


Making Mental Health: A Critical History historicises mental health by examining 
the concept from the ‘madness’ of the late nineteenth century to the changing ideas 
about its contemporary concerns and status. It argues that a critical approach to the 
history of psychiatry and mental health shows them to constitute a dual clinical–
political project that gathered pace over the course of the twentieth century and 
continues to resonate in the present. Drawing on scholarship across several areas 
of historical inquiry as well as historical and contemporary clinical literature, the 
book uses a thematic approach to highlight decisive moments that demonstrate the 
stakes of this engagement in Anglo-American contexts.

By tracing the (unfinished) history of institutions, the search for cures for psychiatric 
distress, the growing interest of the nation state in mental health, the history of 
attempts to globalise psychiatry, the controversies over the politics of diagnostic 
categories that erupted in the 1960s and 1970s, and the history of theorising about 
the relationship between the psyche and the market, the book offers a comprehensive 
account of the evolution of mental health into a commonplace concern.

Addressing key questions in the fields of history, medical humanities, and the 
social sciences, as well as in the psychiatry disciplines themselves, the book is 
an essential contribution to an ongoing conversation about mental distress and its 
meanings.

Elizabeth Roberts-Pedersen is a Senior Lecturer in History at the University 
of Newcastle, Australia. Her research examines the history of psychiatry and 
medicine as well as the history of warfare. Between 2016 and 2021 she was an 
Australian Research Council DECRA Fellow in the university’s Centre for the 
Study of Violence.
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Critical approaches to health

Health is a major issue for people all around the world and is fundamental to indi-
vidual wellbeing, personal achievements, and satisfaction, as well as to families, 
communities, and societies. It is also embedded in social notions of participation 
and citizenship. Much has been written about health, from a variety of perspec-
tives and disciplines, but a lot of this writing takes a biomedical and positivist 
approach to health matters, neglecting the historical, social, and cultural contexts 
and environments within which health is experienced, understood, and practiced. 
We developed this series of books to offer critical, social science perspectives on 
important, relevant, and timely health topics.

The Critical Approaches to Health series provides new writing on health by 
presenting books offering critical, interdisciplinary, and theoretical writing about 
health, where matters of health are framed quite broadly. The series seeks to in-
clude books that range across important health matters, including general health-
related issues (such as gender and media), major social issues for health (such 
as medicalisation, obesity, and palliative care), particular health concerns (such as 
pain, doctor–patient interaction, health services, and health technologies), par-
ticular health problems (such as diabetes, autoimmune disease, and medically un-
explained illness), or health for specific groups of people (such as the health of 
migrants, the homeless, and the aged), or combinations of these.

The series seeks above all to promote critical thought about health matters. By 
critical, we mean going beyond the critique of the topic and work in the field, to 
more general considerations of power and benefit, and in particular, to address-
ing concerns about whose understandings and interests are upheld and whose are 
marginalised by the approaches, findings, and practices in these various domains 
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of health. Such critical agendas involve reflections on what constitutes knowledge, 
how it is created, and how it is used. Accordingly, critical approaches consider 
epistemological and theoretical positioning, as well as issues of methodology and 
practice, and seek to examine how health is enmeshed within broader social rela-
tions and structures. Books within this series take up this challenge and seek to 
provide new insights and understandings by applying a critical agenda to their 
topics. Explore the previous sixteen books in the series at www.routledge.com/
Critical-Approaches-to-Health/book-series/CRITHEA.

In this book, Making Mental Health: A Critical History, Elizabeth Roberts-
Pedersen takes a critical historical look at mental health, offering us a new and 
distinctive approach to the topic. In a wide-ranging coverage, she explores how 
mental health has been shaped historically over the past 150 years by the discipline 
of psychiatry and the inter-related histories of psychology, psychoanalysis, and 
related ‘psy’ disciplines in Western societies. She considers the various entangle-
ments of psychiatry with adjacent disciplines that are involved in the biomedi-
calisation, professionalisation, and ‘scientification’ of psychiatry, and how together 
these have contributed to previous understandings of mental health disorders and 
their treatments. She also provides scholarly insights into how contemporary un-
derstandings of mental health are shaped by the histories of neurology and the 
neurosciences, as well as historical and current clinical literature.

The book is cleverly organised around a set of ‘themes,’ focussing on signifi-
cant historical moments that are discussed in depth to reveal how mental health 
is ‘produced’ and shaped by various historical-social-political pressures. Through 
this organisation, Roberts-Pedersen outlines the move from mental hygiene to 
mental health, the changing role played by asylums, the changing nature of patient 
agency over time, the problematics of subjective diagnoses, the influence of the 
psy-complex, the reframing of the brain as biocultural, and the broader issues of 
race, culture, gender, as well as capitalism and the state.

The essential premise of this book is to argue for a critical approach to the his-
tory of psychiatry and mental health that positions these as dual endeavours, that 
is, as both clinical undertakings and as projects that have distinct political effects. 
Consequently, the book does not attempt to offer a definitive history of psychiatry 
and mental health, but rather to contribute a wider critical history that highlights 
important and decisive historical moments. These moments are thoughtfully cho-
sen to reveal the stakes involved in the clinical–political intersections between psy-
chiatry and mental health in Anglo-American contexts and to open discussion on 
the political entanglements and influences between them. Its penetrating and criti-
cal historical analysis of the socio-political forces that have shaped contemporary 
understandings and practices both in and on mental health makes the scope of this 
book wide-ranging, and its content challenging and provocative. The accessible 
writing style makes it an engaging, compelling read. It is a great addition to the 
Critical Approaches to Health series, deserving of wide readership.

Kerry Chamberlain and Antonia Lyons
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INTRODUCTION

In the late 1980s, a historian searching for documents related to the history of 
the Bethlem Hospital (also known as London’s infamous ‘Bedlam’ asylum) was 
alerted to the existence of a ‘nondescript’ leather notebook, preserved for centu-
ries in a family collection, its covers secured with a brass clip, and small enough 
to slip into a pocket.1 This was the 1766 casebook of Dr John Monro, born in 
1715 and, like his father James before him and his son Thomas after him, the of-
ficial physician of Bethlem from 1752 until his death in 1791.2 In discharge of 
his official duties Monro visited the hospital several times a week, including on 
Saturdays, when he reviewed the new admissions. Yet as his surviving casebook 
demonstrates, he also had a lucrative private practice attending to mostly moneyed 
patients in their own homes or in the various private madhouses dotted through-
out London—family-run establishments with which Monro often had ongoing 
commercial relationships.3 As the historians Jonathan Andrews and Andrew Scull 
emphasise in a meticulous commentary accompanying the published edition, this 
document is unique. Whereas other eighteenth-century casebooks record the vicis-
situdes of general practice and thus illuminate mental troubles only incidentally, 
the one hundred cases Monro recorded between January and November 1766 pro-
vide a singular view into eighteenth-century ‘mad doctoring’ and the various forms 
of mental distress experienced by the people of the metropolis.4

The behaviours, symptoms, and circumstances that brought patients into contact 
with Monro were diverse. As Andrews and Scull suggest, unless the 1766 case-
book is an aberration, historians’ habitual interest in the more spectacular mani-
festations of ‘madness’—the ‘extreme case of the violent maniac or the suicidal 
melancholic’—risks distorting our understanding of the management of mental dis-
order in the eighteenth century.5 The world of the casebook is more quotidian, with 
Monro’s patients a mix of the nervously afflicted and those suffering from more  
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2  Introduction

evident ‘madness,’ with the latter designation usually turning on patients’ unruly, 
‘outragious,’ or ‘extravagant’ behaviour. A Mr Mitchell, who lived ‘near the Turn-
pike at Westminster,’ was described by Monro as ‘exceeding mad’ on account of 
his ‘spitting, sulky, saying nothing tumbling & tossing about, grinning, & obstinate 
refusing to eat, & obliged to be tied down in his bed.’6 A Mr Hudson, who was 
confined to Mr Miles’ madhouse, was recorded by Monro as ‘extremely mad & 
raving at times,’ so that his ‘complaint has the appearance of frenzy.’7 The ‘raving’ 
Mrs Dibsdale had to be held down.8 Other patients, however, troubled by ‘low spir-
its,’ distressing thoughts, and poor sleep, appeared to suffer from something closer 
to George Cheyne’s ‘English malady,’ a contemporaneous catch-all for nervous 
disturbance.9 A Mrs Harris was ‘troubled with bad & blasphemous thoughts which 
kept her from sleeping & made her very uneasy & unhappy.’10 A Miss Compton 
in Argyle Street thought herself ‘more than ordinarily wicked,’ heard voices, and 
‘sleeps but little.’11 An unnamed servant maid who consulted Monro about her 
‘low melancholy’ believed ‘she had not been righteous enough,’ causing her to 
suffer from ‘wicked thoughts which hinder’d her from sleeping, & kept in hur-
ries & at some times put her quite into agonies.’12 An anonymous patient who saw 
Monro in January thought himself ‘low spirited’ due to excessive masturbation as 
a young man. As with patients deemed mad, the most serious cases of such ‘low 
melancholy’ could also result in confinement. Monro saw a Mrs Cookson at Mr 
Duffield’s madhouse, where she was ‘troubled with blasphemous thoughts’ and 
slept badly.13 Mr Hamilton, a ‘Scotch gentleman’ suffering from ‘an excessive de-
pression of spirits without reason’ who had made past attempts to harm himself, 
was confined in Mr Clarke’s establishment until he could be chaperoned home.14

Monro’s casebook is also valuable for the light it shines on therapeutics—or, more 
precisely, their absence. Like his peers, Monro was decidedly ‘non-interventionist’ 
and, in keeping with his gentlemanly status, literally ‘hands off.’15 The casebook’s 
single reference to the ‘blooding’ of a patient suggests that Bethlem’s standard 
program of purging, bleeding, and hot and cold bathing was less central to pri-
vate practice.16 Instead, Monro’s primary function was consultative: observing the 
patient, occasionally making recommendations regarding confinement, and then 
simply waiting to see what transpired.17 He also offered practical advice. In the first 
months of 1766, for example, the doctor had several encounters with a clerk whom 
he judged ‘the most particular case of Lunacy, in the true sense of the word, I ever 
remember.’18 This man complained that ‘he is generally afflicted either at the new 
moon or the full with a kind of stupidity & dejection of spirits which makes [him] 
quite unfit for business,’ with the onset signalled by ‘an uneasiness or pain in his 
head,’ especially when asleep with his head ‘declined.’19 In April, as the full moon 
approached, Monro offered the pragmatic advice to ‘sleep in an easy chair & in an 
erect posture.’ The clerk ‘did so for two nights & had no return.’20

I begin this study of the history of mental health with Monro’s casebook because 
as other commentators have remarked, despite the gulf of centuries it displays evoc-
ative similarities with the more recent history of psychiatry, that modern heir of  
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mad-doctoring, and the notion of mental health it underwrites.21 In the casebook, 
both ‘mad’ patients and patients with ‘low melancholy,’ obsessive thoughts, in-
somnia, and anxious ‘hurries’ inhabit a diagnostic borderland in which sanity and 
insanity overlap, in which periods of illness shade into periods of health and back 
again, where labels do not neatly contain the varieties of patients’ distress nor reli-
ably portend their outcome, where practitioners like Monro toiled in the absence 
of reliable therapeutics, and where confinement loomed as a final recourse. In this 
book, I argue that these same conceptual uncertainties have troubled psychiatry 
since its inception in the mid-nineteenth century, and that they continue to compli-
cate the broader field of mental health that emerged from this discipline. In addi-
tion, I suggest that the history of psychiatry and mental health reveals them to be 
intertwined in a dual clinical–political project that gathered pace over the course of 
the twentieth century as the swiftly professionalising field of psychiatry became 
useful to modern states’ projects of public health and broader governance. Draw-
ing on scholarship across several areas of historical inquiry—primarily the his-
tory of psychiatry, but also the related histories of psychology, psychoanalysis and 
related ‘psy’ disciplines, and the history of neurology and the neurosciences—as 
well as historical and contemporary clinical literature, I use a thematic approach 
to highlight decisive moments that demonstrate the stakes of this clinical–political 
intersection in Anglo-American contexts, including in the colonial world and the 
Australian setting from which I write. While not intended to be a definitive history 
of psychiatry and mental health, the book contributes to a wider critical history of 
these endeavours by emphasising their political entanglements and effects.

