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Introduction

Given that Schizophrenia is a psychological disorder, the definition of “Psychology” is crucial to this report. The word “Psychology” has roots in Latin, which means “the study of the soul.” The Dutch physician Steven Blankaart first mentioned the term in 1693, Dictionary of Psychology (2009)., pp,22. Chronic and debilitating mental illnesses affect millions of people globally. The focus of this report topic will be schizophrenia. The report will include schizophrenia diagnosis as well as definitions and classifications from the International Classification of Disorders (ICD-10) and the Diagnostic and Statistical Manual (DSM), along with other publications for the mental disorder schizophrenia. The report will also look at the ICD-11, and the developments that have been made to upgrade the ICD-10. Comparisons between the DSM-5 and the ICD-10 will be made while talking about definition and categorisation of schizophrenia. The many kinds of treatment options that are available for people with schizophrenia will be addressed within this report. Measurements of rehabilitation will be provided to demonstrate the effectiveness of treatments with individuals and how it is evaluated. 

The diagnosis conversation will centre on how people with schizophrenia are currently diagnosed. The report will examine who takes part in the process, the significance of obtaining a formal diagnosis, and the potential benefits. Regarding the many forms of treatment accessible for individuals with schizophrenia, the report will go over those that are now offered and describe both their current and historical methods of application. The effectiveness of these treatments and how this is determined will be covered in the measurements and rehabilitation. There will be suggestions for future procedures on how to enhance the quality of life for those individuals who live with schizophrenia. A summary of the report’s findings will be included, along with all that was discovered during this report. 







Definitions and Classifications
The classifications of medical illnesses are motivated by the need to differentiate between various medical conditions which result in human suffering. As well as giving patients and their families counsel regarding the expected course and conclusion of such suffering, it allows practitioners to treat medical causes of illness in humans in a precise and reliable manner, (Merriam-Webster, 2008). Despite being researched as a distinct medical entity for the past 
century, the exact nature of Schizophrenia including its basic definition, precise borders, causation, and pathogenesis, remains unknown, according to, Jansson and Parnas (2007).
Fundamental and recognisable distortions in thought and perception, as well as inappropriate or diminished emotions are characteristics shared by all schizophrenia diseases, World Health Organisation (2019). The most significant psychopathological symptoms consist of thought echo, thought insertion or abandonment, thought broadcasting, delusional thinking, and delusion of control, as well as hallucinatory voices, speaking about the patient to a third party or making comments about them, thinking disorder and negative symptoms (WHO, (2019). Schizophrenia disease can present with prolonged course, an episodic pattern with impairments that are either progressing or stable, or a complete or partial remission during one or more episodes (WHO, 2019).
Over the course of the six versions of the Diagnostic and Statistical Manual of Mental Disorders (DSM), the definition of schizophrenia has undergone revisions (Tanden. et al, 2013). All definitions draw three main sources, (a), Kraepelin emphasis on the chronicity and result of volition, Kraepelin, (1971), (b) inclusion of the Bleulerian perspective, which emphasises negative symptoms and holds that dissociate illness is primary and profound, Bleuler, (1950), (c) the Schneiderian emphasis on positive symptoms or reality distortion, Schneiderian, (1959). But overtime, there have been changes in the proportional weight given to these three viewpoints (Andreasen, 1989; Bruijnzeel and `Tanden, 2011; Keller et al, 2011).
The Bleulerian emphasis on interpersonal pathology and negative symptoms led to a wide definition that is prominently expressed in the DSM-1 and the DSM-2. Because of this, there is a noticeable difference in the diagnosis of Schizophrenia in the United States, the United Kingdom, and maybe a substantial portion of Europe (Tanden. et al, 2013).
Two or more of the following symptoms must be present for a considerable amount of time over a course of a month (or less if treatment is successful), to meet the DSM-5 criteria for Schizophrenia (Tanden. et al, 2013). (1) Delusions, (2) Hallucinations, (3) Disorganised words, (4) Significantly disorganised or delirious conduct, and (5) Negative symptoms, i.e., decreased emotional expression or awareness), should be at least one of these (Tanden. et al, 2013).
