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1 Introduction
1.1 Purpose of the Report
This report examines and evaluates how schizophrenia and obsessive-compulsive disorder (OCD) are classified, diagnosed, and treated according to the guidelines in the International Classification of Diseases, 10th Revision (ICD-10) Chapter 5. These disorders have a significant impact on the lives of those affected, their families, and society. Understanding them within the framework of the ICD-10 is crucial for effective management and support.
Schizophrenia, categorized as F20 in the ICD-10, includes subtypes like paranoid, hebephrenic, catatonic, and undifferentiated schizophrenia, each with its own symptoms and outcomes (Tandon, Nasrallah, & Keshavan, 2013; Marengo & Harrow, 1997). It involves hallucinations, delusions, disorganized thinking, and negative symptoms such as lack of emotions or social withdrawal (American Psychiatric Association, 2013). Managing schizophrenia requires a comprehensive approach, combining medication, therapy, and rehabilitation to reduce symptoms and improve daily life (Leucht et al., 2013; Bond & Drake, 2014).
Similarly, OCD, labelled as F42 in the ICD-10, centres on obsessions—persistent thoughts causing distress—and compulsions—rituals aimed at easing anxiety (Stein et al., 2016). It disrupts daily activities and social interactions, often leading to significant difficulties if untreated (Fineberg et al., 2015). Effective treatment includes medications like SSRIs and therapy such as cognitive-behavioural therapy (CBT), specifically exposure and response prevention (ERP), which is highly effective in lessening symptoms (Franklin & Foa, 2011).
The main goal of this report is to thoroughly analyse these disorders, pinpoint current challenges, and suggest ways to improve their classification, diagnosis, and treatment. By doing so, the report aims to enhance understanding among healthcare professionals and support systems. This will ultimately improve care for individuals with schizophrenia and OCD, as well as provide better support for their families and caregivers. By integrating medical, psychological, and social interventions, we can work towards better outcomes and a higher quality of life for those affected by these challenging disorders.
1.2 Overview of ICD-10 Chapter 5 
ICD-10 Chapter 5: Mental and Behavioural Disorders
ICD-10 Chapter 5, titled "Mental and behavioural disorders," stands as a cornerstone in the field of psychiatry and mental health. Developed and meticulously maintained by the World Health Organization (WHO), this classification system serves a fundamental role in standardizing the diagnosis and treatment of a wide spectrum of psychiatric conditions worldwide. By providing a structured framework, it ensures uniformity in identifying and managing mental disorders across diverse healthcare settings (WHO, 2010).
Purpose and Structure
The primary objective of ICD-10 Chapter 5 is to classify mental disorders based on their clinical features, symptoms, and course of illness. This systematic categorization aids healthcare professionals in accurately diagnosing patients, enabling effective communication among clinicians, researchers, and policymakers globally. By establishing clear diagnostic criteria and terminology, it supports consistency in clinical practice and enhances the reliability of epidemiological data (WHO, 2010).
Comprehensive Coverage
ICD-10 Chapter 5 encompasses a comprehensive array of mental and behavioural disorders, ensuring inclusive coverage across various diagnostic categories. This includes schizophrenia and other psychotic disorders, such as schizoaffective disorder and delusional disorders, each delineated by distinct clinical presentations and symptomatology (Tandon, Nasrallah, & Keshavan, 2013). Additionally, it encompasses mood disorders, anxiety disorders, personality disorders, and other conditions characterized by significant deviations in behaviour, cognition, and emotional regulation (American Psychiatric Association, 2013; Stein et al., 2016; WHO, 2010).
Utility in Clinical Settings
The adoption of ICD-10 Chapter 5 in clinical settings fosters a common language and structured approach to diagnosing mental health conditions. By promoting uniformity in diagnostic practices and treatment strategies, it facilitates effective patient care and enhances the comparability of research outcomes and epidemiological studies globally. This standardization is crucial for advancing evidence-based practices and improving outcomes for individuals affected by mental disorders (WHO, 2010).
