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Introduction 
In this report, I am going to discuss obsessive-compulsive disorder (OCD) and anxiety disorder. I will then critically examine the classification, diagnosis, treatment and measurements of rehabilitation of my two chosen disorders that have been discussed and evaluated in class sessions. I will also discuss issues in my case study and collect information that could be possible to support the man in my case study.  
(Case study)
Donald is a 42-year-old man living alone in Yorkshire 5 years after his wife passed away in 2015 at the hospital during labour. He used to work as a manager at Sainsbury in Yorkshire but after this tragic moment in his life, he became stressed out and started to develop fear and sleeplessness at night. when he went to see his GP, he was told that he was just stressed, and he should take some time off work to rest. The situation persisted, he started smoking cigarettes and drinking alcohol. He started to lose his appetite for food and lost about 8 kg. His GP told him that it was just stress and that he put him on medication. It happened that for 5 years he had been taking the same medication without any specific change and his health condition continued deteriorating over time, he became forgetful, wore dirty clothes, lost his job and found himself in lots of debt and now he is struggling even to afford the correct food. After 6 years of the same condition, he was diagnosed with anxiety disorder and severe depression. 















Classifications 
The classification of obsession and compulsive behaviour in the ICD-10 (International Classification of Diseases, 10th revision) places obsessive-compulsive disorder (OCD) under the category of neurotic, stress-related, and somatoform disorders (Stein et al. 2016). This categorisation reflects the understanding that OCD shares characteristics with anxiety disorders, specifically in terms of the distress and impairment caused by obsessive thoughts and compulsive behaviours in the Diagnostic and Statistical Manual of Mental Disorders, Fourth Edition (DSM4) (Bartz and Hollander, 2006). However, according to Lopez-Sola et al. (2016), the recent classification of DSM5 removed OCD from a group of anxiety disorders due to body dysmorphic disorder (BDD), trichotillomania which is hair-pulling disorder as well as excoriation which is skin picking and hoarding disorder as new diagnoses from obsessive–compulsive and related disorders (OCRDs) Although the ICD-10 places both OCD and the anxiety disorders under the umbrella category of neurotic, stress-related, and somatoform disorders (Hollander, Braun and Simeon, 2008). Additionally, 
The criteria in ICD-10 are less specific than the DSM-5, potentially leading to variability in diagnosis and treatment approaches across different regions and clinical settings, this is because the ICD-10 classification is a broad categorisation, which may not fully capture the distinctive neurobiological and behavioural aspects of OCD (Marras, Fineberg and Pallanti, 2016). ICD-10 defines OCD as obsessive-compulsive disorder, which is recognised as the individual's thoughts or impulses. These obsessions and compulsions are known by the individual as excessive and cause significant distress or interfere with daily functioning (Kogan et al. 2020). The four types of OCD are; Contamination and Washing, Doubt and Checking, Symmetry and Ordering and Forbidden Thoughts and Mental Rituals need accurate assessment tools and correct classification to ensure that these are well addressed to meet the needs of patients with OCD so that they can benefit from a correct diagnosis and treatment that enable them to manage well with their mental health conditions ( Benito and Storch, 2011). This is because individuals suffering from OCD are likely to have difficulty with work or school, difficulty in maintaining social and emotional relationships and struggling with daily life events (Abramowitz and Deacon, 2005). Moreover,
The dual perspective known as the Psychogenic and the Somatogenic perspective of OCD has given us a better understanding of how individuals with OCD can be affected by looking at the different perspectives. For example, The Psychogenetic perspective of OCD covers unconscious conflict which is viewed as a manifestation of unresolved unconscious conflicts, often stemming from early childhood experiences. These conflicts may be linked to issues of control, guilt, or anxiety, with obsessive thoughts and compulsive behaviours serving as defence mechanisms to manage internal struggles (Bozorgmehr, Ghadirivasfi and Shahsavand Ananloo, 2017). Maladaptive thought patterns are a cognitive theory where an individual with OCD has distorted thinking patterns, such as overestimating threats, needing perfection, and having an increased sense of responsibility (Wilhelm et al. 2015). The learning behaviour theory emphasises that compulsive behaviours are learned responses to reduce anxiety associated with obsessive thoughts (Abramowitz and Arch, 2014) However, 
