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SCHIZOPHRENIA
The Center of Disease Control and Prevention (2015) published the International Classification of Diseases (ICD-10) Chapter 5 which is the 10th revision, approved by World Health Organization (WHO). It Includes over 300 mental and behavioral disorders which is a diagnostic tool for health management and clinical to diagnose a disorder. 
The International Classification of Diseases (World Health Organisation,1993) Chapter 5 will be used throughout this report outlining three disorders focusing on classification and diagnosis, the first being Schizophrenia. When evaluating the patient special care needs to take place to avoid incorrect positive assessments. 
According to (World Health Organisation, 1993) there are ten types of Schizophrenia disorders classified in the ICD-10 Chapter 5, mentioned as follows: 
F20.0 Paranoid schizophrenia 
F20.1 Hebephrenic schizophrenia
F20.2 Catatonic schizophrenia 
F20.3 Undifferentiated schizophrenia
F20.4 Post-schizophrenic depression 
F20.5 Residual schizophrenia
F20.6 Simple schizophrenia
F20.8 Other schizophrenia
F20.9 Schizophrenia, unspecified 
However, the first four F20.0 – F20.3 require certain general criteria to me met before diagnosis can be classified. Firstly, at least one of the symptoms below should be present during an episode of psychotic illness lasting at least one month, these are:
1a) Withdrawal or thought thinking spreading.
b) Delusions of control or perception, referring to body or limb movements or certain thoughts, actions.
c) Hallucination voices, coming from body or themselves
d) Delusions of other kind that are inappropriate and impossible (i.e. controlling the weather)
If the above are not valid then either two of the following criteria need to be met
2a) Ongoing hallucinations in any mood – occurring everyday for at least one month accompanied by over thinking ideas
b) Neologism, irrelevant speech resulting to interruptions in thoughts. 
c)  Catatonic behavior such as excitement, posturing in a different way
d) Negative Symptoms such as obvious boredom, rareness of speech, and less or inappropriateness of emotional responses.   
Taking into consideration of pattern of course People with schizophrenia have a combination of positive (i.e. hallucinations, delusions, racing thoughts), negative (i.e. lack of emotion, apathy, poor social functioning), or cognitive (disorganized thoughts, difficulty concentrating, completing tasks and memory problems) as mentioned by (Corell and Schooler, 2020).
Treatment
According to research (NHS, 2019) treatment with medications and psychosocial therapy can help manage the condition i.e. Cognitive behavioural therapy, family therapy, sometimes hospitalization may be required. As patients rarely come back to their normal state, both nonpharmacological and pharmacological treatments must be used to improve long term results. (Patel et al, 2014) described that psychotherapeutic approaches can be made such as counselling, personal/social skills/rehabilitation/group therapy and cognitive, these are the more modest way of treatment to help the patients mental health. However, as much positive outcome there are evidence lacking efficacy, with having a certain way of educating patients skills to achieve their difficulties. Overall, the best way to imply this is having a combination of drug treatment as discussed by (Eells, 2000). Merging these medications with antipsychotic drugs to control the patient’s symptoms effectively, by controlling the main brain neurotransmitter dopamine. However, using Atypical antipsychotics which is the new generation of drugs compared to the old generation of drugs called typical antipsychotics, both have similar side effects. Some of these include: shaking, dry mouth, drowsiness, and blurred vision (NHS, 2019).
Studies found that individuals with schizophrenia can determine if biological relations are affected more than non-biological relations. (Castellani et al, 2017) found that monozygotic twins have over 40% chance of having schizophrenia whereas dizygotic twins have less than 20% risk. This shows the higher the genes in monozygotic the higher chances of getting schizophrenia. Nonetheless, genetic are not partly responsible as one weakness could be operational problems. 
Many risks may be in factors in family dysfunction psychologically, so treatment such as communication around emotions is a procedure. (Cooper, 2017) did not believe in the biological explanation but alleged that schizophrenia was an outcome of communications between people, especially in families. 
The cognitive explanation focuses more on the thoughts that are processed dysfunctionally, these may be due to biological functioning. (Turkington and Kingdon, 2002) explained how the importance of cognitive behavioral therapy is an effective practical approach, creating a significant effect on the positive and negative symptoms through intervention programs in return improving the symptoms. Aiming to detect the pattern that is producing unnecessary feelings and study to change this thinking. Studies have shown that patients with schizophrenia that are brain damaged lack the memory and awareness which in result will become invalid stated by (Rosnick et al, 2016).