Evolving Landscape and Updates
Since its inception, ICD-10 Chapter 5 has evolved through periodic updates and revisions to reflect advancements in psychiatric research and changes in diagnostic methodologies. These updates are essential for ensuring the currency and accuracy of the classification system, accommodating new diagnostic insights and scientific discoveries in the field of mental health. By adapting to evolving knowledge, the system remains relevant and responsive to the dynamic landscape of psychiatric disorders, thereby supporting ongoing improvements in clinical care and treatment outcomes (WHO, 2010).
In conclusion, ICD-10 Chapter 5 serves as a vital tool for clinicians, researchers, and policymakers alike, providing a structured framework for understanding and addressing the complexities of mental and behavioural disorders. Through its comprehensive coverage, standardization of diagnostic criteria, and adaptability to new scientific findings, this classification system continues to play a pivotal role in advancing global mental health initiatives and improving the lives of individuals affected by psychiatric conditions.

Schizophrenia
2.1 Classification of Schizophrenia
Schizophrenia is a complex mental disorder classified under the code F20 in the ICD-10, encompassing several distinct subtypes each with its own clinical features. Paranoid schizophrenia (F20.0) is characterised by prominent delusions and auditory hallucinations, often involving themes of persecution or grandiosity. Individuals with paranoid schizophrenia tend to retain relatively intact cognitive and affective functions early in the course of the illness (Tandon, Nasrallah, and Keshavan, 2013). Hebephrenic schizophrenia (F20.1), formerly known as disorganised schizophrenia, is marked by disorganised speech, affective flattening or inappropriate affect, and disorganised or catatonic behaviour. This subtype typically manifests during adolescence or early adulthood and is associated with a poorer long-term prognosis (Marengo and Harrow, 1997).
Catatonic schizophrenia (F20.2) is characterised by a range of psychomotor disturbances, including stupor, catalepsy, waxy flexibility, mutism, negativism, agitation, and stereotypies. It represents a severe form of schizophrenia with notable motor abnormalities (Fink and Taylor, 2009). Undifferentiated schizophrenia (F20.3) is used when symptoms do not clearly fit into one of the other subtypes. It involves a mixture of symptoms from different categories of schizophrenia but lacks the specific diagnostic criteria for the other subtypes (American Psychiatric Association, 2013).
2.2 Diagnosis of Schizophrenia
Diagnosing schizophrenia according to ICD-10 criteria involves identifying characteristic symptoms persisting over time. The duration criteria require symptoms such as delusions, hallucinations, disorganised speech, and grossly disorganised or catatonic behaviour to be present continuously for at least six months, with active symptoms for a minimum of one month (American Psychiatric Association, 2013; McGrath et al., 2016). Exclusionary criteria necessitate that clinicians exclude other psychiatric disorders, substance use disorders, or medical conditions that might better explain the symptoms through a thorough clinical assessment (WHO, 2010).
2.3 Treatment and Rehabilitation of Schizophrenia
Effective management of schizophrenia integrates pharmacological and psychosocial interventions. Pharmacological treatment primarily involves antipsychotic medications, which remain the cornerstone of treatment. Typical antipsychotics like haloperidol and chlorpromazine effectively manage positive symptoms but often come with significant side effects such as extrapyramidal symptoms. Atypical antipsychotics such as risperidone, olanzapine, and clozapine are preferred for their better tolerability and effectiveness in managing both positive and negative symptoms (Leucht et al., 2013).
Psychosocial interventions play a crucial role in the comprehensive treatment of schizophrenia. Cognitive-behavioural therapy (CBT) helps individuals manage symptoms by challenging and modifying negative thought patterns, reducing distress, and improving coping strategies (Wykes et al., 2011). Family therapy is vital in providing support, enhancing communication, and reducing family burden (Dixon, Perkins, and Calmes, 2010). Social skills training focuses on improving interpersonal interactions and daily functioning (Kurtz and Mueser, 2008).
