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[bookmark: _Toc172211875]Introduction
The purpose of this assignment is to critically review the categorization, identification, management, and recovery of two distinct mental disorders by the ICD-10 (2010). The analysis of mental disorders is important because they are multifaceted, and the treatment can be developed to help people with such disorders live better lives. Through this report, we will see a brief analysis of mental health provision in history and at the current moment based on the support and legislation. The two disorders to be compared in this paper are Depression and Schizophrenia. Depression is a common mental disorder that is defined by persistent low mood, lack of interest, and many other emotional and physical symptoms (World Health Organization, 2010). Schizophrenia a mental disorder, impacts a person’s thinking, emotions, and social skills. The following disorders were chosen because of their prevalence, effects on the patient and the community, and availability of research data that would enable a detailed discussion of the diagnostic, therapeutic, and recovery procedures for these disorders.


[bookmark: _5nvi0g8r3zrp][bookmark: _Toc172211876]Depression
[bookmark: _z9pz0h7bykm5][bookmark: _Toc172211877]Classification and Diagnosis
[bookmark: _Toc172211878]Depression is diagnosed under the ICD-10 (2010) under the category of mood disorders with the code F32 for single episode and F33 for recurrent depressive disorder (World Health Organization, 2010). This category includes mild depressive episodes to severe depressive episodes with psychotic features. The ICD-10 criteria are used throughout the world in clinical practice and studies, which provide a universal approach to diagnosing and treating patients in different healthcare facilities. The diagnostic criteria for depression, according to ICD-10 require the presence of at least two symptoms: a persistent feeling of sadness or low mood and a lack of interest or pleasure in most activities. At least four of the following symptoms must be present: some of the major symptoms include eating disorders, gain or loss of a significant amount of weight, sleeplessness or oversleeping, restlessness or slowing down of movements, loss of energy or feeling tired, feelings of worthlessness or excessive guilt, difficulty in thinking or concentrating, and recurrent thoughts of death or suicidal thoughts (World Health Organization, 2010). These symptoms must be present for at least two weeks and can be considered as the worsening of the prior state. Another aspect of diagnosis is to exclude other psychological disorders, physical diseases, and the use of substances that may manifest symptoms. 
[bookmark: _26olj51klzas][bookmark: _Toc172211879]Historical Context and Legislative Changes
The following analysis of the historical context of support and treatment for depression in the UK reveals that the situation has undergone numerous changes over the years due to such factors as social awareness, medical progress, and legal changes. Before the present time, mental health disorders and depression especially have not been well comprehended and were even discriminated against. The treatment procedures were not very advanced and mainly involved isolation and simple measures like bed rest and shock therapy with the use of electroconvulsive therapy without the administration of anaesthesia (Shorter, 1997). The post-war era saw the beginning of a slow change in the methods of treating the mentally ill to a more considerate and rational one. The National Health Service (NHS) was established in 1948 which gave the structure for mental health services. It is considered that the advancement of mental health services in the UK cannot be discussed without naming the legislative changes. The Mental Health Act of 1983 was a significant piece of legislation that aimed at deinstitutionalization of the mentally ill that is, transfer of the care of the mentally ill from state institutions to the community. This Act helped in the reduction of many large psychiatric hospitals and the introduction of community mental health teams (Jones, 1993). The subsequent Mental Health Act of 1983 built upon the protection of patients’ rights by including measures against involuntary admission and treatment and guaranteeing the treatment in the least restrictive manner (Department of Health and Social Care, 1983). Other recent legislations and or policies include the Mental Health Act of 2007, which has further enhanced the delivery of mental health care. 

The Care Act 2014 came into force adding another important step to the legislation by focusing on the coordination of health and social care services for people with mental health problems including depression. This Act created a new legal responsibility for local authorities to improve the health of their populations, reduce the likelihood of people’s needs increasing and help people to live as independently as possible through personal and tailored support plans (Department of Health and Social Care, 2014). There are still issues concerning the delivery of mental health care for patients with depression. Some of the problems that are still being experienced include the issues of funding, shortage of personnel and unequal quality of service delivery. It is possible to note the present attempts to improve mental health care, for instance Five Year Forward View for Mental Health, which describes the strategy of mental health services’ improvement, the fight against the prejudice, and the prevention of mental disorders (NHS England, 2016). Thus, it can be concluded that with the classification and diagnosis of depression in the ICD-10 (2010), a clear set of steps that can be easily implemented in real-life practice is described. The historical background and legislation in the UK reveal the evolution of Mental Health Care from isolation and hospitalization to inclusion and patient’s participation. 
[bookmark: _80ffrv42460o][bookmark: _Toc172211880]Treatment and Measurements of Rehabilitation
Current Treatment Methods 
Depression can only be managed through the administration of drugs, counselling and alteration of the patient’s daily routine. The main approach is pharmacotherapy, which involves drug treatment (Baldessarini, 2013). These drugs work by modifying the neurotransmitter concentrations in the brain to improve the patient’s mood and address the signs of depression. Psychotherapy can also be used as a form of treatment for depression to the same extent as the pharmacological methods. It is also recommended that one should change his or her lifestyle, exercise regularly, take a balanced diet and sleep well besides the pharmacological treatment. This shows that exercise enhances mood and is often advised to be taken with other forms of therapy (Blumenthal et al., 2007).

