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Introduction

This report will be focusing on the mental disorder, Schizophrenia. The main aim of this report is to discuss and critically examine how medical and psychological professionals as well as legislation understand, diagnose, and treat Schizophrenia. Throughout this report, the discussion regarding the different aspects of Schizophrenia will mainly be based on information gathered from the 10th Version of the International Classification of Diseases (also known as ICD-10). The ICD-10 is the main tool used by over 120 countries across the world to understand and diagnose the symptoms, causes, and effects of thousands of physical and mental disorders including Schizophrenia (Harrison et al., 2021).

The report will first begin with a discussion regarding the definition and classification of Schizophrenia according to the ICD-10 as well as a comparison with other diagnostic manuals. Next, there will be a discussion regarding the historical and current processes and procedures for diagnosing Schizophrenia. After this, there will be an examination of the historical and current treatment provisions for Schizophrenia. Following on from this, there will be an analysis of the current measurement of rehabilitation for Schizophrenia by discussing the effectiveness and success of treatment. Based on the critical analysis that will take place throughout this report, recommendations for future practice with Schizophrenia will be provided to help improve measures and benefit service users going into the future. Finally, the report will end with a conclusion summarising the key points of this recommendation and coming to an overall judgement about the diagnosis, treatment, and rehabilitation of Schizophrenia. It is hoped that the discussion throughout this report will highlight the strengths and flaws of the ICD-10 as well as mental health provision and legislation regarding Schizophrenia. 





Definition and Classification 

According to the ICD-10, Schizophrenia is a mental and behavioural disorder which involves individuals having issues with their sense of reality, thoughts, and emotions (WHO, 2019). Schizophrenia is classified in Section 5 “Mental and behavioural disorders” of the ICD-10 under subsection F20 “Schizophrenia, schizotypal and delusional disorders”. 

The ICD-10 identifies two groups of symptoms that can occur for someone with Schizophrenia, these are known as positive symptoms and negative symptoms (IWHO, 2019). Positive symptoms refer to mental or behavioural changes that are intense and differ from someone’s normal behaviour (Correll and Schooler, 2020). Some of the positive symptoms of Schizophrenia mentioned in the ICD-10 include (WHO, 2019):
· Delusions: incorrect beliefs that result in abnormal behaviour
· Disorganised thinking: thoughts and speech that are incomplete and do not make sense
· Hallucinations: seeing or hearing things that do not exist.
Meanwhile, negative symptoms refer to mental or behavioural changes that reflect a loss compared to someone’s normal behaviour (Correll and Schooler, 2020). Some examples of the negative symptoms of Schizophrenia include (WHO, 2019):
· Lack of expression
· Social withdrawal
· Loss of pleasure/interest.

Along with the ICD-10, other diagnostic manuals are used to classify and diagnose Schizophrenia. The Diagnostic and Statistical Manual of Mental Disorders Fifth Edition (also known as the DSM-5) defines and classifies Schizophrenia in a similar way to the ICD-10. In the DSM-5, Schizophrenia can be found in Section 2 “Diagnostic Criteria and Codes” under “Schizophrenia Spectrum and Other Psychotic Disorders” (American Psychological Association, 2013). However, the DSM-5 goes into greater detail than the ICD-10 as it considers the role of external factors (e.g., society, culture etc.) in the presentation and impact of Schizophrenia (Tandon et al., 2013). This might be because the ICD-10 was designed to be used widely by different healthcare professionals across the world, whilst the DSM-5 was designed specifically for mental health professionals who have more knowledge of disorders like Schizophrenia (Biedermann and Fleischhacker, 2016). 