While I locate the beginnings of a political concern with psychiatry and mental 
health in the mid-nineteenth century with the professionalisation and concomitant 
‘scientification’ of psychiatry, the latter concept was not commonplace until after 
the Second World War. Prior to this conflict, it was used somewhat sparingly but 
also interchangeably with the term ‘mental hygiene,’ the slogan of a movement 
with eugenicist tendencies that garnered significant attention from clinicians, poli-
cymakers, and the public during the period between the world wars. Prior to that 
sparse references to ‘mental health’ can be found in leading Anglophone medical 
journals at the turn of the century and suggest that the term was understood to refer 
to mental or nervous trouble. In January 1902, for example, the British Journal 
of Mental Science published ‘The National Mental Health and the War,’ a com-
mentary on the apparently diminishing rates of insanity admissions to asylums de-
spite the ongoing South African War (circumstances commonly thought to increase 
mental agitation).22 Another early example is a July 1906 editorial in the Journal of 
the American Medical Association titled ‘Mental Health of School Children,’ warn-
ing family doctors to be alert for the signs of mental strain on school-age children, 
the result of the ‘modern overstrenuosity of education’ on the ‘developing brain.’23

References to mental health in the medical press increased after the First 
World War, an escalation reflecting the growing popularity of the mental hygiene 
movement in Anglo-American contexts, as well as the impact of that conflict on 
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psychiatry and theories of mental distress more generally. The mental hygiene 
movement was closely associated with the American activist Clifford Beers, a for-
mer asylum patient and author of the bestselling A Mind That Found Itself (1908), 
an account of his ill-treatment in several psychiatric hospitals.24 In a formulation 
characteristic of the many critics of the asylum, Beers argued that these institutions 
were as likely to make people sick as to cure them, a paradox in which ‘the treat-
ment often meted out to insane persons is the very treatment which would deprive 
some sane persons of their reason.’25 An articulate Yale alumnus, Beers was a reas-
suring representative of the formerly insane, someone who embodied the possibil-
ity of recovery. His influential supporters included the psychologist William James 
and, crucially, the Swiss-American psychiatrist Adolf Meyer, the soon-to-be head 
of the new Phipps Psychiatric Clinic at the Johns Hopkins Hospital in Baltimore, 
an institution focused on preventing mental illness rather than simply treating it.26

In 1909, Meyer and Beers co-founded the National Committee for Mental Hy-
giene, an organisation with an encompassing mandate that soon diverged from the 
welfare of institutionalised patients towards the identification and prevention of 
mental disorders in the community at large. In this regard, Meyer’s ‘psychobiologi-
cal’ approach to psychiatric illness—attentive to all factors that might cause indi-
vidual cases of mental disorder, open to various forms of intervention, but agnostic 
as to ultimate causes—was critical to this widened scope. While Meyer’s formula-
tions were notoriously opaque, his governing conceit was simple: mental health 
was a state of ‘equilibrium,’ whereas mental illness was a form of ‘dissolution’ or 
maladjustment. And, because the genesis of mental illness was multifactorial—not 
just hereditarian but also environmental and circumstantial—it was possible not just 
to treat mental disorders but to intervene to prevent them.27 A resulting ethos of 
early intervention fostered the establishment of mental hygiene clinics in major 
cities during the interwar period, a development aided by the expansion of the psy-
chiatric workforce to include other professions, such as psychiatric social workers, 
occupational therapists, and clinical psychologists.28 Mental hygiene also implied 
the need to scrutinise the emotional stability and intelligence of children and in the 
interwar period, the growing number of references to ‘mental health’ in the medi-
cal press often related to childhood. The book review section of the Journal of the 
American Medical Association, for example, often featured primers on children’s 
mental health.29 In interwar British publications, the term was also associated with 
child development as well as the mental status of the population at large.30 It was 
also reflected in administrative reform. The Board of Control, the body governing 
the treatment of the mentally ill in Britain, adopted the term during the 1920s.31 
The renaming of the British journal Mental Welfare as Mental Health in 1940, in 
anticipation of the final recommendations of the Feversham Committee regarding 
greater coordination of services for mental disorders and mental deficiency, was 
emblematic.32 The final issue of Mental Welfare reproduced a speech by Sir Lau-
rence Brock, chair of the Board of Control, in which he presented mental health 
as a broad area of official concern, suggesting that there was no hard line between 
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sanity and insanity, and that mental health services required greater centralisation 
and a larger focus on prevention.33

During the Second World War, the term ‘mental health’ became more routine, 
and by the end of the conflict, it was the preferred term over ‘mental hygiene,’ not 
least because the latter, with its eugenicist links, had uncomfortable parallels with 
Nazi racial medicine. It also reflected the newly expanded interest by states in 
population health and its political implications. Immediately following the war, the 
term was given official imprimatur in Britain by bodies like the National Associa-
tion for Mental Health (NAMH), founded in 1946, and, in the United States, by the 
National Mental Health Act (1946) and the National Institute of Mental Health, 
founded in 1949. It was also a key part of the agenda of the newly established 
World Health Organization (WHO), as I discuss in Chapter 4. Hence, by the end of 
the 1940s, mental health had supplanted mental hygiene, though there was ongoing 
disagreement over its meaning, scope, and policy implications.34 The opening lines 
of an influential account published in 1958, for example, declared that ‘[t]here is 
hardly a term in current psychological thought as vague, elusive, and ambiguous as 
the term “mental health”.’ Later in the book, the author opined that mental health 
risked ‘becoming a popular movement that lives by slogans and presents ten easy 
rules for being mentally healthy ever after.’35

In addition to the diffusion of the term ‘mental health,’ three strands in the his-
tory of psychiatry and its associated historiography help contextualise the politi-
cal implications of clinical developments. The first relates to the asylum. As will 
become evident in Chapter 1, historians of psychiatry have focused much of their 
attention on institutional psychiatry—that is, on psychiatry as practised in asylums, 
madhouses, and other custodial institutions. This is logical given one of psychia-
try’s signal characteristics is its power to detain patients based on what the clini-
cian believes are aberrant beliefs and behaviours.36 The lives of institutionalised 
patients, the practices of institutions themselves, and the professional lives of the 
doctors who administered these institutions remain important for comprehending 
the application of psychiatric theory and practice to chronically ill patients. But as 
Monro’s casebook suggests, we miss something fundamental if we focus solely 
on the asylum and the confinement of the ‘mad.’ Especially during the twentieth 
century, psychiatry changed very profoundly from a set of theories and practices 
closely identified with institutions and the institutionalised ‘insane’ to a medical 
science in which various kinds of practitioners—psychiatrists, psychologists, so-
cial workers, and general practitioners—now participate. This protean, ‘liquid’ 
character of psychiatry helped facilitate the expansive and diffuse character of con-
temporary ‘mental health,’ as well as reorient the relationship between clinicians 
and patients.37

The second development concerns the status of the patient directly. In 1985, the 
distinguished historian of medicine and psychiatry Roy Porter published a seminal 
article in which he took issue with the ‘physician-centred’ approach of much medi-
cal history.38 For Porter, the focus on doctors risked underestimating the impact of 
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patient agency in shaping the medical cultures of the past. He thus encouraged his 
fellow historians to find ‘the patient’s view’ by reconstructing what were, after all, 
‘two-way encounters between doctors and patients.’ In addition to shifting focus 
away from physicians, such a ‘people’s history of health’ would also counter what 
Porter regarded as the generalising tendencies of the Foucauldian ‘medicalisation’ 
thesis, in which patients (who Porter refers to as ‘sufferers’) were always and for-
ever oppressed by physicians and the broader medical establishment. Rather, for 
Porter, the history of medicine suggested that ‘initiatives have often come from, 
and power has frequently rested with the sufferer, or with lay people in general, 
rather than with the individual physician or the medical profession at large.’ Using 
the diarist Samuel Pepys as an example, Porter argued that in the early modern pe-
riod, patients had substantial agency within the complex medical marketplace that 
comprised both folklore and more conventional medicine. Yet Porter’s implication 
was that this agency might extend beyond the early modern period to patients more 
broadly.

While Porter’s thesis risked overgeneralisation (as several historians have 
pointed out, Pepys’ detailed diaries are hardly representative of the kinds of sources 
historians have readily to hand), his broader point that the history of medicine 
is incomplete without a corresponding, if not complementary, history of the pa-
tient, is an important one.39 It is particularly pertinent for the history of psychiatry, 
where so much rests on the texture of patient–clinicians interactions but, equally, 
so much evidence is produced by practitioners about patients, and where grasping 
the dynamics of encounters that occurred in a wide variety of institutional and pri-
vate contexts is central to understanding the history of diagnostic and therapeutic 
practices, as well as the lifeworlds of patients. Yet obtaining this history is diffi-
cult. Patient autobiographies and oral history interviews necessarily privilege the 
literate or the otherwise articulate, and documents stemming from clinicians and 
other medical authorities inevitably filter the patient through the medical gaze.40 
Reading the case notes of clinicians like Monro and other kinds of medical records 
‘against the grain’ is one technique here, and scholars continue to find and trial new 
sources and methods to reveal the experience of patients.41 Still, patients are all too 
often elusive figures, always in danger of slipping from view. In this book, too, 
while I have tried to illuminate the general effects of changes in psychiatric theory 
and practice on patients, I am conscious that this risks rendering them the narrow 
objects of psychiatry, rather than actors in their own right. The mad activist move-
ment, discussed in Chapter 5, arose in part to contest such portrayals.

Finally, as will also become clear in the chapters that follow, psychiatry and 
mental health are marked by what philosophers in this area describe as a pervasive 
problem of ‘kinds.’ At the risk of drastically oversimplifying a complex issue, this 
turns on whether psychiatric disorders are ‘natural’ kinds—that is, things that ex-
ist in the world independently of our description of them—or whether they are 
‘artificial’ or ‘conventional’ or ‘socially-constructed’ kinds—categories that are 
formed not in spite of but due to our description of them. The implications of 
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this question undergird the history of psychiatry as a whole, and are evidenced 
by shifting theories of causation and therapies, as well as the ambitious nosologi-
cal projects of the nineteenth-century German psychiatrist Emil Kraepelin and the 
authors of the American Psychiatric Association’s Diagnostic and Statistical Man-
ual (DSM), among others.42 Moreover, the pendulum swings between ‘biological’ 
worldviews on one hand and ‘psychogenic’ schemas on the other, so characteristic 
of twentieth-century psychiatry, produced an unsatisfactory binary that solidified 
as psychiatry became more rigorously medicalised, and that remains unresolved 
despite hopes that psychopharmaceuticals and then neuroimaging would furnish 
definitive evidence of psychiatric illnesses’ biological substrate and associated 
causal mechanisms. Yet because knowledge about the causal mechanisms that un-
derlie psychiatric disorders is imperfect; because there is no single procedure that 
will verify the existence of a mental disorder independent of a clinician’s subjec-
tive judgement; and because patients’ responses to treatments can vary so widely, 
it is still not possible to say that all psychiatric disorders are natural kinds, though 
some theorists argue that a strong case can be made for serious conditions like 
schizophrenia.43 Instead, as the history of the DSM demonstrates, diagnoses remain 
essentially descriptive, and can therefore be organised and classified in various 
ways, independent of their (mostly inscrutable) animating mechanisms. For that 
reason, it is all the more important to chart the history of these developments, as 
they structure the key conceptions of psychiatry and mental health more broadly.

