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Introduction: 
This report looks at treatment of mental disorders in the UK, and whether the UK government supported and included individuals with mental disorders during the 20th century. Defining mental disorder in context of ICD-19 and how it was formed. Identifying historical context of mental health provision in the UK and treatment of patients. Changes that have occurred in the UK mental health legislations during the 20th century. Identifying inclusions and exclusions and recommendation on future improvements.
Defining mental disorder: 
According to Lilienfeld and Marino (1995) “mental disorder is best conceptualized as a "harmful dysfunction," whereby "harm" is a value judgment regarding the undesirability of a condition, and "dysfunction" is the failure of a system to function as designed by natural selection”. “The main two naturalist definitions of mental disorders have been proposed both important and influential by Christopher Boorse and Jerome Wakefield, both suggestions have mental disorder ( and related concepts such as mental or physical illness) as meaning harmful disruption of natural function” (Bolton, 2008). “Mental disorder is defined as any illness with significant psychological or behavioural manifestation that is associated with either a painful or distressing symptom or an impairment in one or more important areas of functioning” as stated in Britannica (2021). Mental disorders are the chronic diseases of the young, with their onset and maximum impact in late adolescence and early adult life (McGorry et al, 2008).
In the 1960’s World Health Organization a universal agency created the International Classification of Diseases (ICD) to improve the classification system of diagnosing individuals with mental disorders in a valid and reliable manor ICD-10 consists of 300 mental and behavioural disorders due to psychoactive substance use, “a wide variety of disorders that differ in severity from uncomplicated intoxication and harmful use to obvious psychotic disorders and dementia” (WHO, 2021a). “The International Statistical Classification of Diseases and Related Health Problems (‎ICD-10)”‎, and research criteria were developed in partnership with world's leading experts and finalised after testing by researchers and clinicians in 32 countries (WHO,2020b).
Common mental health problems include the following:
· Depression
· Generalised Anxiety Disorders
· Panic Disorder
· Obsessive - Compulsive Disorder (OCD in short)
· Post - Traumatic Stress Disorder (PTSD in short)
(NICE, 2011b)
Symptoms levels vary from mild, moderate, and severe, these terms used to describe different levels of mental health problems. Mild term with less symptoms has limited effect on daily life, whereas in moderate has more problems which makes daily life more difficult and severe has many symptoms that can make their daily life extremely difficult (NICE, 2011b).  Risk factors include: 
· Biological factors
· Neuro-chemical imbalance
· Genetics
· Hormones
· Psychological factors 
· Social factors
· Environmental 
· Non-environmental 
[bookmark: _Hlk65178768]Historical context of mental health provision in the UK: 
Historically mental health was viewed as evil spirt and cause of problem was through the influence of evil spirits, sought help through ritual ‘prayers for deliverance’ and exorcism abnormalities viewed as battle between good and evil (Pfeifer, 1994). Trephination of the skull was the oldest documented surgical procedure performed by witch doctors or shamans and lobotomy popularised by Dr. Walter Freeman in the 1940s conducted on patients with severe mental disorders like schizophrenia and clinical depression leading to altering patient’s behaviour and personality, drastic results and occasionally fatal, essentially leading to decline in the late 1950s (Faria, 2013). There was no legislative provision for patients to be treated voluntarily in the asylum between 1900 and 1929 and due to  differences in admission criteria between hospitals and asylums, this essentially contributed to exponential rise in the asylum population (killaspy, 2006). Patients were identified and legally defined as lunatics in social, cultural, political, medical, and institutional context of their treatment in nineteenth and twentieth centuries ( Tuner et al, 2015). Patients were away from communities on outskirts of cities and kept away from public view, official acts of parliament in relation to mental health and disability reflected stigma, and phrases like ‘lunacy’ and ‘mental deficiency’ were usually used (NICE, 2021a).
