteria
Delusional beliefs, hallucinations, chaotic speech, excessively disorganised or catatonic movements, and negative symptoms, including blunting of emotion, slowness or passivity of speech, and lack of desire, assist in identifying schizophrenia. These symptoms must be present for six months and fulfil active phase requirements for one month (Torres, 2024). Differentiate schizophrenia from mood disorders, substance-induced psychotic diseases, and other medical problems that may cause comparable symptoms. While ICD-10 categorises more thoroughly, DSM-IV has five subcategories and similar criteria. It dictates how to treat the patient and affects results.
[bookmark: _Toc172279590]Depression
1. [bookmark: _Toc172279591]ICD-10 Classification
Depression has several diagnostic codes under the ICD-10 ranging from F32. 0 to F38. 8. The codes include, Mild Depressive Episode (F32. 0), Moderate Depressive Episode (F32. 1), Severe Depressive Episode without Psychotic Features (F32. 2), and Severe Depressive Episode with Psychotic Features (F32. 3). RBD is subtyped according to the severity of the episodes and the presence of psychotic features during episodes, mild the recurrence of depressive episodes and F33. 0 for severe RBD with psychotic symptoms during episodes. Other specified and unspecified mood disorders are also in the subclassification.
2. [bookmark: _Toc172279592]Diagnostic Criteria
Two typical symptoms are needed to diagnose depression: It includes sadness, anhedonia (lack of enjoyment), and weariness. Changes in weight, appetite, sleep-wake rhythm, psychomotor agitation or retardation, lack of interest in activities, guilt, inability to concentrate, and suicidal thoughts. ICD-10 needs two or more typical and two or more common symptoms, but DSM-5 requires five core symptoms, at least one of which must be typical. This criterion ensures a thorough examination that gives the therapist reliable psychological information for treatment (Kennedy, 2018).
[bookmark: _Toc172279593]Historical Context and Legislative Changes
This article examines development in mental health care organisations over a century, focusing on schizophrenia and depression. In the early 20th century, people were admitted to significant hospitals or asylums for containment rather than reform. Postwar developments included the 1959 Mental Health Act, which began the practice of ‘Care in the Community’ or ‘deinstitutionalization’ to reduce long-stay patients (Turner et al., 2015). As psychopharmacology for schizophrenia and depression improved, more patients were handled in the community by the 1980s. CMHTs and the Care Programme Approach were used by the National Health Service in England in the 1990s to integrate mental health into primary care. 
Section 132 of the Mental Health Act of 1983, supplemented by section 25 of the act of 2007, gave nurses more treatment freedom while supporting patient rights and authorising harsh treatment under certain instances. The Health and Social Treatment Act of 2012 improved mental health treatment by making NHS services patient-centred and integrated. The 2016 Mental Health Taskforce focused on service reforms, disparities, and prevention in a five-year plan. The preceding legal measures have considerably improved schizophrenia and depression services in the UK to complement its progressive mental health policy.
[bookmark: _Toc172279594]Contemporary Theories Used by NHS for Treating Schizophrenia and Depression
The major psychotherapy technique for schizophrenia is Cognitive Behavioural Therapy (CBT). CBT helps patients modify bad habits and reduces hallucinations and delusions. Research shows that psychopharmacotherapy improves CBT outcomes, especially functional improvements and quality of life. The NHS also provides Family Intervention to help impacted families understand the disease and improve relationships (Xu and Zhang, 2023). This method has reduced relapses and improved treatment compliance. Social Recovery Therapy, another unique treatment method, improves social responsibilities and daily living abilities to help patients reintegrate into society. Thus, CBT remains a first-line treatment for depression, helping patients identify and change negative beliefs and behaviours. Interpersonal Psychotherapy (IPT) teaches patients how to resolve disagreements to reduce depressive symptoms. Behavioural Activation (BA) helps patients engage in positive emotional activities and improve their everyday functioning. MBCT uses mindfulness and cognitive therapy to help depressed individuals recover and avoid recurrence. The NHS supports psychotherapy with medication. Antioxidants are essential for schizophrenia, whereas judiciously given MAOIs may help with significant depression. These drugs alleviate symptoms and prevent relapses (Kamenov et al., 2017). The NHS utilises SSRIs, SNRIs, TCAs, and atypical antidepressants for depression, choosing platinum according to patient requirements.
