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The history of mental health and legislation. 



























Up until the 1980’s Britain’s mentally ill were hidden away in asylums, not wanted by their own communities, and brought shame amongst their families, and until the 1970’s it was thought people with mental illness could not recover and would always suffer with mental illness. There has been a vast change in attitude towards people suffering with ill mental health, not only in Britain but around the world, but has it gone far enough to say that mental illness is now treated the same as any other illness would be? With the introduction of the National Health Service in the United Kingdom and the amalgamation of mental hospitals and conventional hospitals, along with more research into mental health, the service and treatments of mental health have made steps in the right direction for change and equality. 
300 million people around the world suffer with mental illness, with The World Health Organisation (WHO) (2021) reporting Sweden having the highest spend per capita, $330, and countries such as Ghana and Tajikistan with the lowest spend on mental health. The countries with the highest number of people suffering with mental illness are not among the poorest countries in the world, for instance Belarus and Russia are two of the countries with the highest mental illness and Estonia having the most years lost due to premature death. 
The first Act to ever be brought into parliament addressing mental health illness was in 1774, The Madhouse Act. Before this act was brought in the mentally ill were treated by non-professionals. The first asylum, Bethel Royal Hospital, Andrews (2013) says Bethel was also known as the madhouse, was built in London in 1247 as a priory and started treating mentally ill patients in 1407. The madhouses were run as businesses and had little regard for its patients or their treatments. The act of 1774 ensured yearly inspections to monitor the madhouses and licences were required.
In 1796 Phillipe Pinel, also labelled the father of modern society, had 80 patients taken out of shackles being kept in an asylum in Paris, Salpetriere Hospice. Roberts and Kurtz (1987) say he started the humanitarian movement, believing if patients were treated with kindness and empathy rather than living in abusive and poor environments, they were more likely to make improvements to their mental health. Hamlett and Hoskins (2013) say state funded patients (paupers) were made to give in their possessions and clothes on arrival to the asylum, they were forced to wear ‘uniform’ and things such as wedding rings and false teeth were not allowed. 
The York Retreat was set up in 1792 and opened in 1796 by William Tuke with the help of friends from the quakers. Mitcham (2018) says the institution was opened especially for quakers with mental illness although treatment for non-quakers was eventually offered, at a higher rate. Tuke believed in treating the patients humanely with care and patience and living in a family environment would help them recover. The use of harsh restraint, such as chains were not used, however strait jackets were. Eddington (2003) says unlike other asylums, the corridors of the Retreat were long and airy so even if patients were not allowed outside of the building, they could take long walks and enjoy the views of the grounds. Tuke’s Retreat was influential towards the 1808 Act.
County Asylum Act (1808) was brought in by parliament to raise funds to build asylums and bring the mentally ill out of the workhouses and into specialist buildings where treatment and help would be readily available and provided by the county the patient resided in. Taxes were raised, although only twenty asylums were built around the country. 
37 years later The Lunacy Act (1845), saw mass construction take place and asylums built all over the country, and due to this law, the counties were responsible for the care of their own residents, to provide care and shelter for the mentally ill within the asylums. Although asylums were anything but warm, homely places for the mentally ill to reside. Wards would house up to 50 patients with regimented daily routines, wards were very high security, doors only being opened to let patients in and out with permission. The Lunacy Act (1845) would be a reform of all other mental health acts passed through parliament and ensured patients were safeguarded from any abuse and cruelty within the asylums. Handeer, Kinderman and Timmermann (2020) say before this act, anyone could be sectioned with the word of the public or a medic, due to the passing of this act to enable a patient to be sectioned or put into an asylum, two medical professionals would need to agree the person was mentally insane and keep them in the asylum. The 1845 act was built on the work done by John Conolly and Lord Shaftsbury, they believed patients should be treated as humans and receive adequate health care. 
NICE (2021) state how mental health was portrayed in parliament and by people in hierarchy only made the stigma attached to mental health worsened. Phrases such as lunacy and idiots were used to name people with mental illness.