 According to Robins and Guze, (1970), an overwhelming majority of people want the DSM-5 diagnosis of Schizophrenia to consider emerging findings in neurobiology, including genetics. It is advised to increase the number of validators from five to a proposed eleven, which would include neutral substrates, family-related, hereditary, and risk from environmental factors, Robins and Guze, (1970).
The eleventh version of the International Classification of Diseases (ICD-11) was approved by the World Health Assembly (WHA), in May 2019, the ICD-10 Schizophrenia, Schizotypal, and Delusional Disorder subchapter has been replaced with the ICD-11, Schizophrenia, or other primary disorders subchapter (WHO, 2019).Positive symptoms like relentless delusions, ongoing hallucinations, chaotic thinking, along with feelings of passivity and control, as well as negative symptoms like diminished or dulled emotions and psychomotor disturbances, are characteristics of ICD-11 Schizophrenia and other fundamental psychotic disorders. They are also marked by significant difficulties testing and behaviour alterations (WHO, 2019). 

Diagnosis   
Although the results of being diagnosed with Schizophrenia may not always be as bad as people think, more than 50% of those who are diagnosed have sporadic but persistent psychiatric issues, and around 20% have persistent symptoms and abnormalities (Barbato, 1998).
Like many psychiatric diagnoses, Schizophrenia is still conceptualised chronologically. A trustworthy method for diagnosing mental illnesses has been made possible using operational criteria, such as those included in the Diagnostic or Statistical Manual of the American Psychiatric Association (DSM), or the International Classification of Disease (ICD) of the World Health Organisation (WHO), American Psychological Association (2013).
A patient may be officially diagnosed with Schizophrenia, according to, DSM-5, if two or more symptoms listed below are present for a minimum of one month, (1) hallucinations, (2) delusions, (3) disordered speech, (4) disordered or catatonic conduct, (5) adverse symptoms, (affect flattening, an anxious state), and alogia.
There are three stages that Schizophrenia symptoms might manifest in, Prodromal, Psychotic, and Persistent phases. During the Prodromal period, there is usually a reduction in functioning. This stage, which comes before the first psychotic episode is characterised by irritation and isolation (Klosterkotter et al, 2001). The initial sign of visible psychosis appears during the heightened and increasing psychotic phase, (Thompson et al, (2001). After the initial psychotic episode, the chronic residual stage of Schizophrenia often starts 5-10 years later. During this phase residual breakthrough symptoms are present (Meyer et al, (2005).
 According to the ICD-10,  a person is diagnosed with Schizophrenia if they exhibit symptoms in at least one of the following mental modalities, perception, (delusions) disorganisation of thoughts, (hallucinations), feelings (the belief that thoughts and behaviour are controlled by an outside force), thinking (impaired concentration), volition (loss of motivation), affect (decreased emotional expression, and behaviour), and behaviour (disordered behaviour) (WHO, 2019).
According to Beck, (1962) the diagnosis of Schizophrenia is still mostly determined by clinicians based on the existence of a predetermined set of symptoms, despite the years of study and a large body of literature. However, regarding the main symptoms of Schizophrenia, there appears to be consensus. (Cooper, 1967; Morgan et al, 1968; Lorr and Klett, 1968; Hordem et al, 1968).
WHO (2019), stated, if a person exhibits extreme manic or symptoms of depression, they should not be diagnosed with Schizophrenia until it is evident that the mental health issues proceeded the Schizophrenia. Furthermore, Schizophrenia should not be diagnosed in the context of obvious brain illness, substance intoxication or withdrawal (Chen et al, 1996). Even though the diagnostic criteria for Schizophrenia are stable, diagnoses frequently fluctuate over time. In a seven-year investigation, which included 936 individuals, the diagnosis of Schizophrenia was modified in 21.9% of cases during later hospitalisation, while the diagnosis of another medical disorder was altered in 32.8% of cases. They found the vast majority diagnosis of Schizophrenia was changed to either organic illness or bipolar disorder.
