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The improvement of mental health strategies has undergone coherent modifications for the whole duration of the 20th century, previous policies emphasize isolation and indifference for this group of people, whereas more recent policies espouse the community-based approach, with the optimism of leading a normal social life. This metamorphosis has significantly improved attitude towards mental health patients. Today, the mentally ill are not seen as abnormal or outcasts, as they previously were, instead, they are accepted and appreciated, society recognises that they are people who have special needs. This paper aims to provide a brief overview of the origins of the mental healthcare system in the UK. 
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Mental illness covers a wide variety of disorders some more serious than others-these include major depression, obsessive-compulsive disorder, disorder post-traumatic stress disorder, schizophrenia, autism, and general anxiety disorder. Mental disorder is a medical term used to describe medical conditions that correlate to a person's psychological well-being this includes day to day functioning, capacity to think for themselves, and being able to cope with the ordinary demands of life. A mental disorder can severely diminish any one of these abilities and reduce the person's quality of life. (Katschnig, 2006, pp. 139-145).
For decades philosophers of mental illness have argued over the cause of mental illness, many say society is partly blamed and plays a key role, while others believe the role of genes is more accurate. This is more due to increasing scientific breakthroughs in the treatment of mental disorders. (Hinshaw and Stier, 2008, p. 370).
According to Goldberg, (1996, pp. 44-49) what the exact causes is still unknown, the link between mental disorders and stress is complex, it is known that generalised anxiety combined with social phobia can aggravate an episode of mental illness.
The ICD-10 classification for mental and behavioural disorders consists of 10 groups with 300 mental disorders. The use of the classification system is a fundamental requirement for health professionals, 5 main uses can be identified:
1. clinical uses
2. teaching and training use
3. health statistics
4. research purposes
5. and public health uses
 (International Advisory Group for the Revision of ICA-10 Mental and Behavioural Disorders, 2011, pp. 86-92).
The International classification for disease and behavioural disorder manual (ICD-10) is an international diagnostic tool for all standard epidemiology, the bedrock for health management and clinical purposes, published by the World Health Organisation in 1992. (World Health Organization, 1993a, p1). To classify diseases, it is mapped out providing a system of codes for every aspect relating to human psychological conditions ranging from birth to death, a wide variety of diseases including neurological and medical conditions that any human life may encounter in their life or lead to death is included in chapter 5 of the ICD 10 which is dedicated to mental health. within this chapter, every main mental disorder is categorised into 10 main groups and have the identification letter “F “and ascending numbers 00-09. with each group, specific subcategories exist. (National Centre for Health Statistics, 2020).
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 the ICD 10 classification of mental and behavioural disorders the clinical description and diagnostic guidelines state that mental disorder is defined as a medically identifiable set of psychological symptoms or actions that in most cases are commonly associated with extreme unhappiness and with personal dysfunction. (World Health Organization, 1992b, p41)
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According to Killaspy, (2006, pp. 245-258), Throughout ancient history, there have been many theories of madness, including possessed by evil spirits or punishment from god. This led to many barbarous forms of torture in the name of treatment for people with mental illness. Until the latter part of the 19th century with the rise of the asylums which dominated many parts of the UK, people who displayed signs of madness were doomed to isolation in these asylums. They were believed to be insane or psychotic. Contempt from the non-psychotic people and discarded, they had no choice but to accept their fate and live there, many ended up for decades or died in there. Policymakers branded them as dangerous and did not want to focus on them. instead, simply preferred to move them into institutions where they could be contained and treated. However, psychiatry was dormant, and emphasis was on control rather than cure. According to Songzi and Mingli, (2020, pp. 252-256), the government favoured asylums to be the best place for the mentally ill, also, they claimed that philosopher Michel Foucault criticised the idea of asylums. Foucault believes that, historically, asylums were places to manipulate psychiatric methods for principles of social control. Admission to the asylums was initially involuntary till the 1930s and changed to voluntary meaning individuals can refuse or admit themselves into the asylum if they needed to. This new change contributed to an exponential increase in patients. The residents suffered terribly at the hands of these so-called professional psychiatrists. controversial medical procedures, including lobotomy, leucotomy, insulin-induced coma, and electro-convulsive therapy were used on them. (Rollin, 2018, p.1). Much hostility on the arguments of morality, harmful effects or misuse led to grave concerns. According to Sabbatini, (1998), developments in the philosophy of mental illness (enthused from theories introduced by philosophers and neurologists such as Sigmund Freud) revolutionised pharmacological medicine for example new psychiatric drugs were developed in laboratories, notably the antipsychotic chlorpromazine, and by the mid-20th century became the preferred use, and consequently led to deinstitutionalisation. 
Taking into consideration the problems and opportunities evolving from the asylums, an escalating opposition to the magnitude use of mental hospitals and asylums, attempts were prepared to develop services in the community with the notion that the mentally ill can be cared for outside the asylums utilising therapeutic interventions and psychotropic drugs. The National Health Service (NHS) derived from this in 1948, It aimed to improve the care and provide support for the mentally ill. This was the introduction of the NHS and the progression of mental health care models and policies. (Malathouni, 2020, pp.1-15). However, support from the government was inadequate and underestimated because the influx of patients flooded mainstream society and needed comprehensive care. In addition to ex-asylum patients, there was also the ever-growing casualties from the 2nd world war, tens of thousands of ex-servicemen were left disabled by the war, and it was the government’s responsibility to accommodate them. This meant providing rehabilitation services, specifically adapted accommodation, and accessibility features in society. Resources were limited, as the majority of funding was diverted to physical treatments. Nevertheless, the formulation of the NHS care model brought many changes for the mentally ill, including, free healthcare, psychotherapy, support from social services, a reduction in the stigma attached to mental health, and with the help of a new legal framework MHA 1959 integration of a holistic service was achieved. 