The Mental deficiency Act (1913) provided a legal framework for people who could not give their own consent due to ill mental health. Unsworth (1993) said the committee would employ an executive officer to oversee all children and adults that were to be certified, ensuring their safety, and being treated fairly. The officer was to ensure the patient was examined by two medical professionals and they would provide their opinion into what category the patient should be put into. The magistrate would then accept or dismiss the classification and appropriate action would be taken. Dale (2003) says The Mental Deficiency Act (1913) introduced four categories into which people could be put into. Idiot- where the patient could not protect themselves from harm or danger. Imbecile- the patient could protect them self but Feebleminded- the patient would require supervision and help with self-care; they could not follow instruction or protect themselves. Moral defectives- the patient would have a mental defect from birth, and they did not understand consequence of actions and often had violent outbursts. Unmarried mothers would be in this category. 
Within The Mental Deficiency Act (1913) a section 71 was introduced. This section introduced new terms to the Act such as place of safety; including a police station, a surgery or institution that would give the patient a place to stay temporarily whist they were being categorised. A certified house would be a private landlord that would profit from keeping them in their home, a certificate would be supplied under The Mental Deficiency Act 1913. Special school or special class were for children with learning difficulties or epilepsy.
[bookmark: _Hlk64284275]In 1949 the National Health Service (NHS) was introduced by Aneurin Bevan in the UK, no other country in the world had a healthcare system that was free at the point of delivery. Garsky (2008) says healthcare was beginning to advance and an interest in mental health care became more apparent, due to the second world war, but was still not making the same improvements to other sectors of care.
Therapy for mental illness was very limited, Rollin (2018) says it was thought that certain treatments used to treat illness would also cure people of mental illness. Pippard (2001) says there was few options for treatment regarding medication at this time, other than sedatives and amphetamines. Electroconvulsive therapy (ECT) was carried out on patients without anastatic until the 1950’s, carrying an electric current through the body and creating a seizure. Insulin coma treatment was used to put patients into a coma, burning all the insulin in the body, eventually putting them into a coma. It was believed it would let the body and mind rest and patients would wake up with a different personality and no longer mentally ill. 44 people were killed though this therapy. The lobotomy, known as a leucotomy in the UK, was a treatment that removed sections of the brain and believed it would cure people of mental illness. Holes would be made either side of the patient’s skull with instruments inserted into the patient’s brain, this treatment was only phased out in the 1950’s. 15,000 leucotomy’s were carried out in the UK. 
In 1950 over half NHS beds were allocated to treat those with mental illness and mental disability, there were more than 150,000 patients in asylums, by 1975 there were fewer than 80,000. With the advance in psychological and psychiatric treatment, and the progression in medication saw patients not needing 24-hour care. Drugs such as lithium and chlorpromazine were revolutionary medicines that worked with the patient and their mental health and not just comatose them into a state of oblivion. Occupational therapies were introduced as well as advances of treatments. An open-door policy was introduced into asylums, allowing patients to explore the grounds of the asylums, often country estates. 
In 1959 a more compassionate approach to mental health illness was introduced, the ethos was that of the mentally ill to be treated as any other patient that was ill should be treated. Admissions to hospitals were to be made on medical grounds and not legal grounds. Blugass (2018) says this was the turning point in recognising people with mental illness should be treated humanely and given the same rights as other citizens. Mental hospital regimes were seen as barbaric. Integration was timely and treatments for mental health within the conventional NHS hospital were limited. The Mental Health Act (1959) abolished the separation of mental hospitals and conventional hospitals, patients were to be treated with in state hospitals or within the community. Moncrieff (2018) said the 1959 Act saw the abolishment of interaction with the magistrates on detaining a patient, and this was now in the power of the medical professionals. The act saw any treatment given to a patient should be given on a voluntary and informal basis wherever possible. The difference was established between people with learning difficulties and mental illness. In 1961, the health minister Enoch Powell announced the abolishment of mental hospitals would start, although this took another 25 years for the asylums to start closures. 
By the 1960’s doctors had become over reliant on medication and other treatments were seen as not adequate for the treatment of the mentally ill. Nolan and Hopper (2009) insist the 1960’s was an influential part of history within mental health treatment, adding a new generation of qualified mental health nurses came into action and were not afraid to challenge the traditional sources of treatment for patients with mental illness, calling it the anti-psychiatry movement. Deinstitutionalization began, The Kings Fund (2021) said it was found mentally ill patients being put in an institution, locked away from their families and communities was doing more harm than good.