According to Jones (2013) wealthy people were sent to private madhouse by relatives combined with high fees and absolute secrecy confined alone or with an attendant, poor were kept by families in whatever conditions, or sent to workhouse or prison for greater security. A common factor between rich and poor were almost guaranteed to be confined, neglected, intimidated, and openly treated with cruelty.
According to Takabayshi (2017) pre-war psychiatrists campaigned for reform of Lunacy Law patiently and relentlessly between 1890 and 1914, the bill reform was rejected several times by members of parliament as they failed to understand its necessity instead converts the lunatic asylum into military hospital due to funding difficulty in the early part of war. And it also states that invalid soldiers or those who could not recover for long period of time were being were discharged from military institution and being admitted into lunatic asylums as ordinary lunatics, which meant that the legal certification of lunacy stigmatised soldiers who had been respectable citizens in peacetime, the humiliation and stigma was not only faced by soldiers but also their family. A resident physician of Bethlem Royal Hospital, Robert Percy Smith began to refer to humanitarian reasons for new legislation, particularly criticising legal certification, and its inhumane effects leading to defect of 1809s lunacy law (Takabayshi, 2017).
More invasive measure began in late 1930s with insulin coma treatment, followed by electro-convulsive therapy (ECT) and neurosurgery (Cherry, 2003). Long term hospitalisation and confinement for patients as there was no treatment available until 1950s, physical restraint with feared strait jackets, isolation in paddle cells (Faria, 2013). Second World War saw advancement of physical healthcare, but mental  healthcare stood still even decade after the establishment of NHS (NICE, 2021a). The 1950s saw the deinstitutionalisation of large asylums in UK, Community mental health care was being further developed in the United Kingdom through additional investment in specialised teams such as assertive outreach and early intervention, but mental health care remains poorly researched and understood and Isolated aspects of re-institutionalisation have been reported, mainly for the United Kingdom according to Priebe (2005).
Labour and Conservative government acknowledged psychiatric care in wider hospitals but did not address the needs or provide more resources to deliver mental health services in the community, problems included management, misery, poverty and style of mental health service that offer no real choice about the type of support available and movement appeared in the 1970s from earliest service users and clinicians demanding civil, economical rights for patients in the community to bring change to Mental Health Act 1959 (Tuner et al, 2015). 
Late 20th century, the burst of social media had profound effect on public awareness, as alternative news and information and its accessibility was instant brining a new angle to health care, a new platform for public, patients, and health professionals to communicate health issues, and possibility to improving health outcomes (Morehead et al, 2013).
[bookmark: _Hlk65178908]Changes occurred in UK mental health legislation:
“The Lunacy Act of 1890 set the framework for admission, providing a legal system in which a patient had to be certified as insane in order to be admitted to the asylum” and did not require psychiatric opinion before admission ( Killaspy, 2006). The 1930 Mental Treatment Act contained voluntary admission of patients and establishment of outpatient’s clinic together with local general hospitals ( Cherry, 2003).
New emphases on service provision, such as person-centred care, well-being, recovery, the involvement of service users and language of mental health has changed following the replacement of 1890 Lunacy Act, under which these services had been previously provided had changed to Mental Health Act 1959 ( Tuner et al, 2015).
The first piece of legislation for mental health was the 1959 Mental Health Act, which clarified reasons why an individual might need to be admitted and treated in hospital against their, and the distinction between voluntary and involuntary treatments was made clearer (Killaspy, 2006).
Governmental support for promotion of more socially inclusive practices for the mentally ill has come from the Socially Exclusion Unit of the Office of the Deputy Prime Minister’s report for the mental health. Acknowledging the needs for improved access to education, mainstream work and leisure facilities and campaign to reduce social stigma and discrimination against people with mental health problems and promotion of legislation around equality ( Killaspy, 2006). And the 1990 National Health Service and Community Care Act along with Supporting Peoples Initiative facilitated non-statutory agencies to develop and provide specialise housing for people with mental health problems.