The Somatogenic Perspective of OCD focuses on biological factors, such as genetic predispositions, and neurochemical imbalances example, serotonin dysregulation and abnormalities in brain structures like the orbitofrontal cortex and basal ganglia. This approach underlines the importance of pharmacological treatments, including selective Serotonin Reuptake Inhibitors (SSRIs), and neurobiological interventions for managing OCD symptoms (Baltacı, Gençöz and Sarı, 2024). On the other side, 
Anxiety is defined as an emotion characterised by feelings of tension, worried thoughts, and physical changes like increased blood pressure. It is also a future-oriented mood state associated with preparation for possible, upcoming negative events, It is normal when this is often a healthy emotion however, when a person regularly feels unstable levels of anxiety, it might become a medical disorder (Craske et al. 2011). Therefore, 
(ICD-10), developed by the World Health Organization (WHO), classifies anxiety disorders under the broad category of Neurotic, stress-related and somatoform disorders (codes F40-F48). This classification appears to have certain similarities with OCD. Still, the DSM5 made it distinct and specific to allow clinicians and other professionals to have a clear understanding of the details based on diagnoses and treatment even though they are both classified as Neurotic, stress-related and somatoform disorders (Bienvenu et al. 2012). For example, anxiety disorders and obsessive-compulsive disorder (OCD) share several similarities, mainly revolving around excessive fear and distress. Both conditions involve persistent, intrusive thoughts that cause significant anxiety. Individuals with anxiety disorders often experience uncontrollable worry, while those with OCD face unwanted obsessions and compulsions to moderate their distress (Insel, Zahn and Murphy, 2019).                 Physical symptoms, such as increased heart rate and restlessness, are common in both conditions (Vigne et al. 2019).   











Diagnoses 
The diagnosis of obsessive-compulsive disorder (OCD) is a complex process that involves a comprehensive assessment of the individual's symptoms, history, and functioning (Grabill et al. 2008). This is because of the presence of obsessions, which are intrusive and unwanted thoughts, images that cause significant anxiety or distress, and compulsions, which are repetitive behaviours or mental acts performed to reduce distress now challenges in diagnosis incorporate shared symptoms with other anxiety disorders, depression, and even some psychotic disorders (Postorino et al. 2017). For example, excessive worry in generalised anxiety disorder (GAD) can resemble obsessions, while repetitive behaviours in autism spectrum disorders can simulate compulsions. Other factors are Cultural beliefs and individual differences can influence the expression of OCD symptoms, potentially leading to misdiagnosis (Fernández de la Cruz et al. 2016). This is because certain cultures may interpret obsessive thoughts differently, affecting the individual's willingness to report them. Also, the Subclinical Symptoms where an Individual may exhibit obsessive-compulsive traits without meeting the full criteria for OCD, complicating the diagnostic process (Leckman et al. 2010) Therefore, 
It is important to run a comprehensive Assessment including clinical interviews, self-report questionnaires, and input from family members, which is essential for an accurate diagnosis. Tools like the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) help quantify the severity of symptoms and guide treatment planning (Storch et al. 2015). This is why the DSM-5 outline awareness of overlapping symptoms with other disorders, and sensitivity to cultural and individual differences (Hertler, 2013). On the other hand, 