[bookmark: _Toc172279595]Treatment and Rehabilitation
[bookmark: _Toc172279596]Schizophrenia
1. [bookmark: _Toc172279597]Medication
Antipsychotic agents are the foundation of pharmacological therapy in schizophrenia. These drugs are classified into two main categories: group of antipsychotics for schizophrenia: typical (first generation) and atypical (second generation). First-generation or conventional antipsychotics are haloperidol, chlorpromazine and which were discovered in the 50s, work mainly through the dopamine receptor blockade and effectively help in treating symptoms like hallucinations and delusions (Chokhawala and Stevens, 2023). However, they are related to certain side effects, albeit serious, such as extrapyramidal symptoms [EPS] like tardive dyskinesia.
These side effects led to the development of atypical antipsychotics namely risperidone, olanzapine, and clozapine. It acts on a wider part of neurotransmitter receptors, which helps to reduce both positive syndrome (hallucinations and paranoid delusions) and negative one (persistence of affective flattening and apathy). A recent study that pressed on the comparison of different antipsychotics earmarks that atypical antipsychotics are preferred because they have fewer incidences of EPS though they still have side effects like weight gain, metabolic syndrome, and cardiovascular diseases among others (Willner, Vasan and Abdijadid, 2020). Schizophrenia patients have been treated with antipsychotic agents, where 70 – 80% of the consumers at a community mental health clinic have reported a positive response to the intended medical treatments, which enhanced the consumer’s quality of life and reduced their risk of relapse.
2. [bookmark: _Toc172279598]Psychotherapy 
Despite the need for medication, psychotherapy remains a significant component in the multifaceted approach to the treatment of schizophrenia. CBT is employed in practice to address the symptoms, teaching individuals how to deal with them, as well as enhancing their level of functioning. CBT aims at effective, changing negative cognitions or behaviours that cause discomfort (Modesti et al., 2023). This research also shows that CBT can help reduce the severity of symptoms and enhance the possibility of following the treatment plan​. Another significant factor is the family therapy, which is focused on increasing the family members’ knowledge of the disorder and enhancing the manner to resolve conflicts within the family. This approach lessens the effect or load of the caregivers and improves on the positive care surrounding the patient. ART, a form of music, art, and drama therapy aims at healing clients by enabling them to express experiences that may be hard to put into words. These therapies can help with emotional functions and social skills, which are also crucial for rehabilitation processes.
3. [bookmark: _Toc172279599]Rehabilitation
Community integration and maximal independence are attainable for schizophrenia patients with rehabilitation treatments. Aftercare services are essential in CMHSs because they provide long-term care and identify concerns about early relapse. Outpatient mental health checks, medication prescriptions, and emergency response are included (Gowda and Isaac, 2022). Patients can get information, hope, and encouragement from such organisations since they allow them to relate to others in similar situations. Support groups assist in overcoming loneliness and boost self-esteem. Vocational rehabilitation helps patients find and prepare for jobs. 
Such programmes may include vocational training, résumé writing, interview skills, and job placement assistance. Working gives individuals a purpose in life, improves health, reduces poverty, and eliminates hunger. Thus, medicine, psychotherapy, and rehabilitation can treat schizophrenia. This comprehensive approach treats the problem by improving the patient's quality of life and social productivity and administering medicines. Antipsychotic drugs can entirely recover 25% of schizophrenia patients, while 50% improve considerably with proper treatment, according to the National Institute of Mental Health (Fleischhacker et al., 2014).
[bookmark: _Toc172279600]Depression
1. [bookmark: _Toc172279601]Medication 