There are also some differences between the ICD-10 and its recent replacement, the ICD-11. Research generally suggests that the ICD-11 is more similar to the DSM-5 in defining and classifying Schizophrenia compared to the ICD-10 (Valle, 2020). One of these main differences is the classification of Schizophrenia. In the ICD-11, Schizophrenia is found in Section 06 “Mental, Behavioural or Neurodevelopmental Disorders’ under Subsection 6A20 “Schizophrenia or other primary psychotic disorders” (WHO, 2023).  Along with the DSM-5, the ICD-11 no longer discusses other disorders related to Schizophrenia or the different subtypes of Schizophrenia (e.g., Paranoid, Hebephrenic etc.) mentioned in the ICD-10. Gaebel and colleagues (2020) suggest that this is because these disorders and subtypes were rarely used in practice as individuals’ symptoms did not fit neatly into a specific subtype. 



Diagnosis

In the UK, Schizophrenia is formally diagnosed by mental health professionals such as a psychiatrist or psychologist (NHS, 2023). It is advised that individuals who might have Schizophrenia should visit their GP as soon as they begin experiencing any symptoms of Schizophrenia (also known as Prodromal symptoms) so they can be referred for diagnosis (Chen et al., 2019). The Prodromal symptoms of Schizophrenia are slightly different from the Positive and Negative Schizophrenia symptoms described previously. According to the ICD-10, some Prodromal symptoms of Schizophrenia include, according to George and colleagues (2017):
· Social isolation
· Inappropriate behaviour
· Strange beliefs.

As part of a GP’s assessment with someone who is suspected to have Schizophrenia, they may ask if anyone in the patient’s family (parents, siblings etc.) has been diagnosed with Schizophrenia or Psychosis. This is because individuals who are related to someone with Schizophrenia are 8 to 11 times more likely to also develop Schizophrenia, as it can be genetically shared or passed down (Lo et al., 2020). The GP may also ask whether the individual suspected to have Schizophrenia regularly uses drugs such as Cannabis, Cocaine and Hallucinogens (NHS, 2023). This is because regular or intensive use of these drugs can trigger symptoms similar to Schizophrenia’s symptoms (Fiorentini et al., 2021). 

Once the GP has enough information to suspect that someone has Schizophrenia, they then refer them to their local mental health team (NHS, 2023). The local mental health team then carries out further assessments of the individual’s symptoms to come to a diagnosis. According to the ICD-10 (2019), a diagnosis of Schizophrenia can be made if an individual has: 
· At least two symptoms of Schizophrenia (one being a positive symptom such as delusions or hallucinations) that have lasted for at least 6 months
or 
· Two negative symptoms of Schizophrenia (but these should have occurred before any mood/emotional changes).
Whilst assessing for Schizophrenia, the mental professional might also assess someone for other mental disorders to rule them out (NHS, 2023).

In the past, once it was clear that someone had Schizophrenia, they would have received a diagnosis for a specific subtype of Schizophrenia. These subtypes include (WHO, 2019):
· Paranoid Schizophrenia: constant delusions and hallucinations that cause someone to be suspicious of others
· Hebephrenic Schizophrenia: disorganised thinking and inappropriate behaviour and emotional responses
· Catatonic Schizophrenia: extreme changes in physical behaviour including being completely still and unresponsive for long periods of time or overly violent. 
However, since the introduction of the ICD-11, people are no longer diagnosed with a specific subtype of Schizophrenia as the subtypes were not reliably diagnosed and had no impact on treatment (Valle, 2020). 

In the UK, Schizophrenia is mostly diagnosed in:
· Men
· People aged between 16 and 24 years
· People who live in poorer, deprived areas (Hardoon et al., 2013).
Outram and colleagues (2015) suggest that it is important for individuals to receive a formal diagnosis of Schizophrenia as it helps them to accept their symptoms, receive the correct treatment and have the most effective recovery possible. 