To do this, my approach is thematic but also broadly chronological. In Chapter 
1, ‘Walls,’ I explore the rise and fall of the asylum through the prism of constant re-
form efforts. The waning of these institutions in the decades after the Second World 
War signalled the reorientation of psychiatry away from the management of the 
institutionalised insane, who were incorporated into a larger group of mentally ill 
people destined to be managed in the community. I suggest that perpetual attempts 
at reforming these institutions reflect the fundamental and perhaps irrevocable di-
lemma of how to render a carceral situation therapeutic. While in one sense the 
process of deinstitutionalisation can be understood as the culminating renunciation 
of that aim, I also argue that in the present day, prisons and aged care facilities 
reproduce the paradoxes and tendencies of the asylums of old.

The development of antipsychotic medications in the 1950s was an important 
though not uncomplicated factor in the end of the asylum. In Chapter 2, ‘Cures,’ I 
discuss the rise of these ‘biological’ treatments for mental illness and the broader 
consequences for psychiatry in the second half of the twentieth century, empha-
sising the shift from the somatic treatments developed in interwar European asy-
lums to the rise of psychopharmaceuticals in the post-war decades. The parallel 
reorientation from outright cures to maintenance and management helped collapse 
the distinction between madness and other forms of mental disorder into a single 
category of ‘mental illness’ that was increasingly glossed as the equivalent of a 
biological disease state. The resulting biomedicalisation of psychiatry and adjacent 
disciplines challenged the credibility of psychoanalysis as a scientific endeavour, 
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prompting a seismic change in official diagnostic categories while also elevating 
modified, standardised psychotherapies like cognitive behavioural therapy (CBT) 
as alternatives to classical psychoanalysis. These changes also centred the brain, 
rather than the mind, as the seat of mental distress and indeed, beginning in the 
1990s, advances in neuroimaging seemed to promise greater insight into the mys-
teries of this organ. Yet as I discuss in the final section of the chapter, the most re-
cent developments in neuroscience indicate that the brain might best be understood 
as a ‘biocultural’ entity, a conceit that also offers more nuance to strictly biomedi-
cal frameworks.

Chapters 3 and 4 move away from strictly clinical spaces to consider the direct 
links between psychiatry, mental health, the nation state, and international govern-
ance. Chapter 3, ‘States,’ outlines nations’ growing interests in mental hygiene and 
mental health from the interwar period onwards, as part of a broader interest in 
population health and its political implications. It places particular importance on 
the role of the world wars in making psychiatry useful to militaries and govern-
ments, and on the Vietnam War as the catalyst for the advent of the post-traumatic 
stress disorder (PTSD) diagnosis. I also use the controversies over the ethics of 
military psychiatry in the Vietnam War to discuss the position of psychiatry in 
repressive states across the twentieth century. Chapter 4, ‘Universals,’ continues 
the focus on the nation state through the history of attempts to globalise psychiatry 
and mental health, culminating in the contemporary ‘movement for global mental 
health’ (MGMH). To do this, I track the various iterations of psychiatry in colonial 
settings, in particular the racialised ethnopsychiatry pursued by Western clinicians 
in French North Africa and British East Africa, and the pervasive tension between 
the universal and the particular in structuring such frameworks. I then consider 
the place of psychiatry and ideas about mental health in post-war international 
health bodies such as the World Health Organization (WHO) and their relation-
ship to post-war articulations of ‘world citizenship.’ In the last section, I explore 
the relationship between psychiatry, mental health, and decolonisation, including 
the work of contemporary Indigenous clinicians to both reformulate Western ideas 
about mental wellbeing and to conceptualise the legacies of colonisation in North 
America and Australasia. As such, both chapters demonstrate how psychiatry and 
mental health can be mobilised for political ends.

The final two chapters are less concerned with such direct political uses and 
more with the effects of political developments on the practice of psychiatry and 
understandings of mental health. Chapter 5, ‘Discontents,’ surveys controversies 
within the American Psychiatric Association (APA) in the 1960s and 1970s over 
sexuality, gender, and race, as well as the origins of mad activism and the psychi-
atric survivor movement in this period. I argue that in trying to undo the influence 
of psychoanalysis on the DSM by insisting on the salience of sociopolitical factors, 
the activism of this period in fact bolstered the standing of ostensibly apolitical bio-
medical psychiatry. The final chapter, ‘Markets,’ is concerned with the relationship 
between psychiatry, mental health, and capitalism—specifically, the way critical 
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interpretations of capitalism have used psychiatric concepts to both critique the 
effects of the marketplace on the practice of psychiatry and conceptualise capital-
ism as advancing a species of totalising ‘psychopolitics.’ Here, I discuss recent 
renewed interest in the notion of ‘burn out,’ as well as the prospectively digitised, 
automated, algorithmic but also marketised future of mental health care.

Several caveats are necessary. While the imprecision of psychiatric diagnoses 
has been a source of frustration for clinicians for centuries, terms like ‘mad’ and 
‘insane’ have particularly troubling histories and connotations—stigmatising la-
bels that have been variously critiqued, contested, discarded, and reclaimed by the 
activists discussed in Chapter 5. While I take these objections seriously and have 
put these terms in quotation marks where I deem it important to signal their con-
tingency, I have not removed them altogether on the grounds that this would erase 
terminology some contemporary activists now embrace. Another problem of no-
menclature relates to disciplinary boundaries, which blur around the so-called ‘psy’ 
disciplines (psychiatry, psychoanalysis, and psychology) and the various ‘neuro’ 
specialisms. While I have cleaved to these delineations when necessary—for ex-
ample, when a clinician is explicitly identified as a psychiatrist, a psychologist, or a 
neurologist—in general I have used ‘psychiatry’ and ‘psychiatric knowledge’ to re-
fer to a generalised state of expertise about mental disorders. The final matter is the 
book’s Anglocentrism, a narrowness that reflects the centrality of Anglo-American 
states to the story of psychiatry and mental health I seek to tell. While my discus-
sion of colonial and anti-colonial psychiatry in Chapter 4 also reflects the global 
influence of these nations, the chapter nevertheless points the reader to important 
scholarship broadening this worldview.

What can be gleaned about mental health and psychiatry in the present from 
scrutinising its history? While I consider this question again in the Conclusion, 
for now I would point to both the pervasiveness but also the ambiguity of mental 
health in contemporary discourse, a ubiquity that renders it a concept implicating 
nearly everyone. Recent publications of the WHO, for example, describe mental 
health as existing on a ‘complex continuum,’ one that is ‘experienced differently 
from one person to the next, with varying degrees of difficulty and distress and po-
tentially very different social and clinical outcomes,’ and as something more than 
the mere absence of mental illness, which affects one in eight people. In the WHO’s 
Comprehensive Mental Health Action Plan, it is a ‘state of wellbeing in which the 
individual realises his or her own abilities, can cope with the normal stresses of life, 
can work productively and fruitfully, and is able to make a contribution to his or her 
community.’ In another report, it is simply described as a ‘right.’44

Such imprecision presents a problem. In an essay published in the New York 
Times in September 2022, psychologist Huw Green recalled receiving a referral 
letter outlining the medical history of a patient with severe depression. According 
to the referring physician, this patient had ‘a history of mental health’—not mental 
illness, Green emphasised, or mental health problems, but mental health itself. That 
the term is now used to denote ‘both wellness and distress,’ Green argued, indicates 
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that it is a euphemism, which is ‘what we use when we want to obscure something.’ 
For Green, while the term presents as destigmatising terminology, it also functions 
to disguise those things about mental illness that make us most uncomfortable, 
including the reality of serious, chronic conditions like schizophrenia.45 Green’s 
essay thus articulates a dismaying possibility: that all our mental health talk—the 
awareness campaigns, the anti-stigma actions, the manifold wellbeing initiatives in 
schools and workplaces—has diverted our attention and resources from those who 
are the most unwell and least able to consistently advocate for themselves.46

Green’s essay also echoed another, oft-voiced concern: that ‘mental health’ not 
only obscures the difficult reality of some of the mental illnesses it purports to 
enfold, but that it recategorises an ever-widening array of emotions and behav-
iours, such as grief or shyness, as biomedical objects—a development abetted by 
what a former chair of the DSM taskforce dubbed ‘diagnostic exuberance.’47 In 
this way, we all have a history of mental health. Of course, the charge that decadent 
modern societies, allergic to discomfort, have ‘medicalised’ ordinary emotions is 
not a new one.48 Yet the COVID-19 pandemic and its still unfurling mental health 
effects have re-energised and reformulated this claim into a third distinct grounds 
of critique: that the expansion of the mental health category serves to medicalise 
and thereby individualise the very real distress caused by extraneous factors such 
as pandemics, racial violence, and other forms of social and political injustice.49 In 
this telling, the seemingly inexorable rise in the number of people diagnosed with 
mental illnesses is not a sign of overzealous diagnosis or generational softening, 
but evidence that systemic dysfunctions can produce mental distress that compels 
political responses. Writing in the same New York Times essay series as Green, 
the anthropologist and historian Danielle Carr suggested that insofar as chronic 
stress appears to increase individuals’ susceptibility to mental illness, addressing 
these rising rates in the United States requires not just increasing the availability of 
mental health care, but providing better access to ‘housing, food security, educa-
tion, child care, job security, the right to organise for more humane workplaces and 
substantive action on the imminent climate apocalypse.’50 A critical history impels 
similar scrutiny to past intersections of mental health, psychiatry, and politics. In 
1766, John Monro’s first case for the year was a patient called Flora, an enslaved 
woman from the Caribbean, sent to Mr Miles’ madhouse-feverish, but perhaps also 
‘frighten’d by the ill usage of some servants in the house where she had been.’51 A 
critical history of mental health and psychiatry regards her enslavement and dis-
placement as inseparable from the mental distress Monro was summoned to treat. 
This book proceeds on that conviction.
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Several decades after their controversial abolition asylums are still objects of dread. 
At the site of the former Beechworth Asylum in rural Victoria, Australia, tour op-
erators guide their customers through abandoned buildings in search of paranormal 
activity, such as the ghosts of former inmates that would furnish evidence of a bru-
tal past.1 Tours like this suggest the resilience of asylums in our collective imagina-
tion, their high walls concealing a cast of raving inmates and sadistic doctors. But 
asylums also loom large in the history of psychiatry and broader histories of mental 
health, a persisting interest that has generated a vast scholarly literature, as well as 
significant controversy over the initial purpose of these institutions—particularly 
evident in the ongoing contention over the adequacy of Michel Foucault’s influ-
ential theory of a grand renfermement (‘great confinement’) of the insane in early 
modern France.2 Similarly, the broadly accepted chronology of the asylum—a 
surge of private madhouses in the eighteenth century; the proliferation of large 
public asylums from the middle of the nineteenth century; endemic overcrowding 
and ‘herd care’ in the first half of the twentieth century; and, in the second half 
of the twentieth century, the final demise of the asylum under the banner of dein-
stitutionalisation and the unfulfilled promise of ‘community care’—also conceals 
disagreements and uncertainties. Decades of careful scholarship suggest that any 
totalising account of the asylum risks flattening and obscuring an expansive and 
varied history, particularly when we look beyond Anglo-European contexts. Cus-
todial responses to madness were habitual, widespread, and manifold. The asylum 
builders of more recent centuries have their counterparts in the ancient world, in 
the Near and Far East, in the early Byzantine Empire, in the Islamic Mediterranean, 
and in Christian Europe.3 And because moral, religious, and medical convictions 
so frequently mingled with political and economic considerations, the institutions 
they built could be many things: places of refuge or imprisonment; sites of care or 
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cruelty; instruments of empire or postcolonial nation-building; venues of therapy 
or neglect; the graveyard of professional ambition or its garden. Even the buildings 
themselves could take many forms, so that the walls of the asylum were as often 
symbolic as they were real.4 While ostensibly places of seclusion, asylums were 
part of the societies around them: entangled with political authority and the law, 
with the social life of families and communities, with notions of work and leisure, 
with hierarchies of race, class, and gender, and, more elusively, with the life-worlds 
of ‘the mad’ themselves.5 Asylums might also be research venues and laborato-
ries, sites central to the interpretation and medicalisation of madness and the 
concomitant professionalisation of psychiatry and allied disciplines, a process that 
escalated across the nineteenth century and that drew inspiration from pioneering 
German examples.6 In this way, asylums foreground and prefigure the formation of 
the categories of mental illness and mental health, as well as mark a border between 
those two states.

