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[bookmark: _heading=h.30j0zll]1. Introduction
The following report will make use of ICD-10 to critically examine the classification, diagnosis, treatment and measurements of rehabilitation of two mental health conditions—Anxiety and Depression. The report shall continue by tailoring these concepts and linking them with key issues that exist along with theories used by the NHS to support and treat individuals living with these mental conditions in the UK. The report shall then conclude by providing recommendations for improvements so that it can support not only the service users but also the care providers in the UK. 

[bookmark: _heading=h.1fob9te]

[bookmark: _heading=h.3znysh7]2. Discussion
[bookmark: _heading=h.2et92p0]2.1. Historical Context of Mental Health Provision in the UK
The journey of addressing mental health and the provision of mental health services in the UK started in 1948–however, it was not until recently that mental health started to receive an equal contribution within the health and social care landscape. Back in the decade, mental health was mostly treated in mental health asylums where people with mental disabilities and mental health problems were kept hidden from the general public (Jones, 2023). They were even labelled as ‘lunatics’ or someone with ‘mental deficiency,’ as terms regularly used. However, as physical healthcare in the UK began to upgrade, with multiple access to treatment and facilities—the interest in mental health also started to rise (Brown et al., 2023).
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Figure 1: Timeline of key activity in mental health policy. 
Source: (Brown et al., 2023)

As seen in Figure 1, the NHS passed a Mental Health Act in 1959–where an individual's entry into the hospital would be decided based on his or her medical terms rather than legal terms. This was an attempt to help integrate mental health matters in the NHS (Foot, 2023). Following this act, in 1961, the Victorian asylums, which were considered as daunting out of the countryside were declared to be so that patients experiencing mental health conditions could be treated in hospital wards rather. However, these asylums were not closed until the 1970s. 

It took twenty years for the Mental Health Act of 1959 to be revised in 1983, given that people suffering from mental health conditions could still be detained based on their symptoms, and if they were at risk of self-harm or harm to others. However, Winston Churchill’s argument was based on the idea that people suffering from mental health should be treated within the community rather than within institutions, and therefore, barriers associated with the NHS should be removed (Mills, 2023). Emphasising ‘community care’ when treating mental health, the first NICE mental health guidelines were released in 2002 and were updated in 2014 to provide guidelines for healthcare practitioners about how they can best support and treat patients, along with their social and emotional well-being. 

[bookmark: _heading=h.tyjcwt]2.2. How Has It Affected Treatment and Rehabilitation for Anxiety and Depression?
The release of NICE guidelines has so far offered a multi-agency approach so that healthcare practitioners can offer support to those experiencing mental health problems, including anxiety, and depression—so that they can live a normal life. Wykes et al., (2023) argued that it was not always about offering medications, as many preferred having an alternative form of treatment to their mental health concerns. It was hence suggested around 2017 for the GPs to be trained on identifying early signs of mental health issues—depression and anxiety; creating localised CAMHS services so that people can easily access support services and support groups. 

Around that time, conversations about mental health also began to grow—with schools and universities engaging in debates and media focusing on changing attitudes around the topic. For instance, it involved conversations such as—‘You would not ask someone who broke a leg to just try and walk. So do not tell someone experiencing depression to cheer up,’ as advice to encourage them (Slezak et al., 2023). 

In 2017, the NHS invested around £12 billion in the provision of mental health services in England—to deliver 1500 more mental health therapists within NHS’ primary care by March 2019. To ensure that every individual has access to mental health services—the NHS also introduced standard waiting times for those wanting to seek mental health services, so that a certain number of people can start seeking treatment within 2 weeks of their first episode of psychosis. 

However, despite the measures taken to improve the provision of mental health services within the community and by the NHS—there are still various gaps within the treatment that can be worked upon or at least addressed. For instance, despite the availability of mental health services, a 2017 survey had 97% of the respondents suggesting that they did not know whom to contact with their mental health concerns (Di, 2023). Moreover, three-quarters of people with mental health problems did not receive support at all. Whereas, some people residing in the worst parts of the country ended up waiting up to 124 days before they sought any kind of treatment. 

Regardless, the provision for mental health has still improved compared to what it was around 70 years ago, in the sense that people have better access to treatment and treatment options. Many social barriers have also been broken down and people and community members talk about mental health more positively, driving change overall (Stott et al., 2023).
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[bookmark: _heading=h.1t3h5sf]3. Depression
[bookmark: _heading=h.4d34og8]3.1. Classification and Diagnosis
The criteria for diagnosing depression or depressive symptoms are said to overlap between ICD-10 and DSM-IV, however, both have certain differences that can be emphasised. For instance, according to ICD-10, patients must have two of the three symptoms—depressed mood; loss of interest in everyday activities; and energy reduction (World Health Organization, 2023). 

