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Introduction
The modern concept of healthcare was born in the post-war 20th century. Following the global turmoil, an age of societal rebuilding and restructuring began. The same was true for the mental healthcare sector which commenced a new phase of development much of which is part and parcel of best practice observed by medical practitioners today.  In this supporting paper I will analyse whether provisions were made to those with mental disorders during the 20th century and if my research into the historical accounts provides evidence of their support and inclusion in society.
One governing body fundamental to this area of study is the Court of Protection (CoP), formerly known as the Office of the Master in Lunacy up until 1947 (National Archives, 1947). They make decisions on welfare or financial matters for people who ‘lack mental capacity’ to make decisions themselves. The 1983 Mental Health Act is the governing legislation for the CoP as it defines what a mental disorder is that being, "mental illness, arrested or incomplete development of mind, psychopathic disorder and any other disorder or disability of mind". 

[bookmark: _Hlk87481288]1 – Historic usage of terminology
Mishler (1979) demonstrates that recognising the intellectual context of the past is crucial in understanding history and because that context is so radically different from ours, arguing that the terminology of the time is not appropriate in our current climate is nonsensical. When it comes to the historical context of mental healthcare, addressing patients as lunatics was an acceptable part of everyday language and was utilised in circles of scholarly discussion. Wright's Mental Disability in Victorian England (2001) includes the use of words such as ‘crazy’, ‘insane’, ‘asylum’ and madhouse’ to name a few which were acceptable at the time and maintain their usage in today’s historical analysis. These terms have not been expunged in their meaning, rather replaced in their proclamation for example ‘madhouse’ has been replaced by ‘mental asylum’ and from the 1920s by ‘mental hospital’. This clearly indicates that while the shell of the word has changed, the intended meaning has remained. So, while we may frown upon such terms today, we cannot argue over semantics and must admit these words were used in their correct and appropriate manner given their historic context.
And it was in the 20th century in fact when these terms began to lose public support. Clough (2018) notes that following reports that the word ‘lunatic’ was detrimental to those struggling with mental infirmity, personal documents detailing patient care began to be concealed until it silently vanished from public use, paperwork, and even longstanding government titles. Its fate was sealed when the Mental Treatment Act of 1930 prohibited the use of the term ‘lunatic’ from any statutory documents.
All that being stated, Harding (1990) found cases evidence the exact opposite for example the use of ‘Management and Administration Department’ for the welfare department overseeing those suffering mental health issues abbreviated to M.A.D. This was introduced in 1925 by Gerald Hildyard, the Master in Lunacy at the time, who termed the name change as ‘practical’ specifically pointing out that use of the initials M.A.D. preserved the ‘reference to lunacy’. This showed a lack of legitimate concern from the highest authority for mental care at the time.
Clearly, this change in title and terminology was more politically motivated than the outset seemed to showcase with the insertion of terminology such as ‘protection’ and ‘court’. It emphasised an apparent sense of security and safeguarding which aligned well with the welfare movement of the 1940s. Thankfully in 1947 the assistant Master of the department rebranded it as the Court of Protection, and although this was less insensitive, Weston (2019) points out it drew more emphasis to the department itself rather than the vulnerable patients under their care.

[bookmark: _Hlk87481313]2 - Research and clinical practice
Medical care is orientated around a few methodologies, primarily evidence-based practice. Lindsay (2007) explains this in simple terms by stating “it involves using the best evidence you have about the most effective care of individuals, using it with the person’s best interests in mind, to the best of your ability and in such a way that it is clear to others that you are doing it.” So, gathering this evidence requires research and Mol (2006) states this process in and of itself is a form of informing and improving the care in question. 
Thankfully, a shift in attitude was triggered by a new wave of research. During this time, evidence-based practice in psychological treatment increased the array of interventions available, and, more generally, the advancement of the scientific literature led to a substantially greater homogenisation of methods (Roelcke et al, 2010). A powerful volume of research literature and the heavy artillery of guidance led to the eventual adoption of psychosocial interventions into routine clinical practice.
However, Elmer (1892) noted there were cases where mental health practitioners did not believe actions taken to be fitting ‘though the mental infirmity might be such as to require them to be fully supported’. This boiled down to, he clarified, ‘the benefit and advantage of the particular individual’ superseding their actual mental state. This compulsion to mediate on the basis of perceived vulnerability or need, and not on the basis of genuine illness, is a frequent one, notwithstanding one that has sometimes been shrouded by a statutory emphasis upon impairment (Weston, 2020). Thus, the control of research in support was superficial rather than functional and other devious elements held far greater sway.