Treatment
There is no efficient medical intervention for Schizophrenia for many years after Kraepelin’s groundbreaking description of the disorder, and unfortunately, some drastic techniques were used to treat patients, including insulin coma, psychosurgery, and extended barbiturate induced sleep treatment (Valenstein, 1986). Frontal lobotomies, also known as leukotomies, a type of neurosurgery which the frontal lobes nerve system is severed, lessening irritability and aggressive conduct, but it increased cognitive impairment. 
Numerous Schizophrenia patients were kept in psychiatric institutions throughout the first half of the 20th century, due to the lack of effective treatment and treatment choices. The discovery of Chlorpromazine in the 1950s opened the possibility of drug treatment, and research into antipsychotic medications, and is still ongoing presently. 
One of the biggest discoveries in the 20th century was a coincidental discovery, that Chlorpromazine had a strong “calming” effect, even in those with psychotic indicators and disorders (Pearl et al, 1956). The short-term antipsychotic and sedative effects of Chlorpromazine and Promethazine became apparent in patients with mental disorders (Lavretsky, 2008). 

The newly discovered drug's effectiveness was shown in research studies conducted by Delay, Denike, and Harl (1951), and Sigwald and Bouttier, (1953) in Europe, and Lehmann and Hanrahan (1954) in Canada. Regretfully, antipsychotic medication does not work for every patient. Treatment Resistant Schizophrenia (TRS) has been projected to affect between one-fifth and one-half of cases overall (Elkis, 2007; Essock et al., 1996; Lieberman, 1999, Lindenmayer, 2000). Compared to those with other serious disorders of the mind, patients with TRS experience less favourable outcomes (Iasevoli et al., 2016).
In addition, prolonged impairment and deteriorated social functioning can be caused by persistent positive, negative, and cognitive symptoms (Burton et al, 2013; Galderis et al, 2014; Dickenson et al, 2006; Iasevoli et al, 2016; Rocca et al, 2014; Rosenheck et al, 2006; Twamley et al, 2002). TRS has been linked to several clinical characteristics, which includes extended periods of undiagnosed psychosis and poor premorbid interaction with others (Schennach et al, 2012). A history of substance abuse (Gupta et al, 1996), and an early age onset (Hollis, 2000; Reichert, 2008). These studies, however, did not specifically examine non-TRS, instead they examined determinants of non-response. Few studies comparing the clinical characteristics of TRS patients to those without the condition have been found through systematic reviews (Gillespie et al., 2017; Seppala et al., 2016). However, the majority of TRS patients are European in their heritage, according to numerous study results (Meltzer et al, 1997; Teo et al., 2013). Crucially, they discovered that there is not a link between the male sex and TRS (Meltzer et al., 1997; Teo et al., 2013). Which is unexpected given that men are often more likely to acquire Schizophrenia (Thorup et al, 2007). 
The UK Hearing Voices Network and the Worldwide Hearing Voices Movement have been advocating for bettering the lives of those who have auditory hallucinations for 25years. Before they were included in psychiatric textbooks, auditory verbal hallucinations were considered a sign of insanity. However, since then they have been identified as symptoms of Schizophrenia. We were all voice-hearers 5000 years ago, according to, (Jaynes, 1975). The most well-known people to have been recognised as voice-hearers include, Socrates, Moses, Ghandhi, and Joan of Arc.
Mental health experts frequently refer to hearing voices, seeing visions, and other unusual or intense experiences, as auditory hallucinations Schizophrenia, or psychosis. The Hearing Voices (HV) Movement is a global movement that supports a variety of perspectives and techniques to processing these experiences (Jones et al., 2016; Corsten et al., 2014; Escher & Romme, 2012). The collaboration between social psychiatrist Marius Romme, voice-hearing sufferer Pasty Hague, and researcher Sandra Escher in the Netherlands, gave rise to the HV movement (Romme and Escher, 1989). HV groups do not adhere to a set framework, in contrast to more structured self-help methods like Alcoholics Anonymous or Wellness Recovery Action Plan groups (Jones et al, 2016). HV groups provide members with space for them to rethink and normalise their experiences and develop a more positive or balanced connection with them (Hornstein et al, 2020). According to a quantitative study using observations conducted in the UK by (Longden et al, 2018), members of the HV groups showed increases in their social and emotional well-being. 