Despite the usefulness and importance of receiving a formal diagnosis for Schizophrenia, there are still some issues. One of these issues is that Schizophrenia is over diagnosed in certain groups. For example, people from Afro-Caribbean backgrounds are more likely to be diagnosed with Schizophrenia (even if they might not have the disorder) as some behaviours that are normal in their culture might be viewed as symptoms of Schizophrenia (Bhui and Tsangarides, 2008). Another issue with diagnosing Schizophrenia is that some people may not want to refer themselves to their GP (due to shame or their delusional thoughts) and therefore may go undiagnosed (NHS, 2023). The ICD-10 itself also prevents some individuals from being diagnosed with Schizophrenia. Gaebel and colleagues (2020) found that the ICD-10 was only accurate 53.2% of the time when diagnosing someone with Schizophrenia. However, this might be less of an issue now as most mental health professionals have started using the ICD-11, over the ICD-10, which is 71.9% accurate in diagnosing Schizophrenia (Gaebel et al., 2020).

Treatment

After diagnosis, there are different treatment options that are available to those with Schizophrenia. Treatment for Schizophrenia aims to manage patients’ symptoms and allow them to return to living healthily and independently (NHS, 2023). The treatments offered include:
· Antipsychotic medication
· Talking therapies such as Cognitive Behavioural Therapy (CBT) and Family Therapy.
Treatment is often provided by the community mental health team but can also be provided in hospitals or psychiatric units. However, this only occurs if someone is detained under the Mental Health Act as their Schizophrenia is so severe that they are considered a danger to themselves or others (NHS, 2022). 

Antipsychotics refer to the oral or injected medication prescribed to those with Schizophrenia and other Psychotic disorders to reduce their Positive symptoms (Lally and MacCabe, 2015). Antipsychotic medication was developed based on the biological explanation of Schizophrenia. This explanation suggests that the symptoms of Schizophrenia result from changes in the levels of chemicals (neurotransmitters) in the brain (Konradi and Heckers, 2001). As Konradi and Heckers (2001) explained, each antipsychotic medication targets a specific neurotransmitter and returns it to a normal level to reduce the user’s symptoms. There are two categories of antipsychotics as set out by Lally and MacCabe (2015): 
· Typical (first-generation) antipsychotics: developed in the 1950s
· Atypical (second-generation) antipsychotics: developed in the 1990s.

Antipsychotics are generally effective in reducing symptoms of Schizophrenia. After taking Antipsychotics for 6 weeks, 75% of patients experience a reduction in their Schizophrenic symptoms (Haddad and Correll, 2018). However, antipsychotics are also known to create more health issues due to their side effects. As mentioned on the GOV.UK (2005) website, Typical antipsychotics trigger severe side effects such as restlessness, unwanted muscle movements and weight gain. Whilst Atypical antipsychotics were designed to lessen these side effects, higher doses of these antipsychotics can still trigger similar side effects as typical antipsychotics (NHS, 2023).

On the other hand, CBT is a psychological treatment that is used to treat many mental disorders including Schizophrenia. CBT involves working with a therapist to identify and change patients disorganised, delusional or paranoid thoughts to improve their behaviour (NHS, 2023). The process that CBT therapists follow when treating someone with Schizophrenia is shown in Figure 1. 
[image: Figure 1. ] 	Figure 1. A diagram showing the process that therapists use when treating someone with Schizophrenia using CBT (Turkington et al., 2006).


Initially, CBT was introduced as a treatment for Schizophrenia for patients whose symptoms did not improve from only taking antipsychotic medication (Rector and Beck, 2001). When used with Antipsychotics, CBT was effective in reducing patients Positive symptoms and also improved their outcomes (e.g., reduced hospitalisation, reduced risk of long-term psychosis etc.) (Jauhar et al., 2019). However, CBT is similar to Antipsychotics in that it is sometimes not effective in reducing Negative symptoms of Schizophrenia (Jauhar et al., 2019).