Rehabilitation programmes aim to improve the quality of life by enhancing functional abilities and social integration. Vocational training and supported employment initiatives assist individuals in acquiring and maintaining employment, promoting independence and community engagement (Bond and Drake, 2014). In addition to these interventions, early intervention programmes for individuals at high risk of developing psychosis, such as cognitive-behavioural therapy, have shown promise in delaying or preventing the onset of full-blown schizophrenia (van der Gaag et al., 2013).
Long-term management of schizophrenia also involves addressing comorbid conditions, such as anxiety, depression, and substance use disorders, which can complicate treatment and recovery. Integrated treatment approaches that simultaneously address these comorbidities are essential for improving overall outcomes. Regular monitoring and follow-up are critical to managing medication adherence, side effects, and the evolving needs of individuals with schizophrenia.
Overall, a holistic approach that combines pharmacological, psychosocial, and rehabilitative strategies, tailored to the individual’s specific needs and circumstances, is necessary for the effective management of schizophrenia.
2.4 Recommendations for Improvement
To enhance schizophrenia treatment and care:
· Personalised Medicine: Implement personalised medicine approaches through genetic studies and biomarker research to tailor treatment plans to individual patient profiles. This could involve identifying genetic markers associated with treatment response or susceptibility to side effects, thereby optimising medication selection and dosage (Collins and Varmus, 2015).
· Early Intervention: Expand early psychosis intervention programmes to reduce the duration of untreated psychosis, which correlates with better long-term outcomes. Early detection and intervention can mitigate symptom severity, improve functional recovery, and reduce relapse rates (van der Gaag et al., 2013).
3. Historical and Contemporary Support and Provision for Schizophrenia and OCD
3.1 Schizophrenia
Historical Support and Provision
Schizophrenia has a long historical record dating back to ancient times, where descriptions resembling its symptoms can be found in early texts. However, it wasn't until the 17th to the 19th centuries that individuals with schizophrenia were often confined to asylums under poor conditions and with limited understanding of their condition. Treatments during this period were primitive and sometimes harmful, including practices such as bloodletting and purging. Later, in the early 20th century, treatments like electroconvulsive therapy (ECT) and insulin coma therapy were introduced, albeit with mixed effectiveness and significant risks (WHO, 2010).
A pivotal moment in the history of schizophrenia came in the 1950s with the discovery of chlorpromazine, the first effective antipsychotic medication. This breakthrough led to the deinstitutionalisation movement, where many long-term patients were discharged from asylums into community settings. While this shift aimed to integrate patients into society, it also brought challenges due to inadequate community-based support services at the time (Leucht et al., 2013).
Contemporary Support and Provision
Modern care for schizophrenia emphasizes community-based services aimed at providing holistic care encompassing medical, psychological, and social needs. Outpatient clinics, supported housing, and crisis intervention teams play crucial roles in this approach, ensuring ongoing support and treatment adherence for individuals living with schizophrenia (Bond & Drake, 2014).
Integrated treatment approaches are now standard practice, combining pharmacological interventions with psychosocial therapies. Assertive community treatment (ACT) teams deliver personalised care, focusing on managing symptoms, supporting functional recovery, and promoting community integration (Wykes et al., 2011). Psychosocial interventions such as cognitive-behavioural therapy (CBT) for psychosis and family interventions are integral components, aiding in coping skill development and enhancing social functioning (Franklin & Foa, 2011).
Despite these advancements, challenges persist, including stigma, disparities in access to care, and fragmented services across different regions. Efforts to address these issues involve advocating for increased mental health funding, public education campaigns to reduce stigma, and the expansion of telehealth services to improve accessibility to specialised care (Dixon, Perkins, & Calmes, 2010).
3.2 obsessive-compulsive disorder (OCD)
Historical Support and Provision
Historically, OCD was poorly understood and often perceived through religious or moral lenses. Early treatments were ineffective, relying on psychoanalytic approaches that focused on unconscious conflicts and childhood experiences rather than empirical evidence (Stein et al., 2016).
The development of behavioural therapies in the 1960s and 1970s marked a turning point for OCD treatment. Specifically, exposure and response prevention (ERP), a form of cognitive-behavioural therapy (CBT), emerged as a highly effective intervention. ERP involves systematically exposing individuals to anxiety-provoking stimuli while preventing them from engaging in compulsive behaviours, thereby reducing symptoms over time (Fineberg et al., 2015).