The diagnosis of anxiety disorder in the International Classification of Diseases (ICD-10) has both strengths and limitations. ICD-10 categorizes anxiety disorders into several specific diagnoses, such as generalised anxiety disorder (GAD), panic disorder, and phobic anxiety disorders, which allows for an understanding of different manifestations of anxiety (Maier et al. 2000). One strength of the ICD-10 system is its comprehensive criteria, which help clinicians differentiate between types of anxiety disorders, ensuring more modified and appropriate treatment plans (Quan et al. 2008). There are notable limitations such as the ICD-10's categorical approach can sometimes fail to capture the complexity and overlapping nature of anxiety symptoms, leading to potential misdiagnosis or underdiagnosis (Slade and Andrews, 2001). This is because anxiety disorders often coexist with other mental health conditions, such as depression, which the ICD-10 may not adequately address in its diagnostic criteria. However, ICD-10 provides a structured framework for diagnosing anxiety disorders, while overlooking comorbid conditions and focusing on the need for a more integrative and individualised diagnostic approach (for the Revision, 2011). Also, the DSM-5's criteria for anxiety disorders emphasise specific symptom patterns and durations, enhancing diagnostic accuracy. However, its categorical approach can sometimes disguise the nuanced and corresponding nature of anxiety symptoms, often leading to underdiagnosis or overlooking individual variations in anxiety experiences (Wakefield, 2016). For example, Donald in the case study, spent 5 years on stress medication prescribed for him by the GP and stayed underdiagnosis when this could have been addressed earlier and received the correct treatment beneficial for his health. 
Treatment 
[bookmark: _Hlk172653836]Obsessive-Compulsive Disorder (OCD) is a chronic condition that requires a multifaceted treatment approach. The primary treatments for OCD include cognitive-behavioural therapy (CBT), particularly exposure and response prevention (ERP), and pharmacotherapy with selective serotonin reuptake inhibitors (SSRIs). While these treatments have demonstrated efficacy, they also present several challenges and limitations (Hirschtritt, Bloch and Mathews, 2017). For example, ERP requires a high level of patient commitment and can be distressing, leading to high dropout rates (Leeuwerik, Cavanagh and Strauss, 2019). Moreover, access to trained therapists is limited in many regions, making this treatment less accessible for patients with OCD even though Studies have shown that ERP can lead to significant improvements in OCD symptoms (Abramowitz, Taylor and McKay, 2005).            ERP is a treatment that involves exposing patients to anxiety-provoking stimuli and preventing the compulsive behaviours typically used to reduce anxiety. This approach helps patients gradually tolerate anxiety and reduce compulsive behaviours (Reid et al. 2021).
Pharmacotherapy with selective serotonin reuptake inhibitors (SSRIs), such as fluoxetine, sertraline, and fluvoxamine, is considered the first line of pharmacological treatment for OCD. They work by increasing serotonin levels in the brain, which can help reduce OCD symptoms. SSRIs are generally well-tolerated and can be effective for many patients, especially when combined with CBT (Albert et al. 2018). However, SSRIs are not universally effective. Approximately 40-60% of patients respond to these medications, and even among responders, many do not achieve full remission. SSRIs also have side effects, including nausea, insomnia, and sexual dysfunction, which can affect the adherence of patients to accept the treatment plan (Reid et al. 2015). For patients who do not respond to CBT and SSRIs, alternative treatments of serotonin-norepinephrine reuptake inhibitors (SNRIs), antipsychotics, and glutamate modulators are considered for the treatment of OCD. This treatment can be beneficial for some but can also carry risks for some side effects on patients with OCD (Bokor and Anderson, 2014; Sansone and Sansone, 2011). Moreover, 
Rising treatments such as deep brain stimulation (DBS) and transcranial magnetic stimulation (TMS) offer hope for treatment-resistant OCD. DBS involves surgically implanting electrodes in specific brain areas, while TMS uses magnetic fields to stimulate neural activity. These treatments have shown promise in clinical trials, but they are imposing, costly, and not widely available to meet the needs of patients with OCD in many countries including the UK (Acevedo, Castle and Rossell, 2024). On the other hand, 
