

Introduction

This report shall evaluate the following statement:

“Did the UK support and include individuals with mental disorders during the 20th century?”

Firstly, defining the term mental disorders will help to get a clearer idea on what the classification is and how and if it has changed over the years. The report will highlight the historical context of mental health within the UK including the provisions and legislations during the 20th century. Taking into account any changes including inclusions and exclusions and finally objective recommendations will be made to conclude the report.

The term mental disorder according International Advisory Group for the Revision of International Classification of Diseases, version 10 (ICD 10) (2011) Mental and Behavioural Disorders are “a clinically recognizable set of symptoms or behaviours associated in most cases with distress and with interference with personal functions.” According to the Disability Discrimination Act (1995) mental disorders are defined as a disability as it is seen as a mental impairment which effects the individual’s ability to live a normal day to day life. It is vital that the definition of mental Disorders is correct as it is the basis of classification and sets the boundaries for research and the consequences for public health actions (ICD-10, Mental and Behavioural Disorders, 2011).


Historical Context of Mental Health Provisions in the UK.

Rollins, (2000) highlighted mental disorder problems as a recent development recognised only from the 18th century. Nevertheless, societies have always tried to identify and confine those showing symptoms or those that are diagnosed with mental disorders (Nolan, 1993). Overall, the reaction to mental disorders have been inconsistent depending on religious beliefs and shifting intellectual views (Clark, 1975). It was Greek philosophers who first researched into whether mental disorders were caused by physical or mental distress for example insanity could either be seen as an issue with the mind or bad blood (bile) in the body (Porter, 1996). During the middle ages religious imperfections were to blame so those that were inflicted with mental disorders were seen as sinners or as demonic possessions (Porter, 1996). During the 17th century scientific advancement took place where the body was referred to as a machine highlighting body functioning through different parts including the cardiovascular system/nervous networks to be the cause of feelings and behaviours (Porter, 1996).
During the 18th and 19th century institutions (asylum’s) were set up to contain ‘madness/mental disorders. The main reason behind this was the belief that separation was the key to keeping them safe and increased the chances of them being cured (Jones 1991, Nolan 1993 and Porter 1996, 2002). In the asylums treatment’s such as insulin shock therapy and surgery were carried out. The isolated environment allowed doctors to be active and constructive with the diagnosis using physical treatments to find the reasons behind the causes. However, it was clear that the asylums were being misused as individuals with any kind of disorders including learning difficulties or complex health issues like diabetes were being admitted with forms of treatments that were very aggressive which impacted the health of the individuals long after and morality was high.

Changes in Mental Health legislation during the 20th Century.
The emergence of a new dynamic in the 20th century called psychoanalysis occurred psychoanalysis is the theory of investigating both conscious and unconscious elements in the mind (Porter, 1997). According to Busfield, (1986) psychoanalysis helped in explaining why veterans from the first world war were no longer able to fight due to ‘shell shock’ this thought process helped establish the dynamics of mental disorders that they were no longer seen as dangerous. During the 20th century more focus was placed on safe and cost-effective treatments opposing the previous norm of long-term institutionalisation (Busfield 1986 & Porter 1997) and more emphasis was placed on psychiatric help. Psychopharmacology was introduced where scientific study was investigated on the effects of drugs on mind and behaviour.
It was during the mid-20th century that mental disorders were recognised as a mental illness which led the way for safer and cost-effective forms of treatment moving away from long term hospital stays and drastic surgery by introducing psychiatry as a form of treatment within the medical profession (Busfield, 1986 & Porter, 1997). Anti-psychiatry which was defined as a critical train of thinking by Cooper (1967) was used to challenge/question the principles and classification of sanity and madness. Even though psychiatry was identified according to Rollins (2000) the drugs revolution during this period led to questioning whether this was the correct way to treat mental disorders.
The Lunacy Act 1890 helped overcome legal obstacles in providing effective and early treatments and the consent of the patient to be compulsory and backed by medical evidence before institutionalisation. It also, introduced a more humane admissions process allowing the judicial courts to advocate on behalf of the patients by the introduction of legal certification. This was more impactful on the middle class rather than the poor (Takabayashi, 2017).
The Mental Treatment Act 1930 was the first legislation which recognised that there should be a line between mental and physical illness with voluntary admissions to be accepted and practised. This legislation paved the way for merging care services so that everyone got treated equally regardless of their status. After care was authorised to be provided by local authorities.
Mental Deficient Act 1913 was created to sub categorise the milder handicaps which in the early 20th century seen as the moral defectives and included “women who were repeatedly admitted to maternity wards”. The aim was to separate people with mental disorders and individuals which society did not want to integrate, to be institutionalised. No judge or court orders were required. Mental Deficiency Act 1946 moved responsibility form local authorities to health care services.
According to Glover &Thomas (2002) under the Medical Treatment Act 1930 physicians were more concerned about treating the mental disorder patients rather than following legislation to protect the individual’s rights. Also, there was recognition of voluntary and involuntary admissions (Ashmore, 2012).
Mental Health Act 1959 recognised that all hospitals should be following legislations and be included in the National Health Service umbrella and that there should be no barriers for admissions to any hospital which could treat the individual. This legislation has been reformed due to criticism from the public about individuals being treated without consent and being detained unlawfully. Highlighting safeguarding measures are not being followed adequately. In 1974 The European Convention of Human Rights found the UK in violation of the convention by not having a process of judicial reviews this was brought about by the public through the organisation Mind (A mental health charity). 
The Mental Health Act 1995 using the care programme approach began to work in collaboration with health and social care services introducing care in the community with an assigned key worker to maintain regular check-ups and reviews and to create a care plan designed around the patient’s needs. This was brought about due to the increase in suicides in individuals suffering from mental health disorders. According to Gunnell et al (2008) the rate of readmittance for psychiatric patients due to self-harm/attempted suicide that are discharged is significantly high around 4795 (6%) this figure does not include the rates of non-fatal self-harming. Policies encourage care in the community but there isn’t enough support due to lack of funding.
Mental Health Act 1985
The Mental Health Act 1983 when introduced saw a fluctuation of patients being admitted to hospital around 1460 per year (The National Health Service Information Centre for Health and Social Care, 2011). The legislation was introduced to help with providing a streamlined service. However, there were many issues with classification as people that were dependant on alcohol, with physical disabilities, individuals who promoted promiscuity or have identified themselves as homosexual were all classed all classed under the same umbrella of mental disorders high lighting bias and the misuse of the act to detain most deviants in society (Kings Fund, 2008). This legislation allowed Electro-convulsive therapy (ECT) to be given to patients without consent even if they had the capacity to give their own consent which is an infringement of basic human rights according to the Human Rights Act 1998. Also, victims of sexual assault were also detained in prisons which is an infringement on the rights of the victim and patients could only be treated if a physician could treat the condition which leaves a lot of mental disorders which are not treatable (The Human Rights Act 1998). Children/young people under the age of 18 were not recognised or included and were not treated in an age-appropriate manner (Kings Fund 2008). 

