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Introduction
This report will answer the question as to whether the UK supported and included individuals with mental disorders during the 20th century.  Journal articles, books and websites were used to complete the report.  There are four sections covered within the main body of the report. The first section will define what a mental disorder is and describe where the root term may have derived from.  The second section will discuss the historical approaches in the UK regards mental provision.  Here psychiatry and the professionals that delivered treatment and care will be discussed. In the third section legislation for mental health in the UK will be addressed, the legislation will be discussed chronologically and will describe how legislation impinged upon delivery of care and service irrespective of the positive and negative connotations..  The final section explains how inclusion and exclusion has transformed, describing points such as stigma and the type of treatment that someone with a mental disorder would receive, along with the impact of deinstitutionalisation. The report will conclude and draw points together, then lastly provide recommendations.  

I. Mental Disorder defined
A mental disorder is a clinically significant disruption in an individual's cognition, emotion control, or behaviour that reflects a failure in the psychological, biological, or developmental processes underpinning mental functioning (Stein, Palk and Kendler, 2021).  Accordingly Ramsden (2013) stipulates certain symptoms are used to identify whether or not a person has an underlying disorder. There are two primary forms of the medical concept, which can be classified as biologically or psychologically based.
Significantly the concept of mental disorder can be traced back to Hippocrates.  Ramsden (2013) acknowledges that Hippocrates became the first to categorise abnormal behaviour into three types: mania, melancholia, and phrenitis, with extensive clinical descriptions for each. Ramsden (2013) added that Plato maintained the concept that abnormal behaviour was caused by brain and bodily malfunction.  However it should be noted the perception of abnormal behaviour may differ according to culture, social construction and age, therefore on this account, defining mental disorder is problematic.   Borsboom (2017) defines mental disorder as a symptomatic set of symptoms that consistently stay together for unknown causes. 


II. Historical approaches regards mental health delivery 
Ramsden (2013) challenges the idea about disease theories by proposing without the presence of a biological driver, the psychological component of mental diseases might be difficult to diagnose. Miller (2014) is not dissimilar stating psychiatrists readily use the term "mental illness," but disease concepts in psychiatry appear to be rather hazy, based on tradition and general agreement, and sustained by the influences of those in authority and the faith of those who follow them. Moncrieff (2013) agrees adding that the rise of the disease-specific view of drug action was facilitated by professional interests rather than scientific merit.  Psychiatric doctors dominated the professional arena for some time, even though nurses were largely present, their significance has been obscured.  De Stegge and Oosterhuis (2018) put forward that since the late nineteenth century, nurses have made up by far the majority of the staff in mental institutions. 

Although this was the case, there were still not enough trained staff to manage the overwhelming numbers in mental hospitals.  Ramsden (2013) suggests that the early 1900s saw a reversal of the moral treatment movement and public mental hospitals quickly returned to providing custodial treatment and grew overcrowded. Patients were mistreated and abused as a result of overcrowding.   De Stegge and Oosterhuis (2018) further state doctors typically had limited direct contact with patients –  so nurses played an important role in the delivery of care, however there work was frequently underappreciated and their voices are sporadic in psychiatric history. Pilgrim, Rogers and Pescosolido (2011) in their book indicate that as a result, an immense and increasing percentage of the asylum population became constituted of patients who remained year after year; and it was this manifestation of comorbidities, this barrage of the hopelessness, constructed the prominent position of the asylums and dominated Victorian and Edwardian psychiatric theories and practise.

 In English and Welsh asylums, the average number of patients for each certified nurse was 39 (De Stegge and Oosterhuis, 2018).  Coppock and Dunn (2010) assert that the escalation was caused by capitalist society retaliating against the sufferers for their refusal to work. This created the need for other professions to be established. Long (2015) points out that In 1910 psychiatric social workers (PSWs) appeared, they collaborated with families and arranged care for individuals outside of institutions; as a result, they sought to establish community and social care. The Tavistock Clinic, which opened in 1920, also employed social workers, primarily to help traumatised patients recover, but later to provide specific analytical training and support for mental health workers (Coppock and Dunn, 2010). 