Rehabilitation Measurements and Outcomes 
[bookmark: _7vkul4iadf45][bookmark: _Toc172211881]Due to the nature of depression, the goal of the treatment is to increase the quality of life and decrease the level of dependency of the affected individual. This process also assume assessing and evaluating the various outcomes achieved using tools and scales. Two of the most common scales that are used to determine the level of depressive symptoms and changes in that level are the Hamilton Depression Rating Scale (HDRS) and the Beck Depression Inventory (BDI) (Hamilton, 1960; Beck et al., 1961). Other measures include Functional outcomes to assess the impact of the treatment on the patient’s daily living activities. The GAF scale and the WHODAS are employed to quantify the change in the subject’s social, occupational, and psychological functioning (Goldman et al., 1992; Üstün et al., 2010). In most cases, the outcomes of the rehabilitation are favourable, and a vast number of the patients can testify of a reduction in severity of symptoms and enhanced quality of life. 
Recommendations for Improvement
Even with the current developments in the management of depression, there are several shortcomings. Another concerning aspect is the availability of mental health services and the disparities of the availability between urban and rural and even the uninsured population (Wang et al., 2007). People tend to present for treatment late due to the social gap regarding mental illness and the absence of knowledge on the part of the population. It is difficult to maintain treatment adherence which is why many patients stop taking the medication because of side effects or the lack of the therapeutic effect (Bull et al., 2002). To fill the identified gaps, the following changes can be made. Improving the levels of knowledge among the population regarding depression through public campaigns is beneficial in eliminating prejudice and promoting the timely use of services (Corrigan et al., 2012). Providing mental health services through primary care can help, make sure that clients get proper care when they need it (Katon et al., 2010). It is imperative to focus on increasing patients’ adherence to treatment. This can be done by explaining to the patients the various aspects of their illnesses and the necessity of following the set management plans. Using patient-centred treatment plans that would encompass the patient’s situation and preferences may also enhance both the patient’s adherence and overall results (Fava et al., 2014). All these recommendations should be done systematically by healthcare professionals, the government, and other societies.
[bookmark: _t7o5votfyq8h]
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[bookmark: _t57siwu0xxfc][bookmark: _Toc172211883]Classification and Diagnosis
Schizophrenia under ICD-10 (2010) is defined as a severe mental disorder characterised by distortion of thinking, language, perception, and sense of self. The diagnostic codes for schizophrenia are as follows F20.0 to F20.9, including paranoid, hebephrenic, undifferentiated, and residual schizophrenia (World Health Organization, 2010). Diagnostic criteria for schizophrenia according to ICD-10 necessitate the presence of the characteristic symptomatology for at least one month. These symptoms include: delusions of control, influence, or passivity along with delusional perception; hallucination of voices discussing or commenting on the patients; persistent other delusions; hallucinations in any form; incoherent or irrelevant speech and negative symptoms such as compulsory dryer movement, lack of expression, minimal speech and incongruent emotions (World Health Organization, 2010). For a diagnosis, these symptoms must result in significant personal, social or occupational dysfunction. Diagnosis also entails excluding mood disorders with psychotic features, schizoaffective disorder, and substance-induced psychotic disorders. Diagnostic assessment includes history and Mental State Examination and rating scales such as the Positive and Negative Syndrome Scale of Schizophrenia (PANSS) (Kay et al., 1987).
[bookmark: _48z6xci4m4wm][bookmark: _Toc172211884]Historical Context and Legislative Changes
The history of support and treatment for schizophrenia has been changing throughout the years in the United Kingdom. In the past, people diagnosed with schizophrenia were treated poorly and were mostly placed in asylums. A major change in treatment approaches came with the introduction of psychopharmacology in the middle of the twentieth century. The introduction of chlorpromazine in the 1950s as the first antipsychotic medication changed the treatment of schizophrenia by permitting many patients to leave psychiatric hospitals and live in the community (Healy, 1997). The progressive expansion of community-based mental health services occurred only after the formation of the National Health Service (NHS) in 1948. The Mental Health Act of 1983 focused on the deinstitutionalization of mental health care and supported community care instead of institutional care (Jones, 1993). This Act brought a transition to a more humane and comprehensive approach to managing mental health, resulting in the gradual process of shutting down large mental institutions. The Act provided mechanisms for forced treatment of certain people, while guaranteeing their legal rights and need for treatment. New legislative continued with the Mental Health Act of 2007 which brought in for administering compulsory treatment. This Act also included provisions for community treatment orders which allow treatment in the community under the supervision of a psychiatrist as well as protection of the autonomy of the patient in the case of continuing care (Department of Health and Social Care, 2007). The Care Act 2014 was specifically designed to address the collaborative working of health and social care for people with schizophrenia. This Act also included a new legal requirement for the local authorities to look after and help individuals, reduce their needs, and provide care and support packages for each person (Department of Health and Social Care, 2014). This classification and diagnosis of schizophrenia by the ICD-10 (2010) is a framework of reference to standardize the practice and examination of this condition. Looking at the historical developments of the mental health legislation in the United Kingdom one can notice the change from the custodial to a more compassionate and holistic approach that would improve the effective treatment of patients with schizophrenia.
[bookmark: _t4om9ndhu4z0][bookmark: _Toc172211885]Treatment and Measurements of Rehabilitation
Current Treatment Methods
The treatment of schizophrenia is done with the use of medication together with psychotherapy and social interventions. The pharmacological intervention that is considered effective in the management of the condition is the use of antipsychotic drugs – both typical and atypical. Examples of atypical antipsychotics are risperidone, olanzapine and aripiprazole which are preferred over typical antipsychotics such as haloperidol as they do not cause extrapyramidal side effects (Leucht et al., 2013). These medications primarily work on the dopamine receptors to tackle the positive symptoms, which are hallucinations and delusions for instance. 
Psychotherapy in the form of cognitive behaviour therapy and other forms of psychotherapy assists in decreasing symptoms and increasing functionality. Couples and family therapy is also essential, as it includes informing family members about the condition and creating a supportive environment in the home (Pharoah et al., 2010). Psycho-social interventions, such as social skills training, and vocational rehabilitation, are vital in enhancing social adjustment and quality of life. These interventions assist the patients in acquiring relevant life skills and reorienting them back to the community (Bustillo et al., 2001).