The diagnostic criteria for depression according to ICD-10 are as follows:
· Loss of interests 
· Low energy or fatigue
· disturbed sleep
· low self-confidence
· Suicidal thoughts
· guilt or self-blame
· Feelings of worthlessness 
· Diminished ability to concentrate or think. Being in-decisive everyday
· Marked loss of pleasure in all activities most of the day.

An individual is diagnosed as not depressed if he or she has fewer than four symptoms; mild depression if having four symptoms; severe depression if having seven or more symptoms.
[bookmark: _heading=h.2s8eyo1]3.2. Treatment and Measurements of Rehabilitation
The NHS promotes the use of NICE (National Institute for Health and Care Excellence) guidelines for healthcare practitioners and service providers to manage and treat depression among adults in the UK. The NICE guideline not only covers ways to identify depression but also manages people with depression, especially those aged 18 and over (Ho et al., 2023). It further recommends treatments for those with the first episode of depression and provides advice on ways to prevent relapse and manage chronic depression, and depression with a coexisting disorder.

When it comes to treatment for a new episode of less severe depression—healthcare practitioners are encouraged to actively monitor people who do not want treatment. This involves ensuring that people know they can change their minds and seek help; providing information about the nature of depression; arranging assessments within the next 2 to 4 weeks; and making contact with repeated attempts if necessary (Scott, 2023). 
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Figure 2
Source: (NICE Guidance, 2022)

People with depression are also contacted to discuss treatment options so that they can make their choice of treatment based on their clinical preferences and needs. A shared decision on the treatment is then made to address their clinical needs. The treatment options provided to the person with less severe clinical depression involve:

· Providing digital or printed materials on steps to follow for guided self-help. These materials follow cognitive behavioural therapy (CBT) ideas, problem-solving, behavioural activation (BA), or psychoeducation. The key is to focus on the beliefs, feelings, and attitudes of an individual and teach ways to cope with situations. A trained practitioner may also be available to support individuals attempting self-help interventions, participating in a structured session of 6 to 8 sessions (NICE Guidance, 2022).
· Group cognitive behavioural therapy (CBT) involves practitioners intervening with a group of members to focus on their thoughts, feelings, beliefs, and behaviour and help cope with situations. These involve approximately 8 sessions within the group.
· Individual CBT is where the practitioner conducts one-on-one sessions to help the individual overcome social, cognitive, or physical symptoms.
· Individual behavioural activation (BA) is where the practitioner focuses on the link between an individual's activities and their moods. They help the individual recognise the patterns between the two and help reduce the impact on their moods by pursuing planned behaviours. 

Treatment guidelines for more severe depression often involve the combined use of individual cognitive behaviour theory and antidepressant medications, with a regular 16 sessions to address and reduce depression-related symptoms (NICE Guidance, 2022). These antidepressant medications often take more than 6 months to show their effects on the symptoms. These can be selective serotonin reuptake inhibitors (SSRI), serotonin-norepinephrine reuptake inhibitors (SNRI) or others based on the patient’s clinical history. The use of behavioural activation is incorporated to help identify the link between moods and behaviours. 
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[bookmark: _heading=h.3rdcrjn]4. Anxiety
According to ICD-10, Anxiety is defined as a condition that is marked by symptoms of excessive worry. It also involves feelings of fear, uneasiness, and dread, that last for more than six months. It also involves other symptoms such as sweating, dizziness, fast heartbeat, shortness of breath, irritability, and muscle tension (El et al., 2023). 

An anxiety disorder is considered excessive worry, which involves the kind of worry that is difficult to control and involves a variety of life situations. It involves apprehension of danger (actual or imagined) accompanied by irritability, muscle tension, and sleep disturbances (Rodgers et al., 2023). 
[bookmark: _heading=h.26in1rg]4.1. Classification and Diagnosis
According to ICD-10 diagnostic criteria—an anxiety disorder is said to last up to six months or more. It involves prominent tension, feelings of apprehension, and worry, about everyday events or problems.

The ICD-10 suggests that there must be at least four symptoms out of the given list of items for an individual to be diagnosed with anxiety disorder. 
· Autonomic arousal symptoms (pounding of heart or palpitations; sweating; trembling or shaking; and dry mouth). 
· Symptoms related to chest and abdomen (difficulties breathing; chest pain; feelings of choking; and feelings of churning within the stomach).  
· Symptoms concerning brain and mind (feeling faint, lighthearted, or dizzy; feelings that objects are not real or not here; fear of losing control; fear of dying). 
· General symptoms (hot flushes; tingling sensations). 
· Symptoms of tension (muscle tension or pains; restlessness; a sensation of a lump in the throat or difficulties swallowing). 
· Other nonspecific symptoms invoke exaggerated responses to minor surprises; difficulty concentrating or going blank; difficulty getting to sleep; and persistent irritability. The individual must be one of the four within each category to be diagnosed with anxiety disorder.