Britain was coming out of resection in the 1970’s bringing drastic cuts within health care, especially mental health. If a patient were discharged from hospital the bed would be removed so it could not be occupied with another patient along with individual wards being shut down. This forced patients out on to the street and it was left to charities like the salvation army to help the mentally ill, as the community care that was promised did not materialise. Enoch Powell’s promise to have all asylums closed and for general hospitals to treat the mentally ill patients was not fulfilled and by the 1970s not one asylum had been closed. 
The user movement started in the 1970’s, were survivors of mental health treatment within the asylums started to speak out about their human rights and the rights of others who maybe did not have the voice to speak out. Chassot and Mendes (2014) say the promotion of current legislation and change where they believe is needed within mental health and the treatment of mental illness patients is paramount in the ethos of their campaign. They still campaign today.
In the 1980’s asylums finally began to close and by 1990, 100,000 patients had been discharged from asylums and put back into the community. Hoult (1986) says this pushed the start of community care and majority of patients could live in their community and receive treatment either as a day patient or within their homes. Patient were now allowed to be involved in their care and make decisions about their health care and how and where they lived their lives. In 1983 The Mental Health Act (1983) was revised, declaring consent for medical treatment for mental illness. This is where the different sections were introduced and although most people were seeking help voluntarily there was still a need for boundaries on the way people could be taken to hospital and detained against their will. Patients would have to be deemed a danger to either their selves or other people, they would also need to apply for the different section with advice from medical professionals. 
Thornicroft (2018) says in the 1990’s community care was struggling with a lack of resources and funding, and an over whelming amount of mentally ill patients needing treatment within the community, change and support was needed. The public was appalled at the conditions of the asylums but equally did not want them living within their communities. This prompted The Mental Health (patients in the community) Act 1995. The act was to make provisions for people leaving hospital and receiving adequate mental health care within the community in England and Wales. Coid (1994) argues community care did not provide the promises it presented, and instead many of the patients leaving the asylums were made homeless. However, Treiman and Leff (2002) disagree, insisting more recent studies have shown the majority of those who left the asylums due to closure have gained living skills and partake within the community they live in and have not had to be readmitted. 
Nuffield Trust (2017) say the NHS is the biggest employer in wales and the fifth largest employer in the world with 1.7 million people employed. In 1955 the NHS had 11.2% of the budget from the government, with The Kings Fund (2020) saying in 2017 30.1% was spent on health care within the NHS, equating to around 6.4 billion pounds, with mental health care getting 11.4% of the budget. Although bed numbers have dropped significantly with only 120,000 NHS beds available now compared to 480,000 in 1948. With an ever-growing population and increased knowledge of medical care, the budget is only set to rise for healthcare and the NHS. MIND (2020) has reported over 1,600 beds have been taken away from the NHS since 2011, adding this is increasing the mental health crisis within the NHS and the UK.  
Salmon (2009) says thanks to technology medical professionals can now share records with each other, allowing them to see what care they have previously received, increasing the progress and development of multiagency working, ensuring the correct care is given to patients across the board. 
The recovery model in mental health has become a standard model in addressing mental health care over the last decade. It uses a person-centred approach with two main components to the approach, the first ensuring people it is possible to recover from a mental and secondly patient centred treatment is the most effective approach. Tew et al (2012) says recovery can be defined as a person going through a process in which they can reach a direction in life and their full potential whilst improving their health and wellbeing. To achieve these objectives, one must have stability and safety in their lives, to have purpose and routine will give the person a reason to maintain wellness. Wilkins (2000) says It is important to have supportive relationships with family and/or friends, providing unconditional love, empathy, and unconditional positive regard. It is important to engage with the community and to make positive choices that not only keep one happy but also sustaining healthy mental wellbeing. However, Jacob (2015) disagrees, saying the recovery model implies that service users would be fully recovered once following the recovery model, insisting one will never recover to their pre-mental illness potential.
There has been a shift in attitudes towards people with mental health illness, it is not such a taboo subject and with medical advances many people are living alongside their mental illness as would someone with arthritis. Campaigns across the UK, by television adverts and the constant exposure through the media ensures the public are talking about their mental health and are not embarrassed to admit they are struggling and need help and support. Keown et al (2011) insist the deinstitutionalisation of mental health patients in high income countries is a step in the right direction to combat ignorance and implement change towards mental illness, adding this change towards community care needs to be replicated in middle- and low illness -income countries. Encouraging community care would also take the strain off hospitals and lower costs considering the expense of inpatient care.  
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