Measurements of rehabilitation
NICE (2020) states all rehabilitation services for psychosis should have an individual person centred practice approach making sure shared decisions are made. Offered in a less restraining setting to help patients from the intensiveness creating of independence for them. A needs assessment should also be included in the rehabilitation, offering specific services in the community, providing care with the mental health community team, making sure that local authorities and health services are working together to provide local support. A 6 monthly protocol should be taken by the lead commissioner who will oversea healthcare providers and that targets are met for individuals with psychosis that they having the access to rehabilitation services. 
Patients should be staffed by multidisciplinary teams to help enhance their independence and confidence. Teams which involve crisis resolution teams, care programme approach and being voluntary admitted when acute episode emerge. 
Pena et al (2018) mentions how Cognitive rehabilitation in schizophrenia has been questioned whether this improves functioning. A study showed that partial improvement was made in verbal memory but, lacking speed on social thought and negative symptoms. (NHS, 2019) mentioned that Cognitive behavioral therapy lasts around 20 sessions, approximately 60 minutes every week. However, in another study it is advised that compensatory programs which seeks improvements on the patients functioning escaping the areas of damage, which in return begin integral cognitive skills, leading to lasting improvements and functioning (Hurford and Kalkstein, 2011).
Glynn (2003) stated Psychosocial rehabilitation interventions supports people with the utmost degree of independent functioning. Though, it has been studied that the four well known psychiatric interventions are: Family, Cognitive behavioral therapy, social skills training, and vocational rehabilitation. 
Recommendations for improvement
As mentioned above Cognitive behavioral therapy is cost effective if medication is not in force, and it can be useful to pick up the strategies using in everyday life. The patient needs to be willingly committed, and has to attend regular sessions for this to work. There is little evidence to suggest that Cognitive behavioral therapy can achieve results mentioned by (Turkingdon and Kingdon, 2002).
Weighing the benefits of participation in interventions discussed above, it is evident that some improvement is occurring in patients. However, as interventions widen it would be critical to determine which intervention would be correct for the patient and the timing of it. To conflict this there are health professionals that still are negative and prefer not to work with analysis discussed by (Bellack and Buchanan, 2001) Other health professionals are lacking the training needed for these interventions and more funding is required to support these professionals along with the patients. 
GENERAL ANXIETY DISORDER
Classification and Diagnosis
The ICD-10 Classification for General Anxiety Disorder (GAD) states within F40-F48 known as ‘Neurotic, stress-related and somatoform disorder’, a large scale in this section classified as follows:
· F40.0	 Phobia Anxiety Disorders
· F41	Other Anxiety Disorder
	F41.1 Generalized Anxiety Disorders	
· F42	Obsessive Compulsive Disorder
· F43	Reaction to severe stress, and adjustment disorders
· F44	Dissociative (conversion) disorders
· F45	Somatoform Disorders
· F48	Other Neurotic disorders
ICD-10 states F41.1 General Anxiety Disorder should be noticeable with symptoms for approximately 6 months including worry, tension, feelings of uneasiness regarding everyday measures and problems. However, for children it will be classed differently under F93.80.
Following the list below, according to the ICD-10 diagnosis, at least 4 symptoms must be present from below, with at least one symptom from 1-4, these include Autonomic Arousal symptoms, Apprehension and Motor tension:
1) Tremors or accelerating of heart beat
2) Sweating
3) Shaking or quivering
4) Dry Mouth
Other symptoms include chest and abdominal pain, brain and mind i.e. dizziness, feeling lightheaded, or fear of dying, and symptoms of tension i.e. muscle aches, failure to relax, feeling on edge, or difficulty concentrating. An exclusion commonly used is that it is not constant by a physical disorder, such as overactive thyroid.  Psychological effects are not sometimes reported so medical decision must be firmly diagnosed so that misinterpretation is not taken such as Looking into family history, mental illness, substance use and ongoing visits to GP reporting same symptoms. 
Treatment
If diagnosis is made (NHS, 2018) advises Psychological therapies before any medication can be given. Cognitive Behavioural Therapy (CBT) is an effective treatment used for GAD, involving sessions once a week for 3 -4 months, focusing on anxious thoughts. Assisting this (Hossein, 2014) studied showed reducing the symptoms of GAD, as well as stress factors. However, disapproving on this (Coven et al, 2008) explains how not enough sufficient evidence is available to reduce the symptoms of GAD, especially extreme worriedness.  
Relaxation therapy is also a treatment used to combat GAD, concentrating on learning how to relax the muscles especially during anxiety situations. Working alongside cognitive behavioural therapy it is still not evident that relaxation therapy is effective (Montero-Marin et al, 2018).
If none of the above are not helping then medication is offered with various medications prescribed for short term or long term periods. Depending on the heightened measures of the symptoms, physical aswell as psychological would need to be treated. Usually, Selective Serotonin reuptake inhibitors (SSRI) are firstly prescribed which is an antidepressant the newest available drug (NICE, 2021).