The given ICD-10 criteria for generalised anxiety disorder is said to suffice the diagnosis of GAD and does not fall under the diagnosis criteria for obsessive-compulsive disorder, panic disorder, phobic anxiety disorder, or hypochondriacal disorder (El et al., 2023). However, the most commonly used exclusion criteria involve—not sustained by a physical disorder, for instance, an organic mental disorder, psychoactive substance-related disorder, or withdrawal from benzodiazepines.
[bookmark: _heading=h.lnxbz9]4.2. Treatment and Measurements of Rehabilitation
The NICE guidelines offer a stepped-care model for healthcare practitioners to address those suffering from anxiety and provide ways to support families with the most effective interventions (NICE Guidance, 2022). 

People who are diagnosed with generalised anxiety disorder go through an assessment that relies on the degree of distress and functional impairment. The healthcare practitioner will consider factors such as substance misuse, history of mental health disorders, past experiences, and response to previous treatments. These individuals are then offered self-help resources, psychoeducational groups, and individualised guided self-help with instructions to work through over six weeks. These guided treatment materials are usually based on:
· CBT treatment principles, with the support of a trained practitioner, review progress and outcomes. It also involves sessions that last five to seven weeks either face-to-face or telephone.
· High-intensity psychological interventions and drug treatment. Verbal information is provided on the benefits of each treatment option.
· The applied relaxation technique is another treatment option where practitioners apply clinical trials of applied relaxation and consists of 15 weekly sessions. Regular supervision is used to monitor the positive effect on the person and outcomes.
The NHS is equipped to deliver Talking therapies for Anxiety and Depression programme (TTAD) so that patients and people in general can seek access to psychological therapies. This initiative was first launched in 2008 to improve access to mental health services within England. These talking therapies involve cognitive behavioural therapy, self-help support, and counselling services for working-age people suffering from common mental health conditions such as anxiety and depression (Lorimer et al., 2024). 

According to Baker and Wade (2024), 66.5% of people who finished their Talking therapies for Anxiety and Depression (TTAD) in 2022-2023 which involved therapists such as Cognitive Behavioral Therapy, Psychoeducation, and Behavioral Activation—have sought improvement in their condition. This was down from 66.9% (2021-2022) and 68.3% (2020-2021). 70.7% of those with anxiety-related conditions were most likely to improve their condition after the course of TTAD. 

The NHS has had the goal of 50% of patients moving to recovery after completion of their first TTAD course. This involves moving from having a clinical case of mental health condition to not having one. Data suggests that in 2022-2023, 49.9% of those participating in the treatment moved to recovery. The recovery rates were mainly high for those suffering from anxiety-related disorders (51.4%) compared to those experiencing depression (48.9%). 
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[bookmark: _heading=h.1ksv4uv]5. Key Issues Related to Link Between Diagnosis, Treatment and Measurement
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Figure 3
Source: (Baker and Wade, 2024)

Baker and Wade (2024) in an article on ‘Mental Health Statistics’ emphasise that in 2022-2023, there were around 1.76 million people in England who were referred to the TTAD program, out of which 1.22 million entered the treatment, and 672,000 finished the treatment. However, this raises the question, what happened to the rest of the people? It turns out, 89.3% of those who finished the TTAD treatment course, had to wait less than 6 weeks for their first treatment. This ratio is above the 75% target but lower than 91.1% of people seeking treatment in 2021-2022. The average waiting times within England are as low as 4 days and as high as 79 days, with an average waiting time between the first and second treatments being 62.5 days. This data demonstrates an inconsistency in the link between diagnosis, treatment and measurement of those suffering from anxiety and depression-related mental conditions.

[bookmark: _heading=h.44sinio]6. Legislative Changes in the UK
Given that long waiting lines have been a challenge among people experiencing depression and anxiety to seek support that they are looking for, the NHS has revised its mental health policy and services under its Mental Health and Wellbeing Plan (Pappa et al., 2024). The major conditions under this policy involve new waiting time and recovery standards, with talking therapy services meeting the given standards:
· 75% of people should be able to start their treatment within six weeks of referral.
· 95% of people should be able to start their treatment within 18 weeks of referral.
· 50% of those who completed the treatment should recover.