Rather than rehearse the standard chronology, in this chapter I characterise the 
history of the asylum as the history of attempts to remake these institutions. In this 
oscillating but also escalating story of crisis and reform, repeated attempts to recon-
cile the custodial and the therapeutic were undermined by intertwined problems of 
scale (rising patient numbers and chronic underfunding) and problems of will (the 
habitual disdain and nihilism surrounding madness)—a self-perpetuating dynamic, 
accelerated by the rise of psychopharmaceuticals as discussed in Chapter 2, that 
culminated in widespread institutional closures from the 1970s onwards. In what 
follows, I trace three themes that underlie this trajectory: the centuries-long pursuit 
of an ever-elusive ‘therapeutic community’ that would transform institutions from 
within; the mid-twentieth century rise of sociologically inspired ‘insider-outsider’ 
critiques that challenged not only the clinical rationale for institutions but also their 
moral basis; and, finally, deinstitutionalisation and its aftermaths as a particularly 
ambivalent form of unfinished history. In terms of understanding the contemporary 
position of psychiatry and the rise of ‘mental health’ as an encompassing if con-
tested concept, locating the asylum as a site of perpetual but unrealisable reform 
underscores the difficulties of applying a single template of care to those experi-
encing mental distress.

In search of therapeutic communities

Its longer history notwithstanding, from the second half of the eighteenth-century 
asylums were the subject of increasing government oversight. The character of 
British legislation from the mid-eighteenth century to the mid-nineteenth century 
is instructive here, indicating growing concern with malfeasance in private institu-
tions (the 1774 Act for Regulating Private Madhouses), the provision of publicly-
funded care for the indigent (the County Asylums Act in 1808), and aspirations to 
humane treatment (the 1845 Lunacy Act, which established the Lunacy Commis-
sion).7 Other reform efforts were more directly therapeutic. The prime example is 
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‘moral treatment,’ a philosophy that predated the era of legal reform but anticipated 
elements of its spirit. In Anglophone historiography moral treatment is most usu-
ally associated with William Tuke, the Quaker superintendent of the Retreat in 
York, a small but celebrated establishment set in bucolic surrounds, founded in 
1792. Rather than physical punishments and restraints such as chaining and flog-
ging, the Retreat promised ‘kindness’ and a program of steady habits as the path 
back to self-control and sanity.8 From York, the tenets of moral treatment spread 
to other institutions in Britain, and to Quaker establishments in the United States. 
The superintendent of one such institution near Philadelphia wrote that the ‘settled 
principle of action’ at his asylum was ‘full conviction of the propriety of mild, 
but regular treatment, of attention to the dispositions and wants of the patients, 
of providing suitable employment and recreations, and, above all, of cherishing 
every ray of returning reason.’9 Just how free patients were to resist such overtures 
is uncertain—hence Foucault’s scepticism regarding moral treatment, which, in a 
characteristically uncompromising formulation, he argued had ‘substituted for the 
free terror of madness the stifling anguish of responsibility.’10

There were Continental varieties of moral treatment as well. An early example 
comes from Florence, where Vincenzo Chiarugi pursued humanitarian reforms, 
albeit with ‘organicist’ rather than strictly ‘moral’ convictions.11 Better known are 
the developments in revolutionary Paris, where the physician Philippe Pinel abol-
ished chaining at the Bicêtre and the Salpêtrière (though whether he really marched 
into the Bicêtre to emancipate the patients himself, in an emphatic revolutionary 
gesture, is unclear).12 His protégé Jean-Étienne Esquirol would go on to promote 
similar reforms.13 As with the British influence in North America, this French influ-
ence also extended beyond continental Europe. The asylum movement in Brazil, 
for example, used the authority of French tradition and the now-mythic figure of 
Pinel to embark on a program of asylum building in the second half of the nine-
teenth century, as part of a drive for modernisation.14

In the context of legal reforms, the proliferation of humanitarian ideals and the 
state’s increased interest in population health, moral treatment offered a precedent 
for internal institutional change allied to therapeutic goals, but its practical effects 
were comparatively short-lived. By the second half of the nineteenth century, many 
Anglo-European asylums were once again crowded and poorly funded, as well as 
over-reliant on ‘progressive’ measures of control such as straightjackets. The par-
lous reputation of such institutions prompted increased official scrutiny in the late 
nineteenth and early twentieth centuries. In Britain, additional legislation (the 1890 
Lunacy Act, and the 1913 Mental Deficiency Act that created the Board of Control) 
plus an influx of military patients after the First World War added to this inter-
est.15 Then, in the interwar period, further administrative and legal changes began 
to prise open closed custodial models, even if the effects were not immediately 
obvious. Drawing on a handful of nineteenth-century precedents in general medi-
cine and the German university clinics established in the late nineteenth century, a 
small number of outpatient clinics were established in large British, American, and 
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European cities in the interwar period.16 The 1930 Mental Treatment Act in Britain 
(and, later, the 1946 National Mental Health Act in the United States), in keeping 
with the precepts of the mental hygiene movement, produced a new category of 
‘voluntary’ psychiatric patient in order to encourage people to seek psychiatric 
treatment early, before they were ‘involuntarily’ admitted for long periods with 
more serious illnesses—although in the short term the voluntary patient legislation 
actually increased the asylum population.17 This impetus for the internal reform of 
institutions increased after the Second World War, fostered in part by governments’ 
high tolerance for social spending. In Britain, mental hospitals were absorbed into 
the National Health Service (NHS) in 1948, but the costs of administering these 
institutions would soon be turned into an argument for their closure.18

While the moral treatment of the late eighteenth and early nineteenth centuries 
and the impetus for humanitarian reform that accompanied it can be understood 
as early attempts at creating therapeutic communities, in the twentieth century the 
therapeutic community as a theorised entity had its origins in the Second World 
War. The British Army was a major innovator, for reasons both pragmatic and 
high-minded. It was simply not possible, in a wartime context, to provide indi-
vidual psychotherapy to every man judged to need it. (Indeed, based on the First 
World War experience, clinicians were under substantial pressure not to send pa-
tients for psychotherapy, on the grounds that it might make them worse.) Group 
therapy in institutional settings (sometimes also called ‘milieu therapy’) repre-
sented a compromise—a way of reaching a larger number of patients for the same 
amount of effort (or even less effort, if the manner of group therapy emphasised 
group autonomy and self-management). As was the case with the famous North-
field experiments, as well as in Maxwell Jones’ work at Mill Hill, the entire insti-
tution was theorised as a ‘therapeutic community,’ a microcosm of society more 
broadly, in which patients were encouraged to take responsibility for the running 
of the institution. In the more radical version practised at Northfield, there was 
very little conventional oversight, which reflected the social democratic commit-
ments of psychoanalytically inclined analysts such as Wilfred Bion, S.H. Foulkes, 
and Tom Main. The military soon shut this down.19 In contrast, at Mill Hill and 
then Southern Hospital at Dartford, the approach was more didactic, with the 
daily timetable broken up by lectures, work rotations, and other programmed ac-
tivities.20 By contrast, post-war American clinicians working in the Veterans Ad-
ministration appear to have come to group therapy due to budgetary constraints. 
Overwhelmed with ‘NP’ (neuropsychiatric) patients, the use of groups was one 
way to treat more patients as the system scaled up to meet demand. In a sense, 
these were the forerunners of the veteran ‘rap’ groups that emerged during the 
Vietnam War and are discussed in Chapter 5. At the same time, as with the notion 
of therapeutic communities in general, we must be careful not to overstate their 
radicalism. Places like Northfield were innovative in many respects, but they also 
existed to serve the state (and the military) by returning the patient as a useful 
citizen. Nevertheless, they provided a precedent for further reform.
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Developments in other jurisdictions reinforce this point. In Australia, reform-
ist tendencies coalesced to produce a mix of hospital-specific and system-wide 
initiatives, most notably in the state of Victoria.21 When the British psychiatrist 
E. Cunningham Dax took over the chairmanship of the Victorian Mental Hygiene 
Authority in 1952, a position he would hold until 1986, many of the state’s mental 
hospitals were in dire condition, as detailed in the damning Kennedy Report of 
1950.22 Here is Cunningham Dax’s account of the conditions in one Victorian men-
tal hospital, set out in his 1961 publication Asylum to Community:

The wards were mostly very dirty. .  .  . Chamber pots were used nearly every-
where and frequently stored during the day in the same place as the food was pre-
pared. The smell was abominable, because straw mattresses were fairly generally 
used and only periodically refilled, the filthy straw being turned on to a heap. . . . 
The deplorable conditions were accentuated by an overcrowding in the nature of 
1,500 people, many of whom were sleeping on mattresses on the floor. . . . There 
were few facilities for occupation, and one was confronted by the distressing 
spectacle of hundreds of ill-dressed people walking up and down staring at the 
ground within concrete or bare earth airing courts surrounded by railings.23

Unsurprisingly, such institutions were desperately understaffed: in 1952, nearly 
half of the medical positions were vacant; there were 350 fewer nurses than the 
minimum requirement, and there were just eight social workers in the entire sys-
tem.24 It was difficult to imagine how patients could get well in such circumstances. 
Cunningham Dax’s response was thoroughgoing, starting with the improvement 
of the neglected buildings themselves and working through to patient clothing, 
accommodation, and daily activities. Recalibrating the institution in these ways al-
lowed patients to ‘be recognised as individuals again,’ which made ‘a tremendous 
difference to the patients’ attitude to life, and their self-respect.’25

But this work was not just about improving facilities and staffing. For Cun-
ningham Dax, part of reforming the asylum was breaking down both the stigma 
of mental illness and the sense that psychiatric hospitals and those who inhabited 
them were irredeemable. Instead, Cunningham Dax regarded psychiatric hospi-
tals as one part of a ‘complete service’ for people experiencing mental distress, a 
system that encompassed both early intervention and robust aftercare, as well as 
better public awareness of the mental disorders and their treatment—similar ideas 
to those set out in Gerald Caplan’s An Approach to Community Mental Health, 
also published in 1961.26 Under Dax’s leadership, the Victorian Mental Health De-
partment began organising a Mental Health Week, on the basis that ‘the stigma of 
mental illness largely comes from ignorance’ and that by ‘transmitting information 
to the public many of the fears can be removed and reassurance given.’27

Experiments occurred in other Australian states as well. One example from 
New South Wales is Fraser House, a therapeutic community established in the 
grounds of the North Ryde Psychiatric Hospital in the northern suburbs of Sydney 
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in 1959 and overseen by the psychiatrist Neville Yeomans, who had been inspired 
by the work of Maxwell Jones.28 Using ‘family/friendship group therapy as the ba-
sic weapon,’ Fraser House treated voluntary patients with alcohol and drug prob-
lems, as well as what were described as ‘behaviour disorders.’29 Some patients 
were full-time residents, others were day patients who went home at night, or who 
worked during the day and attended group therapy after hours.30 While Yeomans 
was undoubtedly a dominating presence, patients appear to have taken substantial 
responsibility for the running of the unit, giving the impression of a community 
that was democratic if extremely rule-bound. There was a finance committee, a 
social committee, a ‘follow-up’ committee (with a post-discharge remit), and a 
‘Relatives and Friends Committee.’ The following is the list of duties of the ward 
committee, the group with the greatest responsibility for the day-to-day running 
of the unit:

    (i)	 being responsible for the good order of the Unit
   (ii)	 the welfare of patients
  (iii)	 discipline of patients
  (iv)	 control of leave
   (v)	 maintenance of cleanliness
  (vi)	 cooperation with administration and staff in regard to treatment
 (vii)	 assistance and support to new patients
(viii)	 it will have power with the staff to undertake locker searches and other 

inspections
  (ix)	 one of the duties of the ward committee is to see that the patients keep their 

own clothing clean, and where a patient is unable to do his own washing or 
have it done, the ward committee has the obligations to see that it is done

   (x)	 in appropriate cases, the ward committee can, after consultation with the ad-
ministration and canteen committee, withhold patients’ monies as security 
for debt or as restitution for anything stolen

  (xi)	 As the patients’ representatives, the ward committee shall co-operate with 
the staff in any problem of treatment, discipline, or welfare.31

The ward committee also had significant disciplinary powers, including oversight 
of a patient’s leave entitlements (though staff had ultimate veto rights).32 Patients 
were to be out of bed by 7.30 am every day except Sunday. Beds were to be made to 
hospital standard, and wards were to be cleaned and tidied each morning. Personal 
appearance was also important:

Male patients will shave daily before 8.30am. All patients will be tidy by dress 
by that time and failure to carry out toilet and bed procedures will result in ad-
mission to the dining room being denied at breakfast. No person will be admit-
ted to the dining room unless he or she is properly attired and this includes the 
wearing of slippers or shoes.33
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Such regulations indicate that aspirations to order were not the sole province of the 
moral therapists, and that therapeutic communities were also disciplinary endeav-
ours that defended the institution.