This works by increasing the serotonin level of chemical in the brain, certain prescribed medication would be paroxetine, escitalopram, or sertraline described by (Baldwin et al, 2005). It is taken for approximately 8 weeks and continued to do so until the General Practitioner advises anything else. There are benefits with treating patients along with CBT as this relieves the weight of the disorder, and since has been a success as this was initially designed to overcome depression. However, side effects do come in effect when taking SSRI some of which are diarrhoea, dizziness, indigestion, and headaches (Rosnick et al, 2016).
If chronic pain is an addition to the symptoms along with other GAD symptoms, then the medication of Serotonin norepinephrine reuptake inhibitors (SNRI) can be prescribed. This works by sending neurotransmitters to the brain cells like other antidepressants to control the mood and depression but does have the same side effects as mentioned above (Sayed and Horn, 2014).
Cassano and Rossi (2002) states also that for treatment of short-term symptoms Benzodiazepines such as diazepam are effective but cannot be used for long term over 4 weeks as they can become additive. Study shows that taking this medication is only effective on certain GAD symptoms, mainly the somatic/autonomic symptoms other than worry or irritability. 
Measurements of rehabilitation
NICE (2021) advised to go forward with a certain approach to determine GAD. Firstly, develop an understanding of the symptoms, the duration of them and the severity including any other disorders that could present. Instruct a GAD-7 questionnaire and monitor this providing written information leaflets to the patient. During reviews, accessing the progress if any has been made, if the severity of factors been reduced, comparing screening questionnaire scores, and if there is any response to drug or therapy treatment (NICE A, 2021). 
Branson and Shafran (2015) stated the GAD-7 Assessment tool is a self-explanatory patient questionnaire to measure the severity for this disorder, this includes 7 questions using a 3 point scale. Research shown by (Rutter and Brown, 2017) has had a positive outcome due to using the basic requirements of the scale. This response model helps identify the best forecast for GAD. (Kroenke et al, 2016) said this tool is reliable, useful, and has structural validity. However, in a clinical care setting if the pressure of time is apparent then this could have discrepancies, but only using the first two items. So overall, one should not use the time as a form of excuse but use the full scale to determine the result. 
If this does not progress, then Cognitive Behavioural Therapy should be offered on a low minimum therapist intervention. This includes written and electronic information to the patient where a 6 week course individually having a therapist call only for a short period. However, if this does not progress then high intensity cognitive Behavioural therapy would need to be assessed with drug treatment. With drug treatment (Informed Health, 2006) SSRI or SNRI will be offered, advising of the side effects such as sleeping problems and agitation. This would be reviewed every 2 – 4 weeks during the first 3 months then every 3 months after. If not improving then referral of a specialist would be determinate, due to high risk functions such as self harm, suicidal thoughts, attempted suicide and self neglect. 
Anxiety Disorder Specific Measures (ADSM) are questionnaires of sensitive questions to calculate the severity of GAD such as Patient Health questionnaire (PHQ). This should be recommended for obsessive compulsive disorder, agoraphobia, panic disorders and social phobias. 
Recommendations for Improvement
NICE B (2019) suggested Improvements for treating GAD would be having concerns on the waiting listing for CBT. Waiting lists can last up to 16 weeks, and this is approximately the length of being treated for CBT, along with having a specialist being available for a check up. In relation to this, when going forward for CBT and guided book therapy it is important to factor in the cost-effective treatment. However, physical activity has been proven to help reduce symptoms.
Locke and Kirst (2015) advised that physical activity is an effective way to reduce the symptoms of GAD and to reduce the signs of a relapse then medication should be taken for at least 12 months. 
Buszewicz and Graham (2011) advised that patients could withhold information about their symptoms to the General Practitioner which would postpone the diagnosis, which in return they would not receive the appropriate treatment. General Practitioners should be patient and be able to recognise any related symptoms and act upon this. 
AUTISM
In the ICD-10 it is stated that Autism is under F84 – Persuasive Development Disorders. These range from:
· F84.0 – Childhood Autism 
· F84.1 Atypical Autism
· F84.2 Retts Syndrome
· F84.3 Other Childhood disintegrative disorder
· F84.4 Other disorder associated with mental retardation and stereotyped movements
· F84.5 Asperger’s Syndrome 
· F84.8 Other persuasive development disorders
· F84.9 – Persuasive Development Disorder, unspecified. This is large scale spectrum that have different levels of Autism, unfortunately unable to cure but manageable to treat. 