The latter part of the 20th century saw a huge shift in the health paradigm, outcomes from both social and political interference resulted in empowerment for individuals with mental disorders such as rights of their own. This was attained through various enactments and a person-centred-approach through advocacy, occupational therapists, and support teams. (Omer and Broome, 2017, pp.44-59).
 Several studies highlighted, failures in community-care delivery for patients who had formerly lived in asylums, this triggered countless debates for decades. However, the mood of the conversation has changed, early critics argued that the number of mentally ill homeless people were growing due to deinstitutionalisation and criticized community care had failed, however, outcomes from long-term studies on ex-asylum patients concluded that many with or without complex problems have satisfactory lifestyles. (Thornicroft et al., 2005, pp. 1416-1422; Thornicroft and Tansella, 2004, pp.283-290; Coid, 1994, pp.805-806).
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Mental Treatment Act 1930, (amendment from previous Acts)
· changed the admission criteria from involuntary to voluntary admissions.
· got rid of the term “asylums” to “mental hospitals”. Under this new Act, people had the opportunity to leave the hospitals if they felt better and this led to a decline in patients’ numbers. (Turner et al., 2015, p.603).
Mental Health Act 1959, (repealed previous Acts)
· A first legal framework to support mental health.
· Aimed to integrate mental health into the NHS and reduce admissions to asylums with stringent admission principles,
· treatments continued in mental institutions which were the chosen avenues for providing treatments of mental illnesses. 
· improved the NHS act of 1946 implementing clinical and administrative reforms, this meant that local authorities were now responsible for community care and it effectively led to de-institutionalisation in the 1970s.
· Percy’s report influenced mental health and physical health should be treated equally the same, resulting in admissions to be decided on medical, rather than judicial prerogatives. (Rapaport and Manthorpe, 2009, pp.251-267).
Two decades later, a new statute setting out the legal framework for compulsory laws came into effect. 
Mental Health Act 1983 
· matter of consent was included. Though, if individuals posed a risk of harm to themselves or others they could still be admitted, detained, and hospitalised under the enactment. 
· Emphasis on safeguarding issues such as patients’ rights to carry out impartial assessments of their treatment or detention and the right to be treated with minimum restriction as possible. (Eastman, 2004, pp.31-34).
However, with poor legislation regarding the care for patients and their treatments the statute did not provide any legal rights to this group of people, consequently, further amendments were devised, and as a result a Human Rights Act 1998 was introduced. (Casserley, 2018).
Mental Capacity Act 2005-(MCA)
· implemented to provide support alongside the MHA 1983
· supports people to make decisions for themselves, who may be restricted to do so due to some ailment. It is a holistic approach to providing support and protecting them from making poor choices. 
 MHA 1983 was revised and amended to MHA 2007 
· emphasizes community protection and risk management. 
· Powers allow for both civil and criminal justice admissions to hospitals. 
· Safeguarding issues are also included to protect people from inappropriate treatment under the provisions of the Act. 
Some of the exclusion:
· excluded many of the terms used to define the mental disorder in the MHA 1983 as they caused many confusions and instead replaced it with a simple definition which is now “any disorder or disability of the mind”.
· excluding people with learning disability unless they have other factors associated with the disability such as abnormal aggressiveness or are irresponsible. 
· excluded “sexual deviancy”, “dependence on drugs or alcohol” and “promiscuity or other immoral conduct”. As these are an invalid reason to detain someone on these terms, however, this does not stop paedophiles still being detained so long they meet the conditions set.
some Inclusions were added such as:
· “supervised community treatment” means a new community treatment order will be introduced for certain patients, helping to keep monitoring their treatment while on release. 
· “Redefining of the professional roles” means a patient now will have more mental health professionals looking after them, rather than the only 1. This includes social workers, nurses, occupational therapists, and psychologists. But not doctors. This has now replaced the Approved Social Workers with Approved Mental Health Professionals.
· “additional rights for patients to displace their nearest relative” will give the patient extra powers to appoint a “new” nearest relative if they feel the old 1 is not looking out for their best interest- this is done through the courts.
· “how the treatment is defined, and when it can be given” this means if appropriate medical treatment is available then a person can now be admitted under section 3. Also, before a person can be discharged, their responsible clinician (RC) must consult another RC who is also involved with the treatment of the same patient before any decision is made about them and it has to be in written format and all conditions must be met. 
· A new right for patients to have an advocate gives some service users the right to be supported by an advocate known as Independent Mental Health Advocate. However, exclusions are for people with emergency short term sections. 
An amendment to the MCA 2005 is included in the MHA 2007 this is adding new restrictions to the deprivation of liberty for someone who lacks capacity. 
(Banton and Brookes, 2018, pp.161-167).
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To conclude, mental health provisions have come a long way since the early 20th century, with many improvements, de-institutionalisation, transferring care into the community, social services, NHS, and psychotherapies. They all have substantially improved the individual’s mental health. One vital change has been the turn in society’s attitudes. Mental health awareness has allowed people to acknowledge and address issues relating to mental disorders. However, failure in many areas mainly due to costs and governmental errors has failed to support many families in desperate times. 
[bookmark: _Toc65117673]recommendations for future improvements

service providers need to offer effective tailored treatment and high-quality service with compassion and professionalism. Offer diverse, culturally appropriate, and not discriminate healthcare packages. 
service users need to feel valued, protected, and free from stigmatization.
Improve effective management and authority for mental health.
Implement health-and-social-care in a timely way to monitor, reduce risk, and promote recovery.
Integrate comprehensive services in the community and provide easy to access crisis services.
Raise awareness for mental health prevention.
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