Anxiety disorder also shares certain similarities in treatment with OCD that includes, Cognitive behavioural therapy (CBT), Pharmacotherapy and transcranial magnetic stimulation (TMS). For example, Cognitive-behavioural therapy (CBT) treatment for anxiety focuses on identifying and challenging irrational thoughts and beliefs, while also incorporating behavioural strategies to reduce avoidance and improve coping skills for patients with anxiety disorder (Antos et al. 2024). Research has consistently shown that CBT can significantly reduce anxiety symptoms and provide lasting benefits. However, the success of CBT largely depends on patient engagement and the skill of the therapist while Pharmacological treatments, particularly selective serotonin reuptake inhibitors (SSRIs) and selective norepinephrine reuptake inhibitors (SNRIs), are commonly prescribed for anxiety disorders to reduce symptoms (Bandelow et al. 2013). Other treatment for anxiety disorder includes mindfulness-based stress reduction (MBSR), and acceptance and commitment therapy (ACT), Complementary treatments like exercise and yoga have shown promise in improving anxiety symptoms but are generally recommended as assistants rather than main treatments that contribute to the treatment of anxiety disorder (Ma et al. 2022). Furthermore, SSRIs and SNRIs can cause side effects such as nausea, weight gain, and sexual dysfunction, which may impact adherence to the treatment just like we have seen earlier with OCD. Therefore, Both OCD and anxiety disorder conditions respond to similar treatments, including cognitive-behavioural therapy (CBT) and selective serotonin reuptake inhibitors (SSRIs). Despite these similarities, OCD’s defining compulsions distinguish it from other anxiety disorders (Brown et al. 1993). 


















Measurements of Rehabilitation
Psychoeducation and support groups play a fundamental role in rehabilitation by providing patients and families with information about OCD, coping strategies, and emotional support. These measures can reduce stigma, improve treatment adherence, and enhance well-being. However, the availability and quality of such resources can vary, and their impact on long-term outcomes needs further study (Piacentini et al. 2011). The Support groups can also provide a platform for sharing experiences and gaining emotional support, enhancing treatment adherence and reducing feelings of isolation (Davis, 2011). This will empower patients with OCD to build up self-esteem and develop a sense of belonging and acceptance within their community that makes them feel valued and treated with dignity and rights as respected individuals in the community. Offering information can also empower patients with OCD to feel integrated in the community when maintaining employment, improve social skills, and interpersonal relationships, protect their rights and train them to develop positive attitudes towards their obsessive and compulsive behaviour.
Enhancing a strong multidisciplinary team where all the professionals act in the best interest of a person with OCD focusing on their self-development and integration into society at all levels will play an important role in support (Harris and Drummond, 2016). For example, when patients with OCD gain support from medical professionals, who initiate a correct diagnosis and treatment plan that tailors their holistic needs and identifies their obsession and compulsion by looking at the type of OCD they have this can benefit the person with OCD to seek the correct assistance either of therapy or short term medication that will sooner make them regain control of their lives which promote their autonomy. Also, implementing financial assistance and social funds support for individuals with OCD can benefit them in improving their living standards and reduce the burden of stress and anxiety that often lead to obsessive behaviour (Geffken et al. 2006). Therefore, 
A coordinating approach involving healthcare providers, social workers, occupational therapists, and community organisations ensures comprehensive care. This continuity of care requires regular follow-ups and adjustments to the treatment plan based on the patient’s progress and changing needs to ensure a holistic recovery process (Symons et al. 2019). On the other hand, 
Anxiety disorder 
Effective rehabilitation for anxiety disorders in health and social care provisions involves a combination of clinical treatments, social support, and community integration, ensuring a holistic and sustained recovery process (Yang et al. 2015). For example, Community Integration focuses on facilitating patients' reintegration into their communities, Occupational therapy and vocational training can help patients regain and maintain employment, while social skills training enhances interpersonal relationships. They encouraged participation in community activities and hobbies that can improve self-esteem and provide a sense of belonging. 