Insiders and outsiders in the asylum

While the programs of internal reform discussed above sought to improve but also 
strengthen institutions, more direct scrutiny of hospital processes prompted search-
ing questions about the purpose of such institutions, including the way they influ-
enced the course of patients’ illnesses. This emerged as a key theme of post-war 
sociological inquiries into psychiatric care, raising questions about whether thera-
peutic communities within the walls of institutions were even possible. Indeed, 
sociologically informed research in hospitals during the 1950s and early 1960s 
drew conclusions not dissimilar to those later trumpeted by the radical psychiatrists 
and anti-psychiatrists: that the psychiatric hospital could be a damaging place, a 
site of rigid hierarchies and rules, somewhere that made people sicker. In one fa-
mous study of long-stay schizophrenic patients in three British hospitals under-
taken during this period, the psychiatrist J.K. Wing and the sociologist G.W. Brown 
concluded that ‘a substantial proportion, though by no means all, of the morbid-
ity shown by long-stay schizophrenic patients in mental hospitals is a product of 
their environment,’ a process they termed ‘institutionalism.’ Perhaps as worrying, 
however, was the potential for hospitalisation to worsen the condition of patients 
with less serious illnesses—what Wing and Brown described as ‘secondary impair-
ment.’ Access to purposeful activity seemed determinative: ‘inactivity appears to 
be one of the greatest dangers for the chronic schizophrenic patient and seems to 
be directly responsible for a certain proportion of clinical symptomatology such 
as flatness of affect, poverty of speech and social withdrawal.’ In this sense, they 
argued, ‘institutionalism in mental hospitals should be regarded as no different, in 
principle, from the condition that develops in other institutions, although it may be 
seen in its most severe form in long-stay schizophrenic patients.’34

Whereas Wing and Brown had used conventional observational methods to draw 
their conclusions, other studies of ward life from this period used embedded or 
concealed observers to uncover the inner workings of institutions and the everyday 
experiences of patients. While these studies indicated the influence of participant 
observer methodologies, they were also useful to hospital leadership. The soci-
ologist Ivan Belknap’s damning study of the poorly funded (and pseudonymous) 
‘Southern State Hospital,’ for example, was conducted to inform a newly estab-
lished central board and included data gathered by two graduate students working 
covertly as attendants.35 Similarly, research undertaken at the exclusive (and later 
controversial) Chestnut Lodge Sanitarium was welcomed by the hospital director 
as a means of improving clinical administration. In this more ‘open’ study, patients 
and staff both knew that there were researchers on the ward, and the researchers 
themselves—a staff psychiatrist and a sociologist—stressed the importance of this 
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collaborative approach: ‘in general the personnel wanted to know the same things 
the investigators wanted to know, and trusted the investigators with the task of put-
ting the facts together,’ they wrote.

If the investigators had in fact been “using” the personnel and patients as ex-
perimental objects or as instruments, a subtle but important reserve would have 
grown up inevitably; we suspect it would have concealed more than would 
have been learned from any freedom of action we would have gained.36

In other studies, however, concealment was paramount. A 1952 paper in the 
American Journal of Orthopsychiatry reported on a study in which a researcher 
was admitted to a psychiatric hospital with the knowledge of only two senior staff 
members. He lived on the ‘less disturbed’ ward for 2 months—though because he 
had day release privileges, he spent several hours at home every afternoon. His 
cover story: that he had been ‘compulsively trying to finish the writing of a schol-
arly book, but felt he was not getting ahead,’ that he had been drinking heavily 
and that his wife had left him. The same researcher also spent some time posing 
as a staff member (an assistant in the activities program). The resulting study em-
phasised the role of patients—notably those from upper middle-class households, 
fluent in the psychoanalytic orientation of the hospital—in maintaining the equi-
librium of the ward, enforcing an atmosphere which discouraged ‘engaging in too 
much immature acting-out behaviour,’ ‘regressing’ too egregiously or denying ‘the 
emotional basis of their illness.’37 Studies such as these could thus surface patient 
agency and influence in institutional settings, not just the role of hospital proce-
dures and staff.

This use of concealed researchers gives some context to the work of the sociolo-
gist Erving Goffman, who spent a year at St Elizabeth’s Hospital in Washington 
D.C. posing as an assistant to the physical education instructor before writing the 
enormously influential Asylums (1961), a book that shaped perceptions of these 
institutions for several decades afterwards.38 In four long essays, Goffman pro-
posed that asylums should be understood as ‘total institutions’ that prompted a 
patient’s ‘self-mortification,’ that a patient’s ‘moral career’ was characterised by 
betrayal and then adaptation, and that patients also participated in forms of resist-
ance (which he termed ‘secondary adjustments’) that constituted the ‘underlife’ of 
such institutions. The fourth essay, however, addressed institutional psychiatrists 
directly, making the provocative claim that they practised not medicine so much as 
a ‘tinkering trade’ on their patient-clients. As a result, incongruity ruled:

In many psychiatric settings, one can witness what seems to be the same central 
encounter between a patient and a psychiatrist: the psychiatrist begins the ex-
change by proffering the patient the civil regard that is owed a client, receives 
a response that cannot be integrated into a continuation of the conventional ser-
vice interaction, and then, even while attempting to sustain some of the outward 
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forms of server-client relations, must twist and squirm his way out of the pre-
dicament. All day long the psychiatric staff seems to be engaged in withdrawing 
from its own implicit overtures.39

For Goffman, then, it was not just that the asylum was objectionable as an institu-
tion but that psychiatrists themselves were incapable of initiating a genuine rapport 
with their patients. This heightened the moral case against such places.

In addition to the participant-observer tradition, Goffman’s ‘fieldwork as cri-
tique’ replicated other canonical accounts of the depredations of the asylum, 
including those of Dorothea Dix, the journalist Albert Deutsch, and the orderlies-
cum-whistle-blowers of the Civilian Public Service program who worked in 
American asylums during the Second World War.40 Ken Kesey’s One Flew Over 
the Cuckoo’s Nest (1962) drew on his experience as an attendant in a psychiatric 
ward.41 Foucault, who had trained in psychology as well as philosophy, worked in 
hospital settings in the 1950s before leaving, he said, ‘in great personal discomfort’ 
and resolving to write ‘a history of the practices’ he had witnessed.42 And for Goff-
man, there was another personal connection, albeit unarticulated: his first wife, 
Angelica, experienced mental illness for much of their marriage, was hospitalised 
several times, and eventually died by suicide in 1964.43 Personal experience thus 
likely informed these moral and theoretical positions, even if this was not openly 
communicated.

In the 1970s, the use of concealed observers took a more activist turn that re-
flected the influence of the anti-psychiatry movement. In one now-notorious epi-
sode, psychologist David Rosenhan claimed to have run an experiment in which 
eight people with no prior history of mental illness were admitted to psychiatric 
hospitals complaining of hearing voices saying the words ‘empty,’ ‘hollow,’ and 
‘thud.’ According to the account given in Rosenhan’s paper—memorably though 
not subtly titled ‘On Being Sane in Insane Places’44—all participants were admit-
ted as patients and spent an average of 19 days on the ward, usually with a diag-
nosis of schizophrenia. Apart from inventing false names and occupations, these 
pseudopatients were instructed to act completely normally, save for their reports 
of hearing voices, and cooperate with staff. Once admitted, if asked, they were to 
indicate that they were no longer hearing voices and that they felt better. When 
the pseudopatients were eventually discharged, they carried their diagnoses with 
them: schizophrenics in remission. ‘It is clear that we cannot distinguish the sane 
from the insane in psychiatric hospitals,’ Rosenhan thundered. ‘The hospital itself 
imposes a special environment in which the meaning of behaviour can easily be 
misunderstood.’45 While it now seems likely that Rosenhan invented his data, his 
account of his experiment chimed with a countercultural zeitgeist that regarded 
institutions (and institutional psychiatry) as oppressive and stigmatising.46

In Australia, by contrast, the academic psychologist Robin Winkler and his stu-
dents really were conducting such clandestine research. One experiment reported 
in 1974 involved student volunteers gaining admission to psychiatric hospitals in 
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Sydney based on detailed but fictitious case histories. Winkler’s approach was far 
more constructive than Rosenhan’s, his overall tone implying that he was not look-
ing to demolish the premise of mental illness so much as offering a new way of 
investigating the treatment of mental illness in public institutions, understanding 
the experience of mental illness itself and perhaps even designing techniques that 
would be part of clinical training. (This is likely why some of the more radical 
activists in Sydney—also seeking false admissions to psychiatric hospitals dur-
ing this period—felt that Winkler was too accommodating and reformist.47) At the 
same time—and in an indication, perhaps, of where Winkler’s sympathies ulti-
mately lay—he proposed that experiments like this could also be used to inform 
practical resistance strategies for patients, such as ‘the importance of selecting your 
own hospital, of not being passive in treatment, and being aware of how to be 
discerning about the treatment process,’ as well as ‘practical suggestions about 
alternative ways of handling oneself other than going to hospital.’48

Winkler also used pseudopatients to understand the provision of psychiatric care 
in general practice. In this scenario, two pseudopatients (one male and one female) 
visited 25 general practitioners to test the response of GPs to patients presenting 
with ‘depression of psychosocial origin.’ The opening sections characterised this 
exercise as an extension of the practice of using simulated patients in medical edu-
cation, as pioneered by the medical educator Howard Barrows.49 While the study 
was also interested in eliciting material on gender differences and GPs’ political 
commentary in the context of imminent reforms to federal healthcare funding, the 
most arresting point involved the easy availability of psychotropic medication, 
which was prescribed in 78 per cent of visits, most often a tricyclic antidepressant 
and usually without warnings about drug interactions or referrals to counselling 
or other social services, as per the NMHRC guidelines. ‘General practitioners,’ 
the study concluded, ‘are highly predisposed to prescribe in the absence of any 
patient request.’50 Accordingly, ‘[i]t is our belief that a permanent body should be 
established with the cooperation of medical, research and consumer organisations, 
to report regularly on health care service as evaluated by systematic pseudopatient 
observations.’51

Studies conducted with undeclared pseudopatients unsettled many in the medi-
cal profession. Part of this may have been disciplinary, insofar as Rosenhan and 
Winkler were both psychologists criticising psychiatry, but the outrage was likely 
heightened by proximate controversies (in Australia, the introduction of Medibank 
and its impact on general practice; in the United States, the ongoing controversies 
in the American Psychiatric Association discussed in Chapter 5).52 But the inver-
sion of traditional power relations performed by lay personnel on clinicians—and, 
in the case of Winkler, with appeals to scientific rigour—must have been equally 
galling. Winkler was insistent on this point, arguing that ‘double-blind drug trials 
and placebo controls in psychotherapy research’ were justified by the fact that ‘im-
portant research data can sometimes be obtained only by withholding information 
from subjects, as long as subjects are not harmed by this withheld information.’ 
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Accordingly, ‘[t]his principle, used for research with patients as subjects, can also 
be used when professionals are the subject of research.’53 Regardless, the Dean of 
the Faculty of Medicine at the University of New South Wales, Winkler’s home 
institution, wrote to the Medical Journal of Australia to confirm that the Faculty 
‘was not in any way associated with this exercise’ and that ‘[a]ll of my senior col-
leagues with whom I have discussed this project deprecate its nature, as reported, 
as much as I do.’54 Responses to Rosenhan were similarly if not more vehement 
and matched his own combative tone. An editorial in the British Medical Journal 
argued that pseudopatients ‘divert resources from those in need; the good will of 
nurses and others is abused; there is a sowing of distrust, and a new and unwelcome 
element is added to differential diagnosis.’ Indeed, despite the difficulties in evalu-
ating standards of care in institutions, the ‘false’ nature of the relationship between 
doctor and (pseudo)patient and the ‘biased’ mindset of any pseudopatient rendered 
any conclusions worthless.55 Howard Barrows also felt compelled to reinforce in 
writing the difference between the use of simulated ‘non-patients’ in medical edu-
cation as opposed to ‘untrained patient impostors.’56