This was in response to the 2021-2022 data where the average waiting time for people to seek treatment was 21 days. 98.6% of the people had their first treatment 18 weeks after referral, which was slightly above 95%. The NHS is also set to deliver crisis services for those who are seeking urgent support with their mental health concerns. This involves—delivering alternative crisis spaces such as houses and cafes; provision of local mental health helplines; and a 24/7 crisis resolution team for adults (Kerr et al., 2023).

The government has also mandated for the NHS to commit and treat mental health with the same urgency as physical health. For this progress shall be measured against the:
· The number of people seeking talking therapy services.
· The number of young people accessing mental health services that are specifically funded by the NHS.
· Mental health service real terms expenditure growth.
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[bookmark: _heading=h.3j2qqm3]7. Conclusion
[bookmark: _heading=h.1y810tw]7.1. Recommendations for Improvements 

Access to services can be improved using a stepped-care approach. The stepped-care approach provides a good integration between primary and secondary care—with different methods to deliver—that makes it effective in improving access to care. 
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Figure 4
Source: (NICE Guidance, 2022)

For instance, modifying the location of mental health services and physical services, collaborative care, and use of telephone or video interventions is said to have led to an increased engagement with services, among both men and women coming from different backgrounds. Such prompt service to depression can also reduce health and social care costs in the long term (NICE Guidance, 2022). 

Therapies used for relapse prevention must specifically focus on relapse prevention skills. According to the NICE guideline committee—research on the cost-effectiveness of psychological treatment must be measured, in an attempt to prevent relapse among people who suffer from depression. Based on a wider literature—people experiencing depression are at an increased likelihood of relapse, leading to continuation of treatment (NICE Guidance, 2022). It recommends that therapies used for relapse prevention must specifically focus on relapse prevention skills instead of aiming to manage depression. 

Using a combination of treatments can guarantee its effectiveness among adults with depression. There is a huge amount of evidence suggesting that some adults with chronic depressive symptoms may find one specific psychological therapy ineffective. However, they are more likely to manage their depressive symptoms with the support of alternative therapies, such as the use of medications alongside CBT (NICE Guidance, 2022). 

Assessing the cost-effectiveness of CBT-based low-intensity interventions to eliminate waiting lists. The cost-effectiveness of CBT-based interventions must be assessed given that they can have an important implication for the accessibility and provision of anxiety and depression treatment in the NHS.

Assessing the effectiveness of physical activity for reducing anxiety symptoms. Given that people experiencing generalised anxiety disorder are more common—investigating the evidence of the effectiveness of physical activity in reducing its symptoms over depression can be essential to start a low-intensity intervention (NICE Guidance, 2022).
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Mental health services before the establishment of the National Health Service were governed by the 1890 Lunacy Act,
which set the terms for certification and compulsory detention, and the 1930 Mental Treatment Act, which allowed
hospitals to treat mentally ill patients without certification. The Board of Control acted as a central inspectorate. Mental
hospitals were incorporated in the National Health Service in 1948, but the Board of Control survived.

1959: Mental Health Act ~ implementing the Report of the Royal Commission on the law relating to mental illness and
‘mental deficiency (the Percy Report, 1957)  finally repeals the 1890 Act, and abolishes the Board of Control.

1961: Enoch Powell’s ‘Water tower speech' signals a policy of closing the large asylums.

1968: Report of the Committee on Local Authority and Allied Personal Social Services Cmnd 3703 (The Seebohm
Report) leads to the creation of an integrated social work profession.

1971: Creation of the Royal College of Psychiatrists from the former Royal Medico-Psychological Association.

1974: NHS re-organisation integrates mental health services with general medical and hospital services into a unified
NHS organised in districts coterminous with Local Authorities.

1975: Report of the Committee on Mentally Abnormal Offenders Cmnd 6244 (The Butler Report).
1975 Better Services for the Mentally i, Cnd 6233

1983: Mental Health Act, strengthening protection for the civil rights of mentally ill patients.

1988: Community care: agenda for action (the Griffiths Report), which led to the 1990 NHS and Community Care Act
1991-1996: Introduction of NHS Trusts, including separate Mental Health Trusts.

1992: Review of health and social services for mentally disordered offenders and others requiring similar services Cm
288 (The Reed Report).

1992: Health of the Nation, Cm 1986, includes specific mental illness targets.
1998: Modernising Mental Health Services White Paper.

1999: National Service Framework (NSF) for adult mental health.
2003-2009: New Ways of Working initiative for mental health professions.

2004: National Service Framework for children, young people and maternity services (incorporating guidance on
child and adolescent psychiatric services).

2006: Everybody's business: integrated mental health services for older adults (the first integrated policy
statement on mental health services for older adults).

2007: Mental Health Act, following a long-fought battle between the government and the Mental Health
Alliance.