III. Mental health legislation changes 
Mental health workers were fully established in mental health and this reflected in legislation earlier on. The 1890 Lunacy Act remained in effect, its Commission was superseded by the Board of Control under the 1913 Mental Deficiency Act, which aimed to deal with both mental disease and mental deficiency (Coppock and Dunn, 2010).  Reformers gained strong ground by undertaking the destruction and poor care of asylums.  Long (2015) describes how the Mental Treatment Act of 1930 broadened admission procedures to allow for voluntary and out-patient hospital treatment, and asylums were renamed mental hospitals, which many healthcare workers felt would help battle public prejudice. It can be argued that psychiatrists authority, over care and treatment, became their stronghold. Takabayashi (2017) describes how the Mental Treatment Act of 1930 included three key provisions: (1) the expansion of voluntary admission into all mental health facilities, along with public mental hospitals and registered private nursing homes; (2) the emergence of temporary admission; and (3) the authority of local governments to develop psychiatric outpatient department in general hospitals. 

After the second world war the National Health Service was developed in 1948, this helped to identify how individuals with mental disorders were disparaged and categorised without consideration for their care and treatment.  Coppock and Dunn (2010)  state that at first it was not decided whether mental hospitals were to be incorporated into the National Health service (NHS) scheme but the 1944 White Paper A National Health Service and a joint Psychological Association and Royal College of Physicians Report, The Future Organization of Psychiatric Services, in 1945, both argued for its inclusion. 

The NHS was responsible for the development of creating an infrastructure.  Coppock and Dunn (2010) explain how the staffing structure was arranged were officers were doctors, and nurse attendants were overseen by a matron; a command system that would remain until the 1959 Mental Health Act.  Habitually the treatment and care of those with mental disorders in prison, was overlooked and the Poor Law of 1834, exacerbated this.  Providing adequate care and support for prisoners is crucial in tackling the many difficulties faced by inmates who have mental health disorders.  Caulfield and Twort (2012) conducted a survey and explained that the NHS took over responsibility for health services in prisons in England and Wales in 2006, one of the most visible changes since then has been the recruitment of over 350 in-reach workers to provide assistance to inmates with psychiatric problems.  This article highlighted the controversial issues pertaining to understanding mental healthcare in prisons, prisoners were often omitted from policies and considered separate from society. 

Coppock and Dunn (2010) demonstrate how the Mental Health Act of 1959 established a new foundation for treating mental discomfort as a "disease" comparable to any physical sickness. The goal was to eliminate segregation and emotions of isolation, neglect, and dissatisfaction.  The Act eliminated the boundary between mental and other hospitals and fostered the growth of community-based care.  Hospitals transformed and became more consist in providing a more accessible and humane approach to mental health care.  The Kings Fund (2021) state that as part of the national reconfiguration, acute mental inpatient services were built on district general hospital sites under the 1962 Hospital Plan.  This provided a more sufficient and humane service to those that had been hospitalised and marginalised by the previous regulations.  Developments continued in the region of better service provision.  Coppock and Dunn (2010) point out the 1970 Local Authority Social Services Act mandated the formation of social service departments.

Campaigns and public awareness relating to the predicament of those with a mental disorder and the pressure from parliamentary figures culminated in the Mental Health Act of 1983. The NHS (2019) explain how the Mental Health Act (1983) is the primary piece of legislation governing the assessment, treatment, and rights of those suffering from mental disorders.  However, under the Mental Health Act (1983), a person can be detained, sometimes known as sectioned, and treated without their consent.  Turner et al,. (2015) draws attention to how since the 1990s, the number of those involuntary sectioned has begun to rise again.  There were benefits to the changes though inconsistencies impacted greatly upon those in need of service and support.  Likewise Living with schizophrenia (2021) contend that while the Mental Health Act (1983) advocates for the rights of individuals diagnosed not to be treated or confined, it does little to assure that individuals in crisis and in critical need of treatment for their own reason have rapid and simple access to resources.

Recognising that more is needed to be accomplished, reforms addressed the rising disparities between services within Health care and social care, therefore a new act was constructed.  Deakin and Bhugra (2012) state that in 1990, the NHS and Community Care Act was enacted. For the first time in  NHS history, reforms in the 1990s shifted the NHS power base away from hospitals and toward primary care.

IV.  Inclusion and exclusion for individuals 
The move towards primary care should have encouraged inclusion in a more positive manner, though unfortunately this was not always necessarily the case.  Miller (2014) points out the notion that diagnosis is necessary to define mental disorders and guide their treatment is being challenged by events, as well as through public awareness. Media play a crucial role in how they portray those with mental disorders to the public, using negative connotations and images as devasting implications upon individuals.   Li et al. (2021) explain that newspaper coverage of mental illnesses that is prejudiced, sensationalised, or erroneous can have a negative impact on public opinion of people who are diagnosed with a mental disorder.  