Yet other clinicians defended Rosenhan’s investigations. One correspondent to 
the Medical Journal of Australia suggested that the denunciation of Rosenhan ‘be-
trays a very considerable editorial anxiety’ about the implications of the study.57 
Writing to the British Medical Journal, another psychiatrist hoped that readers 
would not be dissuaded from consulting this ‘unusual and painstaking study,’ while 
also adding that Rosenhan’s conclusions may not have been as radical as the con-
troversy implied. ‘The actual findings of the study do not particularly surprise me 
after 15 years’ experience in psychiatry,’ he wrote; if anything, Rosenhan had un-
derplayed the essential role of the patient in psychiatric encounters and institutional 
dynamics. ‘In my experience,’ this correspondent wrote, ‘[patients] often know 
as much and sometimes more than the staff about how the mental hospital really 
functions.’58 Indeed, as we have seen, prior studies had already surfaced some of 
the themes Rosenhan now presented as novel: the difficulty of shaking diagnostic 
labels bestowed upon admission, the texture of daily life on the wards, the nature of 
the interactions between patients and staff, and the role of medication. Moreover, 
voices in the profession had always acknowledged that diagnosis and treatment of 
patients were often more art than science; in that respect, as one recent commenta-
tor has astutely observed, Rosenhan was ‘like a lawyer framing a guilty man’—an 
observation that is doubly resonant now it is apparent that Rosenhan fabricated his 
study59

A final observation goes to the ultimate aims of the pseudopatient studies. What 
Rosenhan was really investigating was not the (reasonable if unanswerable) ques-
tion, he posed at the beginning of his article, a question that was also a problem 
of kinds—‘If sanity and insanity exist, how shall we know them?’. Rather, it was 
something slightly different: whether psychiatrists could distinguish lying patients 
from truthful ones. Winkler’s study of general practitioners, too, stemmed from 
this unspoken assumption: that doctors ought to be able to detect ill people from 
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‘normal’ people pretending to be ill. But given that both sets of pseudopatients 
had presented to clinicians complaining of symptoms (hearing voices and feeling 
depressed), would the doctors have been right to send them away? Robert Spitzer, 
a key combatant in the recent diagnostic battles within the American Psychiat-
ric Association, suggested that all Rosenhan had proved was that ‘pseudopatients 
are not detected by psychiatrists as having simulated signs of mental illness’—an 
‘unremarkable finding’ that did not touch on the ‘serious problems’ of psychiatric 
diagnosis.60

From deinstitutionalisation to new asylums

Histories of internal reform efforts within asylums, as well as escalating critiques 
from within and without, help us contexualise the process of deinstitutionalisa-
tion, an episode in the history of the asylum approaching the controversy of Fou-
cault’s ‘great confinement’ thesis. Beginning in the 1950s, patient numbers in the 
overcrowded public asylums of the United States, Britain, and elsewhere began to 
decline—a complete reversal of a trend evident in the decades before the war, when 
asylum populations had grown precipitously.61 The decline gathered speed over 
the next 20 years, so that by the mid-1970s most health authorities in the Anglo-
American countries were planning for the rolling closure of large institutions and 
their replacement by something akin to Gerald Caplan’s ‘community psychiatry’: 
a network of local clinics that would care for patients stabilised by anti-psychotic 
or other psychotropic medication. The scholarship points to several reasons for this 
change, in addition to the undeniable (but not wholesale) impact of anti-psychotic 
drugs, including the reorientation of the professional lives of psychiatrists towards 
more lucrative private practice; the increased numbers of psychologists, social 
workers, and occupational therapists able to help people in the community; and the 
fiscal (but also existential) crisis of the post-war welfare state.62

Some commentators have also emphasised (and indeed blamed) the influence 
of the anti-psychiatry movement for turning public, medical, and official opinion 
against asylums, with dire consequences for seriously ill patients.63 This can be 
overstated. While prominent anti-psychiatrists like Thomas Szasz and R.D. Laing 
gained some fame (or notoriety) in the ferment of the 1960s and early 1970s, the 
movement itself was far from coherent.64 A comparison of leading lights Szasz and 
Laing, for example, shows substantial divergence regarding the ‘reality’ of mental 
illness (Szasz denied it, whereas Laing celebrated ‘madness’ in certain contexts) 
as well as political orientation (Szasz’s libertarianism against Laing’s socialism).65 
These antipathies and ambivalences apply more broadly: for example, some of 
those dubbed anti-psychiatrists were reluctant to wear the label, preferring to call 
themselves ‘radical’ or ‘critical’ psychiatrists if they accepted a designation at all.66 
Finally, when considering the impact of anti-psychiatry on the fate of asylums, 
anti-psychiatrists’ claims about these institutions were hardly unprecedented, and 
some of their attempts to normalise alternative communities were short-lived.67 
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Villa 21, established in 1962 at the Shenley Hospital in Hertfordshire by the radi-
cal psychiatrist David Cooper, lasted only until Cooper’s resignation in 1966. R.D. 
Laing’s community at Kingsley Hall, in London’s East End, a storied establish-
ment whose fringes melded with the arts scene and the counterculture, opened in 
1965 and closed in 1970.68 One notable exception is the revolution wrought by the 
psychiatrist Franco Basaglia and his colleagues in Italy in the 1960s and 1970s. 
Basaglia initiated a radical therapeutic community in an isolated asylum in Gorizia 
and then oversaw the closure of the large psychiatric hospital in Trieste, precursors 
to the final closure of Italian asylums altogether. Yet he also seems to have rejected 
the term ‘anti-psychiatrist’ in favour of ‘non-psychiatrist’—a more accurate term 
for his project of abolition.69

The competing voices within the anti-psychiatry movement underscore that dein-
stitutionalisation also does not map neatly onto conventional political divisions. 
Leftist aversion towards institutions and authority could provide moral ballast to 
asylum closures, but so too could anti-welfarist conservatism, as demonstrated in 
Britain by Minister for Health Enoch Powell’s famous 1961 ‘water tower’ speech.70 
More broadly, focusing on a single cause for deinstitutionalisation is misleading, 
because the effects of several developments were culminative. Certainly psychop-
harmacology was important: once the new therapies were understood to be effica-
cious, the therapeutic rationale for longer stints in custodial care diminished further. 
But new administrative categories, facilitated in part by the UK Mental Health 
Act (1959) and in the United States by the Community Mental Health Centers Act 
(1963), also supported this: short-stay patients might become day patients or even 
outpatients if their condition could be managed by medication. Indeed, if the point 
of hospitalisation was assessment, there was no reason this could not be done in the 
psychiatric wards of general hospitals rather than in standalone institutions.71

Finally, on a conceptual level, the notion that one could both live in the commu-
nity and be under psychiatric care was reinforced, and to some extent normalised 
(though not necessarily depathologised), by the widespread influence of psychoa-
nalysis and other forms of psychodynamic psychology in the first half of the twen-
tieth century. If psychopathologies were as commonplace as the psychoanalysts 
claimed, then the terrain between sanity and insanity was not a gaping chasm but 
a continuous plain, in which everything could be described as mental illness—or, 
indeed, as mental health. As the locus of psychiatry moved away from the asylum 
and towards the consulting room, as psychopharmaceuticals became a standard 
therapeutic intervention right across the diagnostic spectrum, and as ‘mental ill-
ness’ supplanted ‘madness’ as the discipline’s primary object, the asylum became 
less and less defensible. In this way, deinstitutionalisation is best understood as 
the culmination of a series of legal and regulatory procedures and processes that, 
beginning in the interwar period, began to prise the asylum open. These changes 
were complemented by the reformist sentiment that had always run alongside the 
development of the asylum, the advent of antipsychotics in the 1950s and a combi-
nation of radical critique and fiscal challenges in the 1960s and 1970s.
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What followed deinstitutionalisation? Here is another controversy. Because the 
infrastructure of ‘community care’ that was meant to replace the asylum never 
truly materialised, it is apparent that for some patients, some form of ‘transinstitu-
tionalisation’ occurred—that is, that their struggles outside the asylum saw them 
rerouted into prisons, emergency departments, psychiatric wards, boarding houses, 
and homeless shelters; places Goffman would understand as total institutions.72 It 
is often repeated that in the United States there are ‘ten times more’ mentally ill 
people in jail than in the care of state mental hospitals, but arriving at a definitive 
figure is difficult.73 A 2014 analysis of prior studies of rates of mental illness in U.S. 
state prisons found that the current and lifetime prevalence of psychiatric illness 
was higher amongst incarcerated populations, ‘sometimes by large margins.’ Here, 
however, the problems of standardising psychiatric diagnoses also assert them-
selves: between the compared studies, there was a ‘wide variation’ in the estimated 
prevalence, while the ‘heterogeneity in samples, states, facilities, study designs, 
and diagnostic instruments’ employed meant that ‘drawing anything more than 
broad conclusions about the veracity of particular prevalence estimates relative to 
others would be inappropriate.’74

In the case of prisons in the United States, however, it is difficult to disentangle 
the effects of the closure of asylums from the implications of a shift to a more 
punitive criminal justice system that prefigured the advent of mass incarceration.75 
In other words, it is not sufficient to resurrect older hypotheses about the inverse 
relationship between the numbers of psychiatric in-patients and the numbers of the 
prison population—the so-called Penrose Effect.76 Instead, the growth of the prison 
population itself will necessarily increase the number of people who suffer from 
mental illness in prisons. Indeed, there may be a paradoxical recursive effect at 
work where, by sheer weight of numbers, the prison has become a primary site of 
mental health ‘care’ (and sometimes-unethical psychiatric study and experimenta-
tion).77 In addition, by their very nature, prisons produce symptoms and behaviours 
that in other contexts would meet diagnostic criteria for a range of disorders. A de-
gree of mental suffering is the point, which places prison clinicians in an anomalous 
position.78 The impact of solitary confinement on the mental health of prisoners, 
a practice that has proliferated in the United States, provides a key example—and 
another instance of recursion, insofar as prisoners might be put in isolation for 
mental health problems.79 Nor is it simply that segregation causes or exacerbates 
mental distress: prisoners with pre-existing diagnoses are also more likely to end 
up in solitary confinement in the first place, due to ‘bizarre, annoying, or dangerous 
behaviour’ or their difficulties in ‘conform(ing) to a highly regimented routine.’80 
Thus, a new question is being asked: if prison populations decrease in response to 
growing critiques of the policies that created mass incarceration, where will those 
prisoners with serious mental illness go?81

While prisons have been a focus of deinstitutionalisation scholarship, a compel-
ling argument can also be made about aged care facilities reproducing patterns of 
the asylum. Older people with dementia and other forms of cognitive impairment 
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were likely always part of asylum populations, which included many patients 
deemed ‘feeble minded’ or otherwise impaired.82 As psychiatric institutions were 
decommissioned, these older people were transferred to nursing homes—a shift 
with significant fiscal incentives, insofar as nursing home care was funded by fed-
eral rather than state governments in places like Australia and the United States.83 
Yet critics charge that poorly funded aged care facilities produce their own prob-
lems, as became apparent during the COVID pandemic.84 Judged on the basis of 
psychopharmaceutical prescribing patterns, rates of mental illness in aged care are 
significant, a situation explained not only by increased use of antipsychotics in 
people suffering from behavioural symptoms linked to dementia and other forms 
of cognitive decline but also by a higher consumption of antidepressants and re-
lated medications by aged care residents.85 Indeed, rates of depression in aged care 
facilities appear to be substantially higher compared to older people living in the 
community. Research on effective treatments for mental illness in the elderly also 
lags behind other groups.86