Medications for depression are mainly antidepressants that are used in cases of moderate and severe depressions. Sertraline, fluoxetine, and citalopram are popular drugs to prescribe on account of their effectiveness as well as the lesser intensity of the possible side effects associated with their use (Cipriani et al., 2012). SSRIs act by enhancing the levels of serotonin within the brain, which helps in changing the patient’s mood and emotional state. Dual-action antidepressants include Serotonin and Norepinephrine Reuptake Inhibitors; venlafaxine and duloxetine are examples and can be administered if the patient does not yield to SSRI. SNRIs raise the levels of serotonin and norepinephrine, which may provide extra advantages in terms of treatment to some clients. Amitriptyline and Nortriptyline belong to the category of Tricyclic Antidepressants (TCAs) that have been proven to be effective, however, side effects include weight gain, dry mouth, and dizziness therefore they are administered selectively to severe cases only. It is pertinent to use novel AFs such as bupropion and mirtazapine for those patients who fail to respond to standard ADs or have side effect profiles contraindicating their use (Jilani et al., 2022). The majority of the patients suffering from depression exhibit a response to the first line of treatment which is the antidepressants, but this may take several weeks.
2. [bookmark: _Toc172279602]Psychotherapy
Psychotherapy is an essential part of the treatment plan for depression and is given alongside medication. Cognitive Behavioral Therapy (CBT) is one of the best used therapies to alleviate the symptoms of depression. CBT is concerned with the process of staying with negative cognitions that lead to depressive symptoms and behavioral changes. Relevant research also indicates that CBT can make a difference in the intensity of depressive symptoms as well as in relapse rates. The other type of therapy is called Interpersonal Therapy (IPT) which focuses on an individual’s interpersonal problems and his or her functioning in interpersonal relations since these problems could be one of the causative factors of depression (Driessen and Hollon, 2010). Self reported communication efficacy increases, course of conflicts decreases, leading to decreased symptoms of depression in IPT patients. Behavioral Activation (BA) is an intervention approach that involves patient’s participation in activities that they otherwise are likely to shun due to depression. Thus, raising the level of engagement in positive activities may bring mood and functional changes for the patients. Studies show that psychotherapy by one’s side or in addition to medication boosts the results and can help in the long run.
3. [bookmark: _Toc172279603]Rehabilitation 
There are lifestyle modifications, support programs, and relapse prevention programs for the rehabilitation of depression. Therefore there are those aspects such as exercise, diet, and sleep that need to be adjusted to help deal with depression. Marriage has found that exercise can alleviate the symptoms of depression similar to that of pills by increasing the level of endorphins and enhancing the health of individuals. Peer support groups and professional counseling provide patients with a way of discussing issues with others who feel the same and undergo similar challenges (Craft and Perna, 2004). Such programs can lessen the sense of loneliness and offer solutions for coping with depression. Depression relapse is a major issue in the long-term treatment of this condition. Issues related to relapse are discussed with patients in order to enable the patients develop an ability to identify early signs of relapse, and find ways of handling them. It is mandatory to go for more treatment sessions and constantly consult with healthcare providers and pharmacists to avoid relapses. Research shows that adding the elements of lifestyle changes to constant treatment support can reduce patients’ relapse rate considerably and enhance their quality of life in case of depression.
[bookmark: _Toc172279604]Critical Evaluation
[bookmark: _Toc172279605]Schizophrenia
1. [bookmark: _Toc172279606]Strengths and limitations of the ICD-10 classification.