Contemporary Support and Provision
Modern treatment for OCD integrates pharmacotherapy and evidence-based psychological interventions. Selective serotonin reuptake inhibitors (SSRIs), such as fluoxetine and sertraline, are commonly prescribed due to their effectiveness in alleviating symptoms. Clomipramine, a tricyclic antidepressant, is also used for its proven efficacy, particularly in treatment-resistant cases (Abramowitz, Taylor, & McKay, 2009).
Many regions now host specialised OCD clinics that offer comprehensive assessments and evidence-based treatment programmes. These clinics provide individualised care plans, including intensive therapy sessions and multidisciplinary support to address the complex nature of OCD (Fineberg et al., 2015).
Despite advancements in treatment options, challenges remain, such as delays in diagnosis, limited access to specialised care, and varying degrees of treatment resistance among patients. Addressing these challenges requires increased awareness among healthcare providers, enhanced training in evidence-based therapies, and ongoing research into innovative treatment approaches for refractory cases (Fineberg et al., 2015).
While both schizophrenia and OCD have witnessed significant advancements in their treatment and support frameworks, ongoing efforts are essential to overcome persisting challenges and improve outcomes for individuals affected by these complex mental health disorders. Integrating evidence-based practices, enhancing access to care, and reducing stigma are pivotal steps towards achieving comprehensive and effective mental health support globally.
· Obsessive-Compulsive Disorder (OCD)
4.1 Classification of OCD
Obsessive-compulsive disorder (OCD) is classified under the code F42 in the ICD-10. It is characterised by two main components: obsessions and compulsions. Obsessions are recurrent and persistent thoughts, urges, or images that intrude into the individual’s consciousness and cause significant anxiety or distress. These thoughts are often perceived as intrusive and unwanted, yet they persist despite efforts to ignore or suppress them. Compulsions, on the other hand, are repetitive behaviours or mental acts that individuals feel driven to perform in response to obsessions or according to rigid rules. These actions are aimed at reducing anxiety or preventing a feared event, but they are not realistically connected to the outcomes they are intended to prevent.
4.2 Diagnosis of OCD
Diagnosing OCD involves identifying the presence of obsessions and/or compulsions that significantly impair the individual’s daily functioning. According to ICD-10 criteria, the diagnosis requires that these symptoms cause marked distress, are time-consuming (taking more than one hour per day), or significantly interfere with the individual’s work, social activities, or relationships (Stein et al., 2016). Clinicians must also exclude other psychiatric disorders, medical conditions, or substance use that could better explain the symptoms through a thorough clinical assessment (WHO, 2010).
4.3 Treatment and Rehabilitation of OCD
Effective management of OCD typically involves a combination of pharmacological and psychological interventions tailored to the severity and specific symptoms of the disorder. Pharmacologically, selective serotonin reuptake inhibitors (SSRIs) such as fluoxetine, fluvoxamine, and sertraline are considered first-line treatments due to their efficacy in reducing symptoms and mild side effect profiles compared to older antidepressants (Fineberg et al., 2015). Clomipramine, a tricyclic antidepressant, is also effective but is reserved for cases where SSRIs have been ineffective or poorly tolerated.
Psychological treatments, particularly cognitive-behavioural therapy (CBT), are crucial in managing OCD symptoms. CBT, specifically exposure and response prevention (ERP), is widely recognized as the most effective form of psychotherapy for OCD. ERP involves systematically exposing individuals to situations, thoughts, or images that trigger their obsessions while refraining from engaging in the associated compulsive behaviours. Through repeated exposures, individuals learn that their anxiety diminishes over time without performing the compulsions, thereby breaking the cycle of obsession and compulsion (Franklin and Foa, 2011).