While the COVID pandemic focused attention on the deficits of residential aged 
care—including the psychosocial welfare of residents who were also in a kind of 
solitary confinement—concerns about the widespread use of psychotropic medi-
cation in these facilities have been voiced for some time. The more strident crit-
ics have accused aged care providers of practising the kinds of chemical restraint 
once seen in overcrowded and understaffed public asylums, and pharmaceutical 
companies of unscrupulous attempts to capture new markets among the elderly.87 
The prolonged use of antipsychotics for patients with dementia has come under 
particular scrutiny, especially the incidence of pro re nata or ‘as-required’ prescrib-
ing. Official recommendations are for short courses of treatment of up to 12 weeks 
once other measures have been exhausted, and the close monitoring of side effects 
and interactions with other medications. Yet several studies have shown that many 
nursing home residents are being given prolonged courses of antipsychotics due to 
workforce and other resourcing issues.88

Reform in this area is fitful, demonstrating the difficulties in governing psychi-
atric care across jurisdictions and specialities. In Australia, the Royal Commis-
sion into Aged Care, which predates the pandemic and was called in response to a 
string of public scandals about the mistreatment of aged care residents in both the 
private and public sectors, recommended in its final report tighter controls on the 
prescribing of antipsychotic medication, with the initial prescription to be written 
by a psychiatrist or geriatrician and then renewed by a general practitioner for 
up to a year.89 However, the Australian Medical Association (AMA) successfully 
lobbied the Pharmaceutical Benefits Advisory Committee (PBAC) to disregard 
this proposal, arguing that ‘GPs are well qualified to prescribe these medications’ 
and that ‘it is the environment in which antipsychotics are prescribed that needs 
to change as opposed to the imposition of ill-considered restrictions on prescrib-
ing.’90 In its submissions to the Royal Commission, the AMA had reported on 
member concerns about antipsychotics being used as a form of chemical restraint, 
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but also noted that only a small number of psychiatrists and geriatricians regu-
larly visit aged care facilities, and that these specialities are particularly scarce in 
rural and regional areas.91 Depriving GPs of the right to prescribe antipsychotics 
in the first instance would disadvantage residents who genuinely required them 
and, according to the AMA, undermine the role of GPs in caring for their pa-
tients. Yet the AMA submission to PBAC also acknowledged that elderly people 
entering nursing homes with dementia were not necessarily guaranteed continu-
ity of primary care and that this is, in itself, a risk factor for ‘an increase in poly-
pharmacy and prescribing medicines such as antipsychotics, benzodiazepines, 
and antidepressants.’92 And, indeed, in the absence of mandatory staff-to-patient 
ratios, low pay for staff, and high staff turnover, it is little wonder that the harried 
workforce lacks capacity to implement the psychosocial interventions meant to 
be the first recourse for agitated patients. For those who know the history of the 
asylum, none of this is a surprise—and, for this reason, deinstitutionalisation is 
unfinished history.

Conclusion

One danger of ghost tours and other forms of dark tourism in abandoned asylums 
is that they imply a sharp contrast with our more enlightened present. If elements 
of the old asylums live on in prisons and aged care facilities, as well as in group 
homes and other forms of residential community care, what can this tell us about 
the nature of our collective responses to serious forms of psychiatric distress? We 
are yet to build a widespread, robust infrastructure to support people with serious 
mental illness; until we do so, they will remain vulnerable to the suffering caused 
by their condition as well as the poverty, loneliness, and other forms of margin-
alisation that this lack of support entails. As we will see in the next chapter, while 
developments in psychotropic medication and in particular anti-psychotic drugs 
have reduced the perceived need for long-term hospitalisations, they do not consti-
tute a universal cure so much as a means of ongoing management. In that respect, 
many of the challenges of humanely caring for the seriously mentally ill remain 
and continue to trouble the practice of psychiatry and the contemporary meanings 
of mental health.
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2
CURES

In early May 1947, a 27-year-old woman was admitted to a hospital in Adelaide, 
South Australia, for treatment of what a case report in the Medical Journal of Aus-
tralia (MJA) characterised as debilitating obsessional behaviour. To her treating psy-
chiatrist, the woman had ‘complained of a progressive inability to get things done’:

She was uncertain of herself and worried over everything. Had she turned off 
the tap in the bathroom properly? She would go back two or three times to 
make certain. She took hours to write a letter. She had to read and re-read it 
to make sure that there were no errors; the envelope must be scrutinized many 
times to see that the address was correct.

Though these behaviours caused her ‘great distress,’ she was unable to stop them. 
‘Her mind was constantly obsessed with anxious thoughts—of things done, being 
done and to be done,’ the article reported. ‘She had lost all confidence and always 
wondered whether what she did was right or not.’ Previous attempts at therapy—
first psychoanalysis, and then a course of electroconvulsive therapy (ECT)—had 
also failed. The next step was a newer and more controversial option: a prefrontal 
leucotomy, also referred to as a lobotomy—a neurosurgical procedure in which 
the surgeon cut into the white matter of the patient’s frontal lobes. According to 
the article in the MJA, the patient ‘unhesitatingly’ agreed to the operation, ‘as she 
could not see how “just talking” would get her well.’ For 3 days after the surgery, 
the patient was ‘very drowsy and confused,’ as well as ‘incontinent for some ten 
days,’ and lacking in initiative for the next 3 weeks. But 2 months on, the article 
reported triumphantly, the result was ‘excellent’:

The patient is completely free from anxiety and obsessions. There is no apparent 
intellectual loss and no failure of initiative. She is eager to get up in the morning 
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and wants to be occupied. She is still rather slow. She is tidy and fussy, but gets 
things done and has no impulse “to make sure”. She is punctual. She is happy 
and cheerful. She has no worries.

The patient’s parents were reported to be ‘very agreeably surprised’ by this im-
provement, particularly her mother, ‘a very precise person, who had obviously lost 
patience with her daughter’s indecision.’1

The next article offered another four histories of patients who underwent pre-
frontal leucotomies performed by the same neurosurgeon in Adelaide, evidence of 
the rising profile of this procedure at the mid-century. While these operations were 
also deemed successful in the short term, the final outcomes were more equivocal. 
A young man was relieved of his depression and anxiety but ‘lost his old conscien-
tiousness and sense of responsibility,’ left two jobs abruptly, and was now reported 
to be ‘lazy’ by his mother. A nun in her forties, formerly ‘an amazingly clever 
and successful teacher,’ remained in the hospital, intellectually less ‘alert’ although 
happy enough to socialise with other patients. An unmarried woman in her thirties 
lost her ‘acute anxiety and panic’ but not her aggression towards her elderly parents 
and had to be readmitted. The most successful case was a woman in her late forties, 
‘very depressed and suicidal’ due to persistent delusions, anxiety and insomnia, 
whose symptoms appeared to completely resolve in the wake of the operation. This 
was a relief to the author, who had previously found her an ‘importunate patient, 
always demanding interviews and writing letters to me. . . . [Now] she no longer 
worries me’—perhaps because her attention had been directed elsewhere: the neu-
rosurgeon who had operated on her had recently received a letter from the patient, 
complaining of bad dreams.2

The mid-century clinical literature is full of such case histories, and they can tell 
us much about a central but comparatively understudied aspect of the history of 
psychiatry and mental health, one that the outsize focus on the asylum has tended 
to obscure: the history of therapeutics.3 The search for cures for mental distress 
proceeded both within and outside the walls of the asylum, and, as I will argue 
in this chapter, tracing its development demonstrates the importance of therapeu-
tics in moving the theoretical orientation of the psy disciplines towards their con-
temporary biomedical framework. To do this, I focus on the shift from the heroic 
cures developed in asylums in the first half of the twentieth century towards the 
psychopharmaceutical treatments of the second half of the century. A key moment 
in this trajectory is the development of chlorpromazine and other antipsychotics 
in the late 1940s and early 1950s and their (relative) effectiveness in managing 
the symptoms of schizophrenia, a condition that had long confounded clinicians. 
By stabilising patients with this condition and thus casting it as the equivalent of a 
discrete disease entity, the antipsychotics appeared to validate the strand of theo-
rising that conceived of mental illnesses as ‘biological’—that is, as arising from 
hitherto unvisualised abnormalities in the brain or in related bodily processes. In 
the following decades, psychoanalysis and other psychotherapeutic practices were 



Cures  39

challenged by the reconceptualisation of mental distress as biologically determined 
and thus amenable to biological interventions. Consequently, as we will see, psy-
chotherapies have had to adapt themselves to new styles of biomedical reasoning 
and neuroscientific paradigms. Yet simultaneously, as conceptualisations of the 
brain and its functions become more nuanced, explanations for the production of 
psychiatric distress and the mechanism of effective therapies must adapt to these 
emerging complexities.

There are three caveats to this account. First, the therapeutic developments I 
trace are Anglo-European in origin, even as they made their way to other corners 
of the globe via transnational networks and, in many places, the imposition of 
colonial medicine—a history that continues to reverberate in the present. As I dis-
cuss at greater length in Chapter 4, the fact that these treatments emerge from the 
biomedical epistemes of the Global North and are both imposed upon and adopted 
by patients and clinicians in the Global South remains a source of controversy and 
critique. Second, while this chapter concentrates on the rise of biological treat-
ments to the detriment of psychoanalysis, it would be remiss not to acknowledge 
the immense impact of psychoanalytic thought on the understandings of mental 
distress and mental health in the first half of the twentieth century. Even so, while 
there is a substantial historical literature on Freud and his circle, as well as ample 
scholarly material on the intellectual underpinnings of psychoanalysis, its sweep-
ing cultural impact and its afterlife in the Anglo-European academy, it is easy to 
lose sight of psychoanalysis and allied psychotherapeutic techniques as a clinical 
practice: that is, as a method for actively treating certain forms of mental distress.4 
Similarly, while the characterisation of psychoanalysis as a protracted, expensive 
hobby of the neurotic middle classes is not entirely unfounded, historians have 
shown that its reach was wider: ‘talking cures’ were attempted in a variety of set-
tings, including subsidised clinics for the working classes (most prevalent during 
the interwar period).5 The divergence between psychoanalysis and self-consciously 
biological psychiatry can also be overdone. Not only is there a strong case that 
Freud’s thought was itself ‘biological,’ but not all biological psychiatrists were 
reflexively hostile to psychoanalysis.6 Indeed, insofar as the history of therapeutics 
suggests that pragmatism often ruled the day, this is hardly surprising: many prac-
titioners were prepared to try anything with promise. Even the enthusiastic loboto-
mist Walter Freeman explained the efficacy of the operation as a consequence of 
its ‘whittling down the super-ego.’7 In this sense, psychoanalysis was more than a 
simple antagonist and could play an important role in theorising therapeutic effects.

Third and finally, although this chapter largely focuses on the history of how 
various therapies were conceptualised and first deployed, these developments can-
not be separated from the contexts from which they emerged. The foregoing case 
histories show the deep interconnections between therapeutic choices and personal 
and family histories and indicate that the adoption of certain therapies and associ-
ated measures of success and failure were often situational. For this reason, a truly 
encompassing history of therapeutics would include not just stories of clinicians 
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dictating treatments to uninformed or unwilling patients, but also those of patients 
and their families seeking relief from the anguish of mental distress and the way 
these choices were informed by ideas about gender, race, class, and other mark-
ers of socio-cultural significance. Accordingly, while my focus here is on the way 
therapeutics helped make psychiatry and mental health biological over the course 
of the twentieth century, I am conscious of the social and cultural histories that 
interleave with this shifting orientation, as well as the often unarticulated or subli-
mated experiences of patients themselves—an ongoing problem of finding the ‘pa-
tient’s view.’ After her operation, the nun and brilliant former teacher leucotomised 
in Adelaide rose every morning, dressed and then sat ‘out on the lawn or in the 
day room,’ apparently ‘calm, unworried by past or future and grateful for the relief 
which she has been given.’8 We must take her doctor’s word for it.