Individuals with Schizophrenia may benefit from physical activity, which may enhance their quality of life, symptoms of Schizophrenia, and cognitive function (Hoff et al, 1999). Exercise can be immensely helpful in reducing health issues that arise from pharmacological treatment of Schizophrenia (Laursen et al, 2012). Given that gaining weight may worsen a patient’s self-esteem and cause them more anxiety about how they look and behave in social situations, exercise is crucial to patients with Schizophrenia (Meyer et al, 2005).
Cognitive Behavioural Therapy, sometimes known as CBT, is a brief psychological treatment, that focuses on issues (Williams, 2002). Aaron Beck (1975) devised this method of treatments, which was first intended to treat depression. CBT is a planned approach in problem-solving that is founded on collaborative empirical reasoning, a goal-driven process that is debated and decided upon by the patient and the doctor (Kingdon, 1998; Stuart, 1998). According to studies CBT is among the best ways to treat mental health disorders (Fordham, 2021; Otto, 2004). 







Measurement of Rehabilitation
Researchers have repeatedly discovered that, even when the illness is in remission individuals with Schizophrenia continue to perform worse than non-sick persons on a variety of cognitive tasks (Gold, 1995). The development and assessment of cognitive rehabilitation (CR) approaches aimed at correcting cognitive deficits and enhancing the cognitive abilities of individuals with Schizophrenia have promoted by what is considered the impact of these impairments (Spring, 1992). CR is the rehabilitation of fundamental functions across several interconnected cognitive domains, including abstraction levels, speed of processing, memory, and attention, with the goal of cognitive retraining. 
[bookmark: _Int_ILQjdcRC]Firm conclusions cannot be drawn from the CR literature on Schizophrenia since it has been and still is a challenging literature. Research differs greatly in terms of instructional strategies, patient populations, sample sizes, and outcome measures, as well as in terms of degree of specialised instruction, training knowledge, and intervention dosage (Kurtz. et al, 2001). They vary in terms of the inclusion criteria for investigations, the conceptual structure of those studies, and the interpretation of the results. These range from more cautious evaluations, like those offered by Pilling et al (2002), which looked at five randomised controlled investigations in Schizophrenia. To more liberal attempts, like those by Kurtz et al (2001), which covered the body of work that was available at the time.
Many individuals with Schizophrenia suffer from extreme and persistent symptoms; in Ethiopia, 38% of patients had recurring symptoms, 19% reported ongoing symptoms for a decade, and 11.8% reported total remission following a single episode (Shibre et al, 2014). People with Schizophrenia in Ethiopia have significant levels of impairment, which is consistent with global trends (Kebede et al, 2005), and high rates of stigma, (Shibre et al, 2001). However, most individuals with Schizophrenia living in low-and middle-income countries (LMIC) lack access to quality care; in Ethiopia, the medical rehabilitation gap is 90% (Alem et al, 2009). Worldwide consensus has established psychosocial or psychiatric rehabilitation as a vital part of therapy for individuals with Schizophrenia (WHO), (1996). 
Since Emil Kraepelin characterised a form of dementia by highlighting the illnesses worsening trajectory, psychiatrist across the developed world have been motivated to compare their patients’ improvements, with those of other medical professionals’ patients (Warner, 2004). In fact, various mental health services, including rehabilitation services have been influenced by tactics like relapse prevention, health promotion, and normalising psychotic episodes.
