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Introduction
This report describes what a mental disorder is, the historical context of mental health provisions in the UK such as the development in understanding, changes in UK mental health legislations for example the Mental Health Act, inclusions and exclusions such as transgender and recommendations for future improvements. 

What is a mental disorder?
A mental disorder is an illness or condition which has a psychological or behavioural manifestation. These effects can have painful and or distressing symptoms. Some mental disorders can cause damage and impairment in areas of functioning. In the psychology field there is no straight way to define the words mental disorder. This is because behaviours that are seen to be irregular in one culture may be seen as acceptable in another culture. Another way of defining a mental disorder is a damaging dysfunction. In this context damaging refers to the lack of a mental mechanism to do daily activities that normal non-mental illness sufferers do (Wakefield, 1992). People that suffer with mental illness experience confusion and may have difficulty in doing everyday tasks. Not only does the individual suffer but also it can take a toll on the family and friends (Bolton, 2008). Mental disorders are very prevalent worldwide. The exact number is unknown however the WHO (world health organisation) estimate that 450 million individuals worldwide will suffer from a mental disorder in their life time (Cockerham, 2016). The common mental disorders that are presently dominant in many countries are depression, bipolar disorder, schizophrenia, obsessive-compulsive disorder (OCD), generalized anxiety disorder (GAD) and post-traumatic stress disorder (PTSD). Depression is a disorder related with symptoms such as increased sadness and anxiety, loss of appetite, dejected mood, and a lack of interest in pleasurable activities. It is seen as an illness that is biochemically-based or emotionally-rooted illness (Rao et al. 2008).  People suffering with mental disorders have an increased risk of premature death. The illnesses with the highest risk of early death are substance abuse and eating disorders. Risks of death from unnatural causes is significantly increased for high functioning disorders like schizophrenia (Harris and Barraclough, 1998). Mental illnesses and disorders are all classified in the ICD-10 (International Statistical Classification of Diseases). It is a globally used tool within the clinical field and is managed by the world health organisation (WHO). This document includes detailed information on over 300 behaviour and mental disorders. The ICD has standards set in place to aid in diagnosis in healthcare. This manual has many sections such as: diagnostic codes for categorising mental health illnesses, in depth systems of classification for each broader condition, symptoms for each mental health condition and additional information for each diagnosis (World Health Organisation, 1992). The ICD 11 is an improved version of the ICD 10. The ICD 11 has a more in-depth level of detail in the classifications of mental and behaviour disorders (Reed et al. 2019). Several studies that were conducted in the 1980s and 1990s showed that rates of schizophrenia were a increased among migrant groups in the UK compared to native whites. For many years after it was thought that the countries from which people had migrated from, had high rates of schizophrenia, thereby predisposing a biological factor to the illness. However, biological influences like neurodevelopmental irregularities, pregnancy and birth complications and genetic vulnerability have not been reported as having much of an effect in predisposing in these ethnic groups. The process of selective migration has been put forward as a credible hypothesis to explain the increased occurrence rates of schizophrenia among migrants, in that these individuals are more vulnerable as the process of migration can be very difficult (Bhugra and Jones, 2001).

Historical context of mental health provision in the UK
Attitudes towards mental health and mental health sufferers have changed drastically. There have been many changes such as new safe treatments and closure of old asylums. A big change is society’s attitude. People are becoming more understanding and accepting of mental health and the people that suffer from it. During the twentieth century the understanding of mental illness was changing in the psychology field. In 1900 Sigmund Freud published one of the most important books, Interpretation of dreams. This was about his theory psychoanalysis. Freud said that mental illness was caused by psychological factors (Caplan, 2001). Many people’s view on mental health were seen through a religious perspective as this era was heavily religious. Many religious groups cared for the mentally ill and took them in. However, for many years religious groups prosecuted and tortured the mentally ill (Koenig and Larson, 2001). However, in the twentieth century the approach and understanding towards mental health and the services available were changing. There are many changes such as social policy, legislations, services and clinical practise. There was a new understanding to person centred care, well-being, recovery and access to psychological therapies. There was a huge change in the language of mental illnesses as patients weren’t referred to as lunatics and asylums were now being referred to as hospitals. The Mental Health Act 1958 replaced the legislation of the 1890 Lunacy Act. The Mental Health Act 1959 presaged the overview of asylums of psychiatric care into the hospital system. After these services were opposed to the serial reorganisations of the government and the national healthcare system (NHS). During the 1970s both political parties, labour and conservative, recognised this however did not aid in it. They needed to provide more resources to distribute mental health services in communities all around the UK. There was an abundance of evidence that showed insufficient care within psychiatric and mental hospitals (Turner et al. 2015). The understanding of mental illnesses and how they are caused was developing. Alongside this there was an increase of psychiatry as an academic. This was practised in clinical managements and bigger institutions such as asylums. As this understanding was evolving psychiatry began to be recognised as a profession. However, though psychiatry did not compete with other fields of medicine in terms of treatments, it was effective in understanding and publicising classifications of mental health problems as illnesses (Rush, 2004). In 20th Century community-based care was introduced as an alternative to asylums. Currently, people who use mental health facilities find themselves subject to a variety of institutional and community based mental health services, along with other secondary institutional systems that offer mental health services such as universities (Howell and Voronka, 2012).