Stigma is now thought to operate on several levels (Ridge and Ziebland, 2012). There is a strong possibility that stigma occurred due to the inappropriate language and invasive treatment of those with mental disorders and the professionals working within this area.  Li et al. (2021) depicts stigma by defining it as an issue with knowledge (ignorance and misinformation), attitudes (prejudice), and behaviours (discriminations).  Turner et al. (2015) concurs when they suggest the language of description, which is filled with words of art such as' recovery' and 'community care' that not only separate experts from the general public but are also assigned varied interpretations within the professional community. 

Science museum (2019) explain how psychiatrists began to take a more adventurous and aggressive approach to treating mental disorder in the 1920s and 1930s, such as electro convulsive treatments (ECT). Living with schizophrenia (2021)  state under the Mental Health Act of 1983, a legal framework for ECT was created for informed consent and non-consenting patients. ECT was re-evaluated and new requirements were set up, as well as using therapies and follow up procedures.  

The defining moment came when nursing became a certified profession, giving rise to better mental health care in the community. De Stegge and Oosterhuis (2018) highlight the Nurses Registration Act and its governing centre, the General Nursing Council (GNC), which established nursing as an accredited profession around 1919. What is significant is the decline of patients placed in mental hospitals.  Pilgrim, Rogers and Pescosolido (2011) deduced that from 148,000 in 1954 to fewer than 60,000 three and a half decades later, the number of patients residing in English mental hospitals declined precipitously.  The Kings Fund (2021) designate this process to the deinstitutionalisation which was the process of moving people with mental health disorders from psychiatric facilities to community-based settings for care and assistance, adding that this was due to an increased emphasis on human rights, as well as developments in social science and philosophy opposing psychiatry. Pilgrim, Rogers and Pescosolido (2011) argue that recent experiences with 'community treatment' have undoubtedly not been a great advertisement. Ideology and blind optimism abound on the subject, the entire strategy was implemented with very little prior analysis of its anticipated impacts, and that we still lack substantiation that community care exists. However Ramsden (2013) proposes the new medications resulted in a new system of care for the mentally ill. Patients were increasingly being discharged into community and outpatient care, alleviating many of the overpopulation issues at mental facilities. The Kings Fund (2021) emphasise that this was due to new legislation limiting who may be admitted to institutions and established a precedent that the community was the best place for treatment. 

New legislation played a major role in the treatment of mental disorders.  Living with schizophrenia (2021) bring attention to how the Victorian era saw the construction of enormous institutional asylums into which patients suffering from schizophrenia were typically committed for many years, if not for life. Albeit as mentioned legislation did alter practices, Hide (2018) illustrates this stating that the 1930 Mental Treatment  Act allowed for voluntary admission to hospital and also voluntary discharge.  A step towards a more patient focused environment, being less custodial. 

Turner et al,. (2015) state in 1950, the mental health care confined the majority of its users in huge asylums for extended periods of time. Sixty years later, most service users lived most of their lives outside of hospitals without legal constraints, thanks to a variety of vocations.  Person-centered care, well-being, recovery, service user involvement, and expanded access to psychological therapies were new focuses in service delivery. Furthermore Chesney, Goodwin and Fazel (2014) expand upon the idea regarding new service delivery in regards to mortality by remarking, many mental diseases are associated with increased mortality risks, which may be deteriorating over time. It is estimated that mental and behavioural disorders account for 8.6 million of all premature deaths. There is a greater understanding of the role of treatable illness in early death in people with a mental disorder, allowing for the development of new interventions.

Deakin and Bhugra (2012) in their article suggests that conflict between social care and the healthcare, required for long-term ailments, much long-term care was transferred to private nursing and residential institutions throughout the 1990s, which experienced an unprecedented increase in their numbers.  Conflict between health and social care has repercussions upon administrative responsibilities, resources and quality of care. Deakin and Bhugra (2012) continues by stating many services, particularly long-term care, rehabilitation, and addiction therapy, have been transferred to primary care or charities, raising concerns about managing complex situations and lacking enough medical input.

Conclusion
The care and treatment of individuals with a mental disorder has been significantly undervalued which has created inconsistencies in care and treatment.  Psychiatry over the years has had far reaching devasting consequences upon the type of environment that individuals were treated in.  Psychiatry is influential and at times prevented the much needed developments of care and treatment to take place.  Although there were essential changes to legislation that transformed practice and the quality of care, many changes came late.  There are two things that can be considered regards this report the importance of legislation in regards to distinguishing best practice and the development of improving treatment. 

Recommendations
· Progressing treatments to enable integration of a better lifestyle for individuals.
· Addressing the inconsistencies and challenges in community care, initially be producing a white paper.
· Utilising evidence based practice to reinforce practice
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