3 - Funding and development
More concerningly, it was noted by Elmer there were cases in which the interests of the supposedly ill patients render it necessary that he, and his property, should receive the protection of the authorities in this case being the mental health providers, namely the CoP.
However, Hugh Freeman (1992) stated that “in spite of Enoch Powell’s apocalyptic threats in 1962, the 1980s was the best time that the mental hospital ever had”, noting there was more money than there had been, numbers of patients were falling, and the staff numbers were being preserved. So, the standard of nursing care was going up and, in most cases, enough to make the existing accommodation certainly tolerable, if not quite satisfactory.
An alternative argument was laid by those working in strategy development who contended that new policies need a level of scrutiny and monitoring because ‘the NHS…is not quite a black hole, but it is a complex policy-eating environment’ (Appleby et al, 1999). Even though care practitioners noticed the suppression of their influence, management personnel and policy makers encouraged the public to look at the wide consultations that took place with external reference groups even though civil policy makers rather than the reference groups ended up writing and approving policy (Thornicroft, 2000). These two bodies clashed over their vision of patients and how they could part of creating a ‘user-friendliness’ within policies. From the public viewpoint, it clearly felt that this positive initiative regularly fell foul to being ‘hijacked’ and manipulated by both practitioners and civil policy makers to meet their own clandestine ends. 
The 1970s saw both Labour and Conservative governments accepting a requirement for funds and resources in order to deliver community mental health services however neither actually addressed this need unit the 1990 National Health and Community Care Act saw the Conservative government restructure the administration of the NHS placing primary responsibility for community-based care upon local authorities. Toth (2010) highlights this led to the care of those with severe mental disorders as the principal focus of policy for the next decade.

[bookmark: _Hlk87481398]4 – A different approach
Policy does not always work in favour of patients, many-a-time it is advantageous only for those in power, however with enough public pressure backed by sound evidence it can be used to facilitate a host of social improvements. A milestone in mental capacity law came in the form of the 1959 Mental Health Act which revoked the CoP of any formal authority over the welfare matters of patients. Following this, Keith Joseph commenced a broad restructuring of the NHS in 1974 which revolved around developing a brand-new strategy for the delivery of community-based care (Wistow, 1982). Although this rehaul operated under great financial stringency, it was noted by many including clinician David Goldberg (2014) that this development led to some of the most drastic changes to the NHS such as having support of subsequent Labour governments and doubling the number of managers operating within the organisation allowing for a quality experience within the service.
This adjusted perspective led to the creation of Community Mental Health units introduced by the 1990 Department of Health’s institution of the Care Programme Approach. Through this scheme, essential workers from both the NHS as well as local social services would coordinate and be responsible for the delivery of individual patient needs. As noted by Hall (2016) and others, the phasing out and eventual closure of long-stay hospitals was down to considerable improvements in psychiatric recuperation which were brought about due to the multi-disciplinary approach between the various community welfare faculties. Now a habitual practice by professionals of involving the recommendations of the service user themselves led to their reputation and influence to rise. They were publicly seen as advocates for their patients and in ensuring their mental health needs were met,they ‘put mental health on the map’, after the subsequent 1992 Health of the Nation white paper was introduced. However, others concluded this was due to tackling the morbidly high suicide rates and it was felt to be a guise for attention (Morgan, 1993). And ‘despite the powerful research literature and the heavy artillery of guidance from the National Institute of Clinical Excellence’ (1999), psychosocial interventions had not penetrated into routine clinical practice (Rankin et al, 2019).
Mercifully, further legislation was published during the 20th century to ensure the inclusion of this group. The Individuals with Disability Act was passed by parliament in 1975 to ensure all children receive free education regardless of any disability. And in 1997 special education for individuals with disabilities became a national requirement. For the first time, this permitted children with disabilities access to the same level of education as other children allowing them to succeed in an education setting amongst their peers. Special Education Programs were also introduced and Skiba et al (2008) note these greatly improve quality of life and allow children to thrive in their education.
It must be noted, that while the gap between wealth and health converged in the 20th century, healthcare was still not equitably distributed (Taylor, 2009). Furthermore, most recorded cases of mental disorders in females involved unmarried women (Bhui et al, 2005), a clear bias on part of the CoP. Plainly, the Court was willing to intervene even when it had reason to believe that illness or incapacity was very slight yet there was an ulterior benefit.


5-Recommendations moving forward
New powers and limitations of the Court of Protection issued during the 20th century seek the safety and inclusion of those with mental health issues. With these, the CoP has been granted a firm burden and its responsibilities have been formalised in legislation. As the responsible authority they must ensure historic issues of contention and safety are expunged from the care process. Steps such as identifying and proactively acting on cases of fraud or exploitation and not interfering too closely into the private affairs of mentally ill patients are among a few that will lead to longstanding improvements in care service provision.  Increasing trust and cooperation with family members (Mottaghipour and Bickerton, 2005.) is also a crucial step as they are directly impacted by decisions taken and at times can be left without legal or financial advice. All activities must be performed and monitored according to what is deemed best through evidence-based practice as the Professional Capabilities Framework (n.d.) says that health workers should “make use of research to inform their practice”. 
It must work to ensure all aspects of the definition for mental disorders as put forward by 1983 Mental Health Act are catered for and that both the definition and its implied responsibilities are updated within the context of the society at large, placing a particular focus on the welfare of those deemed ‘incapable’ of deciding for themselves. Internally, the CoP needs to assert authority within it’s remit and lobby the government to issue necessary protective and inclusive legislation and provision for the mentally unable as has been historically done only without vast public pressure. The CoP must work alongside local care providers to strike the proper balance between granting control to organisations and the individual freedoms of the care receivers. Local care providers need suitable training and guidance on avoidance of issues such as staff burnout which can lead to neglect and abuse (Johnson et al, 2018). This is ultimately the duty the CoP have been burdened with and are in the unique and sole position to cater for the needs of those receiving mental healthcare. Thus, they must build upon the positive groundworks laid in the 20th century and continue to aid and advocate for the mentally unable. 
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