Rehabilitation efforts for OCD focus on helping individuals regain and enhance their functional abilities and quality of life. This includes vocational training to assist in maintaining employment or returning to work, social skills training to improve interpersonal interactions, and support in daily living activities. Group therapy and support groups provide opportunities for individuals with OCD to connect with others who share similar experiences, offering valuable social support and reducing feelings of isolation (Abramowitz, Taylor, and McKay, 2009).
4.4 Recommendations for Improvement
To further enhance OCD treatment and care, several key recommendations can be considered:
1. Enhanced Training and Resources: There is a critical need to expand training opportunities for healthcare providers in evidence-based treatments such as exposure and response prevention (ERP) for OCD. ERP has consistently shown efficacy in reducing symptoms by exposing patients to anxiety-provoking situations while preventing their usual compulsive responses (Fineberg et al., 2015). By ensuring that clinicians across different settings are proficient in delivering ERP, treatment outcomes can be optimised.
Additionally, it is essential to allocate adequate resources to support specialised OCD treatment centres. These centres play a crucial role in providing comprehensive assessments, personalised treatment plans, and multidisciplinary care to individuals with severe OCD (Fineberg et al., 2015).
2. Innovative Therapies: Developing and implementing new therapeutic approaches is crucial for addressing treatment-resistant OCD cases. One promising avenue is deep brain stimulation (DBS), which involves implanting electrodes into specific brain regions to modulate neural activity. DBS has shown promising results in alleviating symptoms in severe, refractory OCD cases where other treatments have been ineffective (Fineberg et al., 2015).
Furthermore, exploring the potential of digital and online interventions can significantly enhance access to OCD care. Digital platforms can provide therapeutic support, symptom monitoring, and psychoeducation remotely, thereby reaching individuals who may face barriers to accessing traditional face-to-face therapy (Fineberg et al., 2015).
3. Integrated Care Models: Promoting integrated care models that foster collaboration between primary care providers, mental health specialists, and community support services is essential. Integrated care ensures continuity of care, facilitates early intervention, and addresses the complex needs of individuals with OCD. This approach includes seamless referrals, shared treatment planning, and coordinated support across different healthcare settings (Fineberg et al., 2015).
4. Research and Innovation: Continued investment in research is vital for advancing our understanding of OCD and developing novel treatment modalities. Funding initiatives should support studies investigating the underlying neurobiological mechanisms of OCD, evaluating treatment outcomes, and identifying predictors of treatment response. By fostering innovation and scientific inquiry, we can expand our treatment arsenal and improve outcomes for individuals living with OCD (Fineberg et al., 2015).

· Conclusion
· This report underscores the pivotal role of the ICD-10 Chapter 5 classification system in guiding the diagnosis and treatment of schizophrenia and obsessive-compulsive disorder (OCD). These disorders pose substantial challenges due to their complex symptoms and varying clinical presentations, necessitating a comprehensive approach for effective management.
· Schizophrenia, encompassing subtypes like paranoid, hebephrenic, catatonic, and undifferentiated schizophrenia, presents with a spectrum of symptoms ranging from hallucinations and delusions to disorganized thinking and negative symptoms (Tandon, Nasrallah, & Keshavan, 2013; Marengo & Harrow, 1997). The classification system aids clinicians in accurately identifying these symptoms and tailoring interventions, accordingly, ensuring individuals receive appropriate treatment to mitigate their impact (American Psychiatric Association, 2013).
· Similarly, OCD, characterized by intrusive obsessions and compulsive behaviours, significantly disrupts daily life and social functioning (Stein et al., 2016; Fineberg et al., 2015). The ICD-10 classification (F42) provides a framework for diagnosing OCD based on the distress and impairment caused by these symptoms, guiding the use of therapies like selective serotonin reuptake inhibitors (SSRIs) and cognitive-behavioural therapy (CBT) to alleviate symptoms and improve overall well-being (Franklin & Foa, 2011).
· While substantial progress has been achieved in the understanding and treatment of these disorders, several challenges persist. These include the need for personalized medicine approaches tailored to individual symptom profiles, early intervention strategies to prevent long-term disability, and ongoing research into innovative therapies that can complement existing treatments (Collins & Varmus, 2015; McGrath et al., 2016).
· 
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