Family Therapy is another psychological treatment used to treat Schizophrenia. 
Family Therapy involves patients and their families working with a therapist to mutually work on and overcome any hardships from their Schizophrenia (NHS, 2023). Unlike Antipsychotics and CBT, Family Therapy does not directly reduce the symptoms of Schizophrenia. However, it is still successful in reducing patients’ likelihood of relapsing or being readmitted to hospital (Caqueo-Urízar et al., 2015). Caqueo-Urízar and colleagues also identified that Family Therapy increases patients commitment and response to any CBT or Antipsychotic treatments that they also receive. However, despite its usefulness, Family Therapy is not commonly used to treat Schizophrenia. This is due to the lack of therapists that specialise in Family Therapy as well as difficulties in scheduling sessions (due to having to work around each person’s life) (Hahlweg and Baucom, 2023).


Measurement of Rehabilitation

Rehabilitation refers to help provided to someone to ensure that they can live independently and that their mental, physical, and social needs are met (Anthony et al., 1978). When someone is diagnosed with Schizophrenia, a care plan is developed by their community mental health team (NHS, 2023). As described by the NHS, this care plan focuses on the patient's health needs (related to their Schizophrenia) as well as their general mental health, physical health and social needs. This care plan is regularly reviewed by assessing patients to measure their rehabilitation during treatment to see if any further support is required.

If an individual’s treatment has been successful, it is assumed that they are more likely to be rehabilitated than if their treatment did not work. In the past, individuals’ treatment was assumed to have worked if they showed a reduction in their symptoms (Lukoff et al., 1986). According to Vita and Barlati (2018), this reduction must happen consistently for at least 6 months along with a lower score on assessments (compared to previous assessments) measuring Schizophrenia. 

However, there are some issues with this approach to measuring rehabilitation and treatment success. Firstly, people with Acute Schizophrenia (who experience periods of Schizophrenic symptoms) are more likely to be considered recovered than people with Chronic Schizophrenia (who experience Schizophrenic symptoms over the long term) as their symptoms do not occur constantly (Leucht, 2014). Secondly, a reduction in Schizophrenic symptoms does not always mean that an individual is ready to re-enter normal daily life, which is a key aspect of rehabilitation (AlAqeel and Margolese, 2012). This shows that only measuring symptom reduction is not an accurate measurement of patient’s rehabilitation from Schizophrenia.

Recently, mental health professionals have started measuring Schizophrenia rehabilitation using other factors. Nasrallah et al. (2005) state that the following outcomes are now mainly used:
· Symptoms of the disease: this is similar to the older method of measuring rehabilitation based on symptom reduction. 
· Treatment burden: this focuses on the management of negative side effects that individuals might experience from the treatment for their Schizophrenia (e.g., weight gain from taking Antipsychotics)
· Disease burden: this focuses on the impact of the disease on the individual, their family, and wider society (e.g., stress, employment issues, financial problems etc.)
· Health and wellness: this focuses on the individual’s quality of life and ability to live independently and integrate in society (e.g., go to work, school etc.).
These four outcomes are all included in an assessment for Schizophrenia known as the Global Outcome Assessment of Life in Schizophrenia (GOALS) (Nasrallah et al., 2005). GOALS can show individuals’ level of rehabilitation and success of their treatment as the lower individuals’ GOALS score is for each outcome, the higher their improvement in each of the four outcomes (Nasrallah et al., 2005). 

However, there are still issues with measuring rehabilitation from Schizophrenia using select outcomes. For example, these outcomes only measure an individual’s rehabilitation at that specific point in time and does not provide any information if they will remain that way in the long-term. Also, measuring these outcomes does not take into consideration how external factors might affect individuals’ rehabilitation. Priebe (2007) gave an example of employment and suggested that someone with Schizophrenia receiving treatment might not get a job depending on the job availability at the time and the laws regarding employing someone with Schizophrenia. By being unable to get a job, that individual would not be considered recovered/rehabilitated, even if all of their other needs were being met. Therefore, it is important that when measuring the rehabilitation of someone with Schizophrenia, the individual (and their family)’s needs at the time are considered before thinking beyond to integrating them back into society and independent living.