Rehabilitation is “marked by an ever-increasing acceptance of our limitations, we find that these personal limitations are the ground from which grows our individual and unique possibilities” according to, (Deegan, 1992), pp, 3, It is a way of life and a mindset for taking on the difficulties of each day. Individual characteristics and experiences experienced along the way are all part of the process of rehabilitation (Turner, 2002), from any mental disorder including Schizophrenia. Rehabilitation according to, Athony, (1993), pp,3, is “the development of new significance and direction, as one grows beyond the catastrophic effects of mental illness. Repper and Perkins (2003), proposed, that rehabilitation is crucial regardless of the person’s ability to get rid of their symptoms. It entails conquering not just the obstacles of mental health issues per se, but also the fallout from stigma and disadvantage that accompany them. According to Levant (1999), rehabilitation from a severe illness like Schizophrenia was not only feasible, but occurring on a regular basis, old rehabilitation concepts saw patients as hopeless cases that required institutionalisation for stability and subsequent drug maintenance. 


Recommendations In Future Practice
To enhance patient care and results, Clinical Practice Guidelines (CPGs) convert evidence into recommendations. Antipsychotic drugs are used as part of the routine treatment of schizophrenia, to help patients manage acute psychotic episodes, (Huhn et al, 2019). In contrast, continued therapy is applied for an extended period following patient stabilisation (Carbon et al, 2014).
As a way to provide a framework for treatment decisions that will improve quality and care, while producing better patient outcomes, CPGs inform healthcare professionals with recommendations that take into account the most recent evidence from meta-analyses of controlled trails (RCTs), individual RCTs, and less so epidemiological research in addition to clinical experience, Institute of Medicine (US) Committee to Advise the Public Health Service on Clinical Practice Guidelines (1990). Although CPGs are a valuable resource for mental health practitioners, unlike other medical specialities like Cancer, they have not been updated frequently, American Psychiatric Association (2021). Considering the treatment of schizophrenia, hospitals, healthcare organisations and other regulatory authorities have created their own CPGs; many of those have been amended in the absence of new knowledge, Mental Clinical Advisory Group (2019).
[bookmark: _Int_2cGsGOiQ]The development and adoption of evidence-based practices for schizophrenia have been greatly aided by the schizophrenia Patients Outcomes Research Team (PORT) initiative. To determine evidence-based practices for the medical care of individuals with schizophrenia, researchers carried out systematic evaluations of literature as part of the original schizophrenia PORT project (Leham, 1998). PORT recommendations are not exclusively dependant on expert opinion, unlike earlier initiatives aimed at defining best practices for schizophrenia. Expert input is sought to obtain consensus on the interpretation of the evidence basis for a certain treatment (Leham, 2003).

Conclusion   
Throughout this report the diagnosis and definitions of schizophrenia were discussed. It looked at how schizophrenia was diagnosed, showing that more than 50% of those diagnosed had sporadic but persistent psychiatric issues, and around 20% have persistent symptoms and abnormalities (Barbato, 1989). The World Health Organisation (2019), states, the most significant psychopathological symptom consist of thought echo, thought insertion or abandonment, thought broadcasting, delusional thinking, and delusional control. The Diagnostic and Statistical Manual of Mental Disorders, stated, three main sources drew the definition of schizophrenia as, Kraepelin, (1971), emphasis on the chronicity and result of volition. Bleulerian, (1950), perspective, which emphasises negative symptoms and holds that dissociate illness is primary and profound, and Schneiderian, (1959), emphasis on positive symptoms or reality distortion.
When looking at the treatment for schizophrenia, the report found Chlorpromazine was discovered in the 20th century, and had a strong “calming” effect, even in those with psychotic indicators and disorders (Pearl et al, 1956). However, not all patients have success with antipsychotic medication, as the report discovered. Treatment Resistant schizophrenia has been projected to affect between one-fifth and one-half of cases (Elkis, 2007; Essock et al., 1996; Lieberman, 1999, Lindenmayer, 2000). The report also discussed the UK Hearing Voices Network, benefits from physical activity, and Cognitive Behavioural Therapy.
Deegan (1992), stated, rehabilitation is “marked by an ever-increasing acceptance of our limitations”. While researching for this report, it became evident that everyone is different and what works for one, may not work for the other. There are so many different forms of treatment, and they should be made available to every individual who suffers with schizophrenia. 
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