Rehabilitation Measurements and Outcomes
Schizophrenia rehabilitation focuses on improving functioning and quality of life among patients suffering from this condition. These outcomes are measured with the help of different tools and scales such as the Positive and Negative Syndrome Scale (PANSS) and the Global Assessment of Functioning (GAF) scale (Kay et al., 1987; Goldman et al., 1992). The PANSS evaluates the positive, negative, and general psychopathology symptoms, and the GAF evaluates the overall psychological, social, and occupational functioning. Rehabilitation yields favourable results for many patients, who demonstrated improvement in addressing symptoms and functional deficits. Nevertheless, the degree of enhancement will differ due to aspects like compliance with treatment, the intensity of the disorder, and if the patient suffers from other diseases (Harvey et al., 2012). 
[bookmark: _93yjat3m8q3c][bookmark: _Toc172211886]Recommendations for Improvement
Several gaps have been identified in the management of schizophrenia even with the available treatment options. A notable concern is disparities in the availability of integrated mental health care, especially in rural and other remote regions (Wang et al., 2007). Furthermore, no customized therapy regimen considers each person’s reaction to the therapy. Another factor includes treatment compliance whereby patients stop taking medication due to side effects or perceiving no improvements (Llorca, 2008). To fill these gaps, the following changes can be made: Improving the delivery of mental health services through telepsychiatry may be beneficial to people located in rural areas (Yellowlees et al., 2010). Thus, individualized treatment plans that incorporate genetic, environmental, and psychosocial factors can enhance the treatment outcomes (Kahn et al., 2015. It also can be useful to consolidate other support programs as patients can get acquainted with other people who have dealt with the same issue. Such programs can enhance self-esteem and promote compliance with therapy (Repper and Carter, 2011). Adopting these recommendations requires collaboration between various stakeholders including health care organizations, policymakers, and community-based organizations. Educating the first-contact practitioners in mental health management can enhance the early detection and intervention of schizophrenia. The public authorities can contribute towards the enhancement of the availability of funding for mental health services and research. Further improvements to the current treatment approaches for schizophrenia are justified since many of the patients benefit from the cure. 


[bookmark: _retyrqrw6mig][bookmark: _Toc172211887]Conclusion
The study of depression and schizophrenia shows that ICD-10 is efficient in managing the disorders by maintaining the classification and diagnosis standards. Moreover, the changes in mental health care over the history of the UK including some legislative changes can also be concluded as the steps forward towards the more humane and more integrated level of mental health care. Currently, pharmacotherapy, psychotherapy, and other psychosocial interventions are used in the treatment of both disorders showing favourable changes in material outcomes, including the severity of symptoms and impaired functioning. There are still issues with the continuity of services, patients’ compliance with treatments, and individual approaches. The mentioned problems can be solved by increasing public awareness, utilizing telepsychiatry, making individual treatment plans, and supporting community intervention programs. Being able to increase the cooperation and partnership between the healthcare providers, policymakers and communities, a much better structure in the provision of mental healthcare can be put into place, thus improving the quality of life of patients suffering from depression and schizophrenia.
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