The ICD-10 has a detailed method of identifying schizophrenia that separates it into distinct subtypes for example paranoid, hebephrenic, and catatonic schizophrenia. Such a detailed classification helps clinicians in the enhancement of the treatment plan depending on the symptoms of the disease, thus improving the aspect of individual-patient care. Nevertheless, there is a redundancy of symptoms in subtypes, which creates difficulties in diagnosis. Also, the use of broad categories may cover up the details of a case which may lead to underdiagnosis or overdiagnosis of a case (Wadmann, 2023). On this note, one of the limitations of the ICD-10 is that compared to more recent classifications such as the ICD-11, the former does not incorporate the dimensional approach that is used to portray the degree of interference of the reported signs and symptoms.
2. [bookmark: _Toc172279607]Challenges in accurate diagnosis and potential misdiagnosis.
Schizophrenia is still diagnosable by clinicians because of its various symptoms and its resemblance to bipolar and major depressive disorders, which surface with psychotic components. It is clear from research that misdiagnosis ranges from as low as 10% to as high as 25%, which implies that patients are being treated for ailments that are not affecting them, and they end up being treated poorly (Joshua and Saadabadi, 2023). In fact, the onset of schizophrenia is characterized with symptoms that resemble stress or depression, which might mislead practitioners into delayed diagnosis. Moreover, the manifestations of a disease do differ with each culture, possibly making an accurate diagnosis even more challenging and hence, there is a need for culturally appropriate diagnostic instruments and procedures.
3. [bookmark: _Toc172279608]Effectiveness of current treatments and rehabilitation methods.
Present available schizophrenia interventions include pharmacological therapy that involves giving antipsychotics and psychological therapy. Positive response to antipsychotics ranges between 60%-80% a figure that goes a long way in eradicating symptoms and enhancing the patient’s quality of life. Cognitive behavioral therapy, family therapy, and art therapy are some of the psychotherapeutic approaches that are given alongside pharmacological therapies since they are cognitive and social components of the disorder (Morrison et al., 2018). Besides, such community services and support groups, as well as vocational training, aid the patients to become more independent both in the community and in their daily lives. Nevertheless, patients’ recovery can be contingent on treatment efficacy, with some patients reporting persistent symptoms and side effects from drugs, stressing the importance of further studies and personally tailored treatment regimens.
[bookmark: _Toc172279609]Depression:
1. [bookmark: _Toc172279610]Strengths and limitations of the ICD-10 classification.
The ICD-10 has a set of classifications that help in diagnosing different forms of depression from a minor episode to major ones. As a result, this system enhances similar diagnosis and treatment of individuals across various health facilities. However, ICD-10 is much more categorical; thus, there may be issues with specificity, missing subthreshold depression, or atypical depressive symptoms (Health (UK), 2010). Collecting data for ICD is also considered to be limited by these factors; thus, the introduction of ICD-11 is supposed to solve these problems by using a more dimensional approach that would reflect the continuity of the depressive symptomatology.
2. [bookmark: _Toc172279611]Challenges in accurate diagnosis and potential misdiagnosis.
That is why the accurate diagnosis of depression can sometimes be rather problematic as the clinical picture is not specific in most cases and it may be very similar to the picture seen in other psychiatric disorders like anxiety disorders or bipolar affective disorder. Depression is commonly misdiagnosed with a prevalence rate ranging from 30 to 50%, particularly in primary care centers. Depression symptoms could be explained by physical illnesses or are regarded as typical responses to life challenges, which postpones effective management of the problem (Egede, 2007). Furthermore, culture can affect the reporting of depressive symptoms and thus, it becomes important to understand culture to reduce the error margin.
3. [bookmark: _Toc172279612]Effectiveness of current treatments and rehabilitation methods.
The efficacy of current anti-depressant treatments can also not be doubted, with about 60-70% of patients responding to initial pharmacological intervention. Thus, SSRIs and SNRIs are used most often and have the optimal therapeutic effect safety ratio. Cognitive behavioral therapy, interpersonal therapy, and behavioral activation therapies that focus on improving cognitions and behaviors relating to depression have shown considerable utility in treating depressive episodes and preventing relapse (Boschloo et al., 2022). Lifestyle changes and support groups along with different methods of managing relapse are also important components of long-term treatment. Such programs enable patients to learn ways of dealing with the pressures and stresses of life, gain interpersonal skills, and effectively sustain the outcomes of their treatments. However, some patients never respond to the treatments and therefore more investigations are needed in the development of new forms of treatment.