Changes that have occurred in UK mental health legislation
The Mental Health Act 1959 had been reformed in 1983 into the Mental Health Act 1989. The Mental Health Act was placed in 1983 and is a law put in place in England which highlights the rights people who suffer from mental illnesses. These rights include evaluation and treatment in hospital and treatment in the community. The Mental Health Act categorized. These include the rights when mentally ill people are detained in hospital against their will, relative’s rights when members are detained and rights to do with consent to treatment when patients are detained (Szmukler and Holloway, 2000).  The Mental Health Act 1983 has legislations in place to guarantee consistent tactics to the necessary admission of psychiatric patients in England (Wall et al. 1999). The UK also has another legislation called the Mental Capacity Act 2005 (MCA). There were concerns raised within the law regarding decision making for adults lacking capacity (Donnelly, 2009). Therefore, this act was put in place so that people who may lack mental capacity are free to make their own choices when it comes to treatment. People who may lack capacity are: dementia sufferers, people with mental illnesses and people with a severe learning disability. The definition of an individual who lacks capacity cannot, due to a disability or an illness such, do the following: comprehend information being provided to make certain decisions, hold that information for long to make other decisions and communicate their decision. The Mental Capacity Act (MCA) can be utilized in choices such as personal finance, medical treatment and daily decisions such as what to wear and what to eat. An important key value in the Mental Capacity Act (MCA) is that a person’s ability to make choices has to be improved before coming to the conclusion that capacity is absent (Nicholson et al. 2008). 

Inclusion and exclusion 
Up until 2019, in the UK being transgender was classed a mental health illness, known as gender identity disorder. The World Health Organisation (WHO) does not classify transgender as a mental disorder. Gender incongruence is the definition used to label transgender people. In the ICD-11 it will be moved from the mental disorders chapter to its sexual health section in the International Statistical Classification of Diseases and Related Health Problems (ICD) (Canady, 2019). Another exclusion was the meaning of mental disorder. The 1983 Mental Health Act, mental illness had a definition that was complicated, mental illness arrested or incomplete development of mind, psychopathic disorder and other disorders or disabilities of mind, mental impairment and psychopathic disorders each had their own individual definitions. This was challenging to describe what a mental illness was and diagnosing it. However, the Mental Health Act 2007 removes all of these individual definitions and defines it in simple terms as being any disorder or disability of the mind. Furthermore, there were more exclusions in the Mental Health Act 1983. This act exempted individuals from being delt with under act by reason only of promiscuity or other immoral conduct, sexual deviancy or dependency on alcohol or drugs. However, it was changed to an exclusion only by dependence on  substances like alcohol or drugs. The views of what constitutes immoral conduct, how it should be delt with had changed. According to views of the government no healthcare professionals would use the act to treat an individual on these circumstances. The Mental Health Act 1983 excludes individuals with learning disabilities. However, if the disability links with aggressive behaviour treatment is allowed. This was changed when the Mental Capacity Act 2005 was introduced. This act recognised people with learning disabilities and ensured that they were assisted. The Mental Capacity Act is when someone lacks capacity and it supports people with limited decision-making ability and aids them to make as decisions for themselves. The Act has guidelines for replacing decision making. An individual taking decisions on behalf of the individual deficient capacity have act in the best welfares of the person concerned and choose the options with minimum restrictions of their rights (Johnston and Liddle, 2007). Another exclusion was that social workers were assigned to apply for the detention of a person in hospital. The social workers also had the right to have a medical agreement. Social workers were known as ASW. However, 2007 Mental Health Act changed this. This opened the role to various professionals. This role changed to an approved mental health professional (AMHP). This gave opportunities for occupational therapists, nurses and psychologists to train for this role. Doctors were excluded from being AMPHs. The Mental Health Act 1983 also excluded certain professions from discharging and treating patients. When a patient was admitted into a hospital the professional who had the authority to treat them and to discharge them was the responsible medical officer (RMO), this was usually the consultant psychiatrist. This changed when the 2007 Mental Health Act was put into place. This act said that these jobs can be done by various healthcare professionals with the correct training, this role was changed to a responsible clinician (RC) (Smith, 2008).



Recommendations on future improvements:
An improvement for treatments on mental disorders is that people in the healthcare setting the can be trained to deal with specific age ranges. The requirements of a child suffering from a mental disorder would differ from an adult’s needs. This improvement is also important as children would have a different level of understanding of mental illness treatments that adults, therefore requiring a qualified and competent healthcare profession to explain the treatments. Another improvement can be that there needs to be developments within the medical field and prescribing drugs. Improvements such as doctors being honest with the patient and telling them that they would benefit more with psychological therapies rather than drugs. 

Conclusion
This report shows that the understanding and treatment of mental disorders have changed since the 20th century. For example, the definition of mental illness and the mental health acts being reformed. This report highlights the historical context of mental health provision in the UK and the views people and government had. The findings in this report shows that 450 million individuals globally will suffer from a mental illness in their life time. To have a suitable approach to metal illness The Mental Health Act 1983 was introduced and is a law that was put in place in England which highlights the rights people with mental health problems have. Changes such as transgender not being classed a mental health illness was also new. This report also gives recommendations for future improvements such as healthcare professionals being trained to correctly treat patients of different ages.
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