Recommendations for Future Practice

This report so far has discussed and analysed Schizophrenia in regards with its definition and classification (focusing specifically on information from the ICD-10), diagnosis, treatment, and measurement of rehabilitation. Throughout the discussion, it is clear that there are still some issues with each area relating to Schizophrenia. Based on this, some recommendations will be provided for future practice with Schizophrenia to improve the quality of life, wellbeing and outcomes for service users.

Beginning with the classification and diagnosis of Schizophrenia, the first recommendation is that the ICD-10 (and other diagnostic manuals) should reduce the overlap between Schizophrenia and other disorders. As mentioned previously, the symptoms of Schizophrenia can be linked with many other mental disorders (NHS, 2023). For example, the negative symptoms of Schizophrenia mentioned in the ICD-10 are similar to the symptoms described for bipolar disorder (F31) (WHO, 2019). This 
means that some individuals who have Schizophrenia are misdiagnosed with bipolar disorder and vice versa (Ayano et al., 2021). This then delays patients from getting treatment and worsens their symptoms (Drake et al., 2020). This recommendation would therefore ensure that individuals are correctly diagnosed if they do have Schizophrenia and can start treatment as soon as possible.

Another recommendation is to increase funding for psychological treatments for Schizophrenia. As previously mentioned, Family is not widely used to treat Schizophrenia as there are not enough specialised therapists (Hahlweg and Baucom, 2023). Mental health teams across the UK argue that they lack funding to recruit and train new therapists that specialise in Schizophrenia and Psychosis (Ince et al., 2016). In addition to improving patient outcomes, increasing funding for treating Schizophrenia would benefit the NHS as psychological therapies are generally cost-effective (Shields et al., 2019). Therefore, this recommendation would mean that more patients can receive psychological therapies, which would improve their quality of life and reduce their reliance on Antipsychotics.

A third recommendation is that care plans should place greater emphasis on measuring and maintaining patients’ rehabilitation over the long term. As discussed earlier, measurements of rehabilitation for Schizophrenia have mainly focused on the severity of patient’s symptoms and only recently have started considering other factors related to their physical health and family/social life (Nasrallah et al., 2005). Whilst it is easy to maintain a reduction in symptoms for someone with Schizophrenia (using Antipsychotic medication), it is much harder to help them rebuild their relationships with their family and society (if those have suffered because of their Schizophrenia). Community mental health teams should implement this recommendation when developing care plans to ensure that individuals with Schizophrenia’s needs are fully considered.



Conclusion

To conclude, this report has used information from the ICD-10 and critically examined the classification, diagnosis, treatment provision, and measurement of rehabilitation for Schizophrenia. The findings of this report highlight that some aspects have been successful in helping individuals with Schizophrenia. For example, the removal of the subtypes of Schizophrenia found in ICD-10 in the newer ICD-11 now prevents any confusion when classifying Schizophrenia. In terms of the treatment of Schizophrenia, the decision to have individuals with more severe Schizophrenia receive both Antipsychotic treatment and psychological therapy has also been extremely effective in reducing patient’s symptoms. 

However, despite these strengths, it is clear that more needs to be done to improve the diagnosis, treatment, and rehabilitation of individuals with Schizophrenia. For example, issues with diagnosis (e.g., over or misdiagnoses of Schizophrenia) can delay and impact the treatment that a patient receives. This can then spill over and delay or overcomplicate their recovery, for example worsened symptoms from delayed treatment might result in a patient having more issues with their family. Based on the overall judgement of this report suggesting that improvements need to be made, the UK Government and the NHS should consider implementing the recommendations for future practice that have been proposed to help patients with Schizophrenia. These recommendations address key failures in the current diagnosis, treatment, and measurement of rehabilitation of Schizophrenia, specifically in terms of funding, focusing on long-term management, and classification overlaps with other disorders. 
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