Coordination and continuity of care involve a multidisciplinary approach involving healthcare providers, social workers, occupational therapists, and community organisations to ensure comprehensive care where patients meet their holistic needs (Wijnen et al. 2023). Continuity of care, with regular follow-ups and adjustments to the treatment plan, is necessary to accommodate the patient’s progress and evolving needs. For example, Donald, from the case study, could benefit from this service, receive the right diagnosis on time, and continue to follow up on his treatment by monitoring his symptoms. It would benefit him to have the right treatment and enhance his rehabilitation as an individual. while social support which is psychoeducation programs for patients and their families helps expose anxiety disorders, reduce stigma, and enhance coping strategies enabling individuals with anxiety to take control of their lives and feel valued (Loranger and Fleury, 2020). Financial support and living standards can also play a significant role in the rehabilitation of individuals with anxiety disorder in the health and social care provisions. This is because most people stress out for a reason that might be financial debt, bereavement or illness. therefore, when these factors are well-established patients often find recovery (Viseu et al. 2018). 



















Conclusion 
Obsessive-Compulsive Disorder (OCD) is a chronic psychiatric condition characterised by intrusive thoughts (obsessions) and repetitive behaviours and compulsions. Its classification within the DSM-5, ICD-10 and ICD-11 frameworks highlights its recognition as a distinct and debilitating disorder. The diagnosis of OCD is primarily clinical, relying on detailed patient history and standardised assessment tools, such as the Yale-Brown Obsessive Compulsive Scale (Y-BOCS), which evaluates the severity and impact of symptoms. Distinction diagnosis is important to distinguish OCD from other psychiatric conditions with meeting features, such as anxiety disorders or psychosis (Rapp et al. 2016). 
Treatment approaches for OCD are multifaceted, combining pharmacotherapy and psychotherapy. Selective serotonin reuptake inhibitors (SSRIs) are the first-line pharmacological treatment, often requiring higher doses and longer treatment durations compared to their use in depression. Cognitive-behavioural therapy (CBT), particularly Exposure and Response Prevention (ERP), is the most effective psychotherapeutic intervention, helping patients confront and manage their obsessions and compulsions (Björgvinsson, Hart and Heffelfinger, 2007). 
Rehabilitation for OCD involves continuous and comprehensive strategies to manage symptoms and enhance quality of life. Measurements of rehabilitation success include a reduction in Y-BOCS scores, improvement in daily functioning, and improved psychosocial outcomes. Long-term management may involve ongoing therapy sessions, medication adjustments, and support groups. The integration of family education and support is essential to fostering a supportive environment for individuals with OCD. Finally, a holistic and patient-centred approach, emphasising early diagnosis, individualised treatment plans, and sustained rehabilitation efforts, is necessary for effectively managing OCD and improving patient outcomes (Pietrabissa et al. 2016). Moreover, 
Anxiety disorder follows the same treatment process as OCD with only a few differences in certain options of treatment, but their diagnosis is not the same as they use different assessment tools. For example, OCD uses the Yale-Brown Obsessive Compulsive Scale (Y-BOCS) to distinguish types of OCD while anxiety disorder uses standardised tools like the Hamilton Anxiety Rating Scale and The State-Trait Anxiety Inventory (STAI) to distinguish anxiety disorders from other mental health conditions (Donzuso et al. 2014). Rehabilitation focuses on long-term management and recovery, integrating continuous therapy, medication management, lifestyle modifications, symptom reduction, improved daily functioning, and enhanced quality of life that focuses on a personal-centred approach and the promotion of independence (Chauvet-Gelinier and Bonin, 2017). Finally, 
The National Institute for Health and Care Excellence (NICE) provides guidelines for diagnosing and treating both OCD and Anxiety Disorder by emphasising evidence-based practices.
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