Inclusions and Exclusions to the Mental Health Act 1985
Under the new revised Mental Health Act 2007 sexual deviancy and alcohol/substance abuse has been excluded as societies views of sexual promiscuity and definition of morality have changed. Learning disabilities as a mental disorder has been removed. Also, the use of ECT without consent has now been removed (Kings Fund, 2008).
The Mental Health Act 1983 has been amended to The Mental Health Act 2007 and its revision includes advocacy services to be made available for most patients. An advocate is someone who will support and recommend on behalf of an individual looking after their rights.  For an individual who lacks the capacity to make decisions it is the basic requirement in guaranteeing unbiased treatment (Kings Fund 2008). Children’s safeguarding has now been included in the act which requires that young people and children that are under the age 18 should be treated in an age-appropriate manner this is introduced because in the past children have been detained on adult wards which has been detrimental to their recovery (Kings Fund, 2008).

Changes to the Mental Capacity Act 2005
In 1997 an autistic man who lacked mental capacity was detained at Bournewood Hospital in Surrey. The man was admitted voluntarily despite this the hospital assumed his rights under common law. The patient’s carers took his case to the European Court of Human Rights who were in favour of the patient’s rights declaring that the patient had been deprived of his liberty unlawfully. This case has highlighted the plight of thousands of individuals who suffer from dementia or severe learning disabilities who may suffer the same discrimination. This case brought changes to the Mental Capacity Act 2005 through the Mental Health Act 2007 which has included restrictions on deprivation of liberty for any individual who lacks capacity. (Kings Fund, 2008).

Recommendations 
According to Kings Fund (2021) current services are not meeting existing demands with many individuals with diagnosable disorders receiving no formal treatment, which questions the notion are current service models fit for purpose.

The difficulties in creating a consistent mental health service lies in the way responsibilities are divided between hospitals, local authorities and general practitioners with insufficient resources/funding providing sparse services across the board (Smith, 2005). A report was conducted by the Royal Commission on Mental Health in 1957 which identified that hospitals should provide specialist medical care and local authorities should be focusing on preventative measures/services and social/community care (Welshman, 1999). Care should be a priority ensuring that services are accessible to those who would need and benefit from them (Welshman, 1999). 

According to American Journal of psychology, low socioeconomic status (SES) is both a cause and a consequence of mental illnesses. This article highlights the need for policies to factor in that SES particularly as anti-social disorders can be a symptom of social status (Miech et al 1991). Governments need to put more focus into early intervention.
One of the biggest challenges faced by mental health is the lack of data. (Venters, N 2018) the importance of data is significant as it helps shape service provisions making sure that services are being accessed and utilised efficiently. Turner et al 2015 identified that public spending on mental health has always been low compared with physical health, especially the services aimed at children and the elderly. This highlights the need for more funding into mental health research and treatment as prevention is sometimes better than a cure by targeting services for younger people and children means that they will not suffer excessive symptoms later in life also, this will help them learn about how to manage their disorders without the need for excessive treatments.
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