To make a diagnosis it can be difficult as there are no medical tests, medical professions would look into the childs history and development of behaviour. Under childhood autism impaired development should be present before the age of 3 years, under one of the following: 
a) Open language in social communications 
b) Development of social selective attachments or shared symbolic play
c) Qualitive abnormalities in social interaction such as:
a. Eye interaction failure, facial expression, and body pose
b. Malfunction to develop relationships socially and interests and not having the correct mental age manner 
c. Absence of socio-emotional by impaired response to other peoples emotions
d) Qualitive abnormalities in communication such as:
a. Delay in language spoken
b. Failure to recognise conversation – what level language skills are present
c. Repetition use of language
d. Abnormalities in tone, stress, rate, time in response, and speech.
e) Hypersensitive to all small routines 
f) Stereotyped in senses such as hand or finger flapping or rapid body movements
g) Pre-occupations with part objects 
h) Distress of over changes in small environment
NICE C (2013) described these behaviours are typically present in early childhood starting to become apparent as social communication increases. Deterioration or use of language and social behaviour are reported one fifth and one third of children, showing a clear difference from the peer group with motor mechanisms.  
Autism is a neurodevelopmental and genetic created disorder however the means of connection is still unknown. Clear evidence that brain development between the function and structure of the circuit of brain which in connection relates to the cognitive behavioural of processing information (Lai et al, 2011). 
NHS A (2019) advised that an assessment would take place for a child and adult, who would be referred either by the General Practitioner or Childs School. This will include more than one appointment with various professionals to get a full diagnosis. 
Treatment
NICHD (2017) stated there is no cure for Autism so no specific treatment for this disorder, there are different approaches to minimize the symptoms of child and adult disorder with different therapies and interventions working on different people. Treatment plans for child would have to be multidisciplinary which would involve the parents to target the childs specific needs working closely with the health professionals. 
Centers for Disease Control Behavioural (2019) stated cognitive and communication intervention is one approach that focuses on the communication progress, especially in children. Occupation and speech therapy in children may help improve social skills whereas in younger adults’ medication could be the best treatment, this all depends on the child or adults age, health conditions and their strengths. Applied Behaviour analysis (APA) used in schools and clinics which focuses on positive behaviours and opposes negative behaviours. (Lai et al, 2014) stated different types of APA is Discrete Trial Training (DTT), Early Intensive Behavioural Intervention (EIBT) and Early Start Denver Model (ESDM).  Through ESDM parents and therapists work together to improve social skills such as Pivotal Response Training (PRT), and Verbal Behavioural Intervention (VBI). Other therapies include: Speech, occupational, assistive technology, and developmental approach. 
NIMH (2018) defined Medication cannot cure ASD, but it may help in reducing the high levels of behaviour, helping to focus, depression, and self-injury. However there are fake treatment that after research do not work confirmed by (NHS B, 2019) such as dietary therapy and vitamin supplements. 
Measurements of rehabilitation
Jackson and Keville (2020) specified many children risk in delay of diagnosing ASD, due to not being identified earlier. Children are put on a waiting list so by the time they are diagnosed significant factors and interventions have been missed. So having the services available as soon as possible can help with development changes in the child. Supporting this (Payakachat and Tilford, 2012) confirmed after research that cost effectiveness of interventions are lacking. Following this, the Autism Diagnostic Observation Schedule (ADOS) is used to measure and assess the autistic behaviour, which allows to eventually give a score identifying the severity of ASD. Also, the Autistic Diagnosis Interview (ADI) is taken with the parent to attain the development past, used from age 2 years and above. 
NICE D (2020) states that in adults a qualified health professional such as a psychologist, psychiatrist, or neurologist performs these assessments, with children however, a paediatrician with a speech therapist will handle the assessment. However, the level of training known for these health professionals is limited so more knowledge in training needs to be performed to increase this in the health sector care.
Recommendations
NICE D (2020) confirmed that in adults certain health professionals use different interventions for cost effectiveness, but there could be a harm in this as service users only use interventions and others may not. It is also recommended that Chelation which is a substance used to remove toxic materials from the body should not be used due to no evidence of effectiveness. However, testosterone medication to reduce this has been found to be effective in adults and recommended to use supporting by (Geier et al, 2008).
All health professionals should have knowledge and understanding of autism, who can support adults provide care, making sure that they have the access of services they require in the community and continue to review them. 
NICE C (2013) detailed in children there is no common evidence to suggest that antidepressants will benefit children, however positive treatment has been recommended from research with antipsychotic medication for the management of behaviour tasks. Side effects could have an impact on children so starting with a very low dose and reviewing this should be beneficial. Children should have full access to health and social care services including mental health, and that all children should have their own key worker that they can communicate with. 
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