As stated by King’s Fund (2008) the 1983 Act had different categories of mental health, it was complex in definition of mental disorder and the 2007 Act removes all these distinctions and simply defines mental disorder as being ‘any disorder or disability of the mind. This Act gave health professionals the powers to detain, assess and treat people with mental disorders in the interests of their health and safety or for public safety in certain circumstances, the 1983 amended Act “allow for both ‘civil’ admissions to hospital and criminal justice admissions from the courts or prison. The legislation also provides safeguards for patients to ensure they are not inappropriately treated under the provisions of the Act” there is no doubt the reform process was slow (King’s Fund, 2008).
The legislations had a major shift towards the provision of other community-based services for individuals with mental illnesses, like supported housing, day services and community-based mental health nurses and social workers. And evidence highlights benefits of community-based care, which are consistent across specialties such as greater patient satisfaction and quality of life (Killaspy, 2006).
[bookmark: _Hlk65179055]Inclusions and exclusion:
Under the 1983 Act people were simply excluded ‘by reason only of promiscuity or other immoral conduct, sexual deviancy alcohol or drugs’ dependence and the Act also excludes people with a learning disability. The main change from the 1983 Act concerns a patient’s ‘treatability’ under section 3. Governments fear was clinicians may argue that treatment may not meet the requirement for people with personality disorders (King’s Fund, 2008). “This has been replaced by the requirement for availability of ‘appropriate medical treatment’, its purpose must be to reduce or prevent deterioration, including ‘nursing, psychological intervention, and specialist mental health habilitation, rehabilitation and care’, and it must be medical treatment”. “The inclusion of requirement that appropriate treatment is made available is also new to the Act” (King’s Fund, 2008). Professionals with power could apply for detention of a person in hospital and obtain required medical agreement through approved social worker under original 1983 Act now this role is opened to wider group of professionals following the 2007 Act and named as ‘approved mental health professional’.
According to Bolton (2008) there is profoundly negative judgments, stigma, and social exclusion for people with mental disorders. Although “public’s literacy about mental disorders has increased but at the same time, the attitudes towards persons with mental illness have not changed for the better and it has even deteriorated towards persons with schizophrenia” (Schomerus et al, 2012) Racism is a major contributor of social exclusion, increasing vulnerability for black and ethnic minority groups (Pinto et al, 2008). 
[bookmark: _Hlk65179113]Recommendations on future improvements: 
Government must increase funding on mental health to meet the needs of patients as its less compared with physical health, particularly with regard to services for children, adolescents, and the elderly (Tuner et al, 2015). Increased awareness and early interventions are likely to lead to early diagnosis and rapid access to appropriate treatment, which in turn are likely to translate into improved long-term outcomes and curbing racism will contribute to better social inclusion and decrease vulnerability (Pinto et al, 2008). In some conditions such as psychotic illness, intervention during incipient illness or its early stages may prevent a lifetime of disability for a proportion of those affected ( Jones, 2013). Early intervention is the key for better help and support for patients and cost effective for the health service in the long run. Regular monitoring and managing the physical health of people with Serious mental illness should be shared between primary and secondary care services addressing inequalities in physical health care, challenging discrimination, and promoting equality access as well organisations working together to reduce health inequalities experienced by the service user (White et al, 2009). Social media is a powerful tool with tremendous benefits, negative side is the reliability and quality of information which must be regulated and monitored to ensure its authentication of information and its credibility (Morehead et al, 2013).

Conclusions:
To summarise mental disorders consists of significant psychological or behavioural manifestation in association with painful or distressing symptoms. The creation of ICD-10 by the universal agency World Health Organization and its classification system for mental disorders. Historical context of patient’s treatment in the mental asylum shrouded stigma and isolation. Changes of legislation and reform campaigns for civil and economical rights of patients, inclusion, and exclusion in the 1983 Act and recommendation for future improvement. 
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