[bookmark: _Toc172279613]Recommendations for Improvement
[bookmark: _Toc172279614]Schizophrenia
· ICD-11's dimensional system reduces overlaps with other disorders and reduces incorrect diagnoses by 25%, helping clinicians diagnose schizophrenia more correctly.
· Early preventative interventions benefit people long-term.
· Drugs targeting distinct nerve systems can overcome treatment resistance.
· Real job training and social skills are essential for post-recovery reintegration.
· Regularly employing a variety of diagnostic instruments and teaching doctors new standards can enhance diagnosis accuracy (Krishnan et al., 2023).
· Better treatment results require integrated care teams incorporating pharmacological therapy, psychotherapy, and social support.
[bookmark: _Toc172279615]Depression
· Differentiating episode frequency, strength of start, and symptom expression can reduce misdiagnosis, which averages 30-50% in primary care clinics. 
· Modern antidepressants and MBCT boost therapeutic efficacy. Together, next-generation antidepressants and MBCT improve treatment effectiveness (Guo et al., 2022). 
· Physical activity, including eating, reduces depression symptoms by 30% and is essential to therapy. 
· Primary care depressive disorder screening tools and mental health professional referrals are effective preventative methods. 
· Periodic updates to healthcare staff on new treatments and techniques improve services. 
· Support groups and relapse prevention assist in preserving the desired outcome and preventing recurrence.
[bookmark: _Toc172279616]Conclusion
This report reviewed understanding of schizophrenia and depression in terms of classification, diagnosis, treatment, and rehabilitation. It described the advantages and disadvantages of the ICD-10 classification system, the efficacy of the existing treatments, and the necessity of individualized rehabilitation. Discussion of findings highlighted the need for increased diagnostic accuracy and using the comprehensive care model.  Further studies should be conducted to identify new prospects for therapeutic approaches and work on the identification criteria to minimize misdiagnosis. Focusing on the early treatment and constant training of healthcare professionals can also improve the outcomes for patients as well as strengthen the progress of mental health.
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Figure 1: ICD-10 Classification of Schizophrenia (Source: Research Gate)
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Figure 2: Psychosis in Children and Young People  (Source: TPJ)
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Figure 3: Depression ICD-10 Symptoms (Source: Congress cultural)
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Figure 4: Schizophrenia: from neurochemistry to circuits, symptoms and treatments (Source: Nature)
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ICD -10 diagnostic criteria

*At least one of:

eThought echo, thought insertion/withdrawal/broadcast
ePassivity, delusional perception

eThird person auditory hallucination, running commentary
Persistent bizarre delusions

*or two or more of:

e Persistent hallucinations
Thought disorder
Catatonic behaviour
Negative symptoms
Significant behaviour change

*Duration
More than 1 month

*Exclusion criteria

Mood disorders, schizoaffective disorder
Overt brain disease

Drug intoxication or withdrawal
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Symptoms of depression according to ICD-10

Main symptoms of depression

® Low mood, most of the time, almost daily, for a minimum of two weeks
® Loss of interests, joylessness, limited activity

® Lack of drive, easily fatigued, fatigue

Possible further symptoms
® Cognitive impairments (concentration, attention), indecisiveness or hesitation
® Reduced feelings of self esteem, low self confidence,
feelings of worthlessness
® Inappropriate feelings of guilt, self reproach
® Psychomotor agitation or inhibition
® Suicidal thoughts, suicidal behavior
® Disrupted sleep
® Loss of appetite or increase in appetite with change in weight
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