Somatic therapies in the asylum

As with the case histories that began this chapter, accounts of psychosurgery in the 
clinical literature are jarring to contemporary sensibilities. How should we under-
stand these extreme and irreversible procedures? Scholars like Jack Pressman, Mi-
cal Raz, and Joel Braslow argue that psychosurgery becomes more comprehensible 
once we understand the broader scientific and sociocultural contexts from which it 
emerged as a modern technique of ‘last resort.’9 In the 1930s, influential research 
into brain physiology implied that the frontal lobes governed higher order execu-
tive functions and that changes to these structures could be correlated to changes in 
behaviour. In the laboratory led by the Yale neurophysiologist John F. Fulton, exci-
sion experiments on the brains of primates seemed to confirm the basic premise of 
localisation theory: that brain anatomy was roughly correlated with brain function 
and that targeted surgical procedures might therefore produce specific behavioural 
changes. Egas Moniz, the Portuguese neurologist who began prescribing prefrontal 
leucotomies for psychiatric patients in the mid-1930s and who won the Nobel Prize 
for this work in 1949, likely drew at least some of his inspiration from these Yale 
experiments, which Fulton and his colleague Carlyle Jacobsen presented at the 
1935 International Neurological Congress in London.10

Wider sociocultural changes and administrative pressures also explain psy-
chosurgery’s mid-century appeal. Moniz and other proponents of psychosurgery 
such as the American neurologist Walter Freeman could only hypothesise as to 
why these brain operations might improve patients’ symptoms—that perhaps they 
suffered from faulty brain circuity, some fixed abnormality of neuronal commu-
nication that only surgery could disrupt.11 Yet in the absence of other effective treat-
ments for major psychiatric disorders, the theoretical basis for these procedures 
mattered less than the hope they offered—to the families of suffering patients, but 
also to the harried staff and administrators of overcrowded psychiatric institutions, 
where a significant proportion of patients languished on the chronic wards.12 This 
hope overrode persisting professional scepticism, a not-insignificant  mortality 
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rate and the clear evidence of significant postoperative complications and defi-
cits for patients who survived.13 Hope also explains psychosurgery’s popularity in 
the psychiatric hospitals of the American Veterans’ Administration, where it was 
characterised as a modern, scientific treatment for hitherto incurable psychiatric 
conditions.14 When the alternative was presented as prolonged, perhaps lifelong in-
stitutionalisation, concomitant changes to personality and intellectual functioning 
were easily rationalised. This reasoning may also account for the greater proportion 
of women undergoing psychosurgery in institutions with otherwise equal numbers 
of male and female patients, insofar as the uncomplaining resumption of domestic 
duties was considered a therapeutic success—as in the case history that opened this 
chapter.15

While much of the scholarship on psychosurgery focuses on the American ex-
perience, it was a transnational phenomenon, suggesting that its appeal was not 
only a facet of post-war American enthusiasms but also a response to a broader 
appetite for genuine therapeutic solutions to major psychiatric illness.16 Under-
stood in this way, psychosurgery was not a radical departure from past practice but, 
rather, the culmination of several centuries of experimentation with physical or 
‘somatic’ treatments in institutional settings, sometimes with—but often without—
convincing rationales. In the early twentieth century, however, broader changes 
in the medical field altered the terms of engagement, so that patients, patients’ 
families, and clinicians themselves came to expect effective, science-based rem-
edies. Faced with very ill patients in asylums, somatic treatments thus made a kind 
of intuitive sense, even if their precise mechanisms remained unclear. There was, 
after all, a kind of conceptual consistency: an attempt to disrupt a patient’s illness 
via the introduction of an external agent, be that a fever, a seizure, a coma, or an 
electric shock.

Such measures brought some relief, some of the time. Much depended on the 
selection of the patient. The fever therapy pioneered in the early twentieth century 
by the Viennese psychiatrist Julius Wagner-Jauregg, for example, had some suc-
cess on neurosyphilitic patients—probably because the fever, induced by infecting 
the patient with malaria, attacked the syphilis bacteria itself. It showed limited 
effectiveness in cases of schizophrenia alone.17 Insulin comas, initially used by 
the Austrian psychiatrist Manfred Sakel to help morphine addicts over the worst 
of their withdrawal symptoms, had moderate effects on some schizophrenic pa-
tients, though most improvements were temporary and, as with psychosurgery, 
entailed considerable risk.18 Just as fever therapy sometimes ended in a fatal bout 
of malaria, insulin comas required vigilant nursing to keep patients sedated with-
out suppressing their respiration entirely; mortality rates sometimes approached 
five per cent.19 These constraints contributed to the spread of so-called ‘convulsive 
therapies,’ treatments that gained in popularity in European asylums in the 1930s. 
Intrigued by autopsy results that suggested symptomatic epilepsy might blunt the 
effects of schizophrenia, the Hungarian neuropsychiatrist Ladislas Meduna be-
gan injecting schizophrenic patients with camphor and then metrazol in order to 
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produce seizures.20 These chemical convulsions were soon superseded by electro-
convulsive therapy (ECT), in which seizures were produced by currents passed 
through electrodes on the patient’s temples. First tested by Italian clinicians in 1938 
on a patient with schizophrenia, its greatest success would be in the treatment of 
major refractory depression.21 But it also stood for something beyond its immediate 
therapeutic effects. Dubbed ‘electroshock’ and able to be administered by portable 
machines, ECT could be cast as an emphatically modern treatment—the result of a 
scientific, technological approach to mental illness.22 Sceptics, however, regarded 
it as a sinister development, one that induced memory loss in some patients and 
was ripe for abuse by practitioners, who at times did indeed regard it as a discipli-
nary technique.23 The controversial restrictions on the procedure in California dur-
ing the 1970s and 1980s reflected these concerns.24 Despite strong evidence for its 
efficacy against intractable depression, advocates have had to work hard to reverse 
ECT’s malign image—a situation demonstrating the salience of social and cultural 
factors in the history of therapeutic developments.25

Psychopharmacology

While somatic treatments with origins in the asylum were increasingly normalised 
in psychiatric practice during the middle decades of the twentieth century, their 
reign was usurped by a more powerful claimant to the throne: psychopharmacol-
ogy. Of course, the use of ‘nerve tonics’ or comparable substances to quell psychi-
atric disturbances has a long history.26 This continuity notwithstanding, modern 
psychopharmacology is distinguished by its scientific stature (as verified by new 
forms of standardised clinical testing), its instantiation through the techniques of 
mass manufacture and mass marketing, and its position as a first-line therapy. It has 
also changed the way psychiatric disorder is theorised, contributing enormously—
although not, as outlined below, unproblematically—to the notion that psychiatric 
disorders are ‘biological’ conditions akin to disease states. From the beginning, 
critics and sceptics have raised important questions about inflated claims of effi-
cacy, the financial interests of powerful pharmaceutical companies and the poten-
tial for medication to obscure the social, cultural, economic, and political factors 
that might compromise mental health. Yet against these critiques is the undeniable 
impact since the 1950s of psychotropic agents on the serious psychiatric conditions 
that once filled the asylums, and, since the 1980s, of the consumer appetite for 
newer drugs that might blunt our anxiety, depression, and other forms of suffering.

The psychopharmaceutical revolution gathered pace in the decade and a half 
after the Second World War. First came lithium, a substance long known for its 
sedative properties as well as for its propensity to produce dangerous side effects. 
Still, its more immediate origins as a treatment for the mania of manic depres-
sion (now called bipolar disorder) were unpropitious, typical of the experimental 
culture of the period. In 1949, the Australian psychiatrist John Cade published a 
paper in the MJA detailing the results of lithium therapy on ten men admitted to 
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a repatriation hospital on the outskirts of Melbourne during episodes of mania.27 
While these initial successes were tempered by the difficulties of determining an 
adequate maintenance dose—Cade’s first patient died from lithium saturation less 
than a year after the article was published, one of several lithium-related deaths 
in Australian asylums in the early 1950s—other researchers, notably the Danish 
researcher Mogens Schou, carried on the work.28 By the 1970s, there were es-
tablished protocols for monitoring lithium levels with blood tests and achieving 
optimal doses. This meant that patients could be managed as outpatients provided 
they remained medication-compliant—a particular challenge with this condition, 
when the early phases of mania can be experienced as euphoria.29 Lithium’s clini-
cal success also made strictly psychogenic theories of manic depression far more 
difficult to maintain. This was likely gratifying to Cade, who had little time for psy-
chodynamic theorising and always maintained that major psychiatric disorders had 
a physiological basis. At the end of his 1949 article, he speculated on the ‘possible 
aetiological significance of a deficiency in the body of lithium ions in the genesis 
of this disorder’—an example of the deficiency hypothesis sometimes used to ex-
plain the mechanism of psychopharmaceuticals.30 In fact, it is still unclear exactly 
how lithium regulates mood; its effects are likely multimodal.31

The post-war interest in lithium coincided with a discovery of equal importance: 
chlorpromazine, a drug first synthesised in France in 1951 and put into preliminary 
use in French hospitals the following year.32 Originally conceived as an adjunct 
to anaesthesia, its capacity to relieve agitation and hallucinations in psychiatric 
patients prompted its rapid adoption in institutions across Europe, Britain and the 
Americas. Chlorpromazine was the first of a new class of drugs first known as ‘ma-
jor tranquilisers’ but eventually dubbed ‘antipsychotics’—medications that could 
control or at least diminish patients’ delusions, hallucinations, and other symptoms 
of psychosis. The appetite for these substances was substantial, as we might expect: 
the effects of prior somatic therapies were unpredictable; psychosis had hitherto 
proved impervious to lithium; and psychosurgery’s true therapeutic benefits for 
schizophrenic patients were minimal. For families and clinicians caring for such 
patients, there were few options other than hospitalisation if patients’ behaviour 
became unmanageable or dangerous.

The introduction of chlorpromazine as a psychiatric therapy was therefore sig-
nificant in two respects. First, it gave psychiatrists a means of actively treating a 
group of patients who had long been the subject of so-called ‘therapeutic nihilism.’ 
Crucially, while chlorpromazine had a tranquilising effect, it did not make patients 
comatose or bedbound, meaning they could still participate in daily activities. Thus, 
as with lithium, so long as patients complied with medication protocols and were 
monitored appropriately, discharge from the hospital and a life in the community 
became thinkable, even for patients who had spent decades confined in institutions. 
This is not to say that the drug worked for all patients (it didn’t), that there were no 
significant side effects (there were) or that all patients were always monitored and 
supported appropriately (they weren’t).33 But chlorpromazine worked well enough, 
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and clinicians were eager to prescribe it, even if they retained some inner caution. 
For the authors of one 1956 study, ‘[c]hlorpromazine has been a major force in 
firmly launching us into the era of psychopharmacology,’ though ‘[w]e are still 
suffering .  .  . from all the uncertainties and hesitation of a pioneer venture.’34 In 
this way, the drug was not only a major driver of deinstitutionalisation, but also 
reshaped clinicians’ relationship to schizophrenic patients themselves.

The second consequence relates to the way schizophrenia was theorised and 
understood. The term has a long and complex history, and the condition itself has 
been the subject of multiple and often contradictory theorising. It also exhibits 
sustained currency in non-clinical settings—not just a ‘disciplinary limit point’ for 
psychiatry, in the words of one scholar, but ‘one of the most potent and politicized 
topoi, or themes, in the cultural theory of the late twentieth century.’35 As with 
lithium, chlorpromazine stabilised not just schizophrenic patients but the condition 
itself, rendering it a bounded object with characteristic symptoms, seemingly ame-
nable to a degree of chemical control. This fixity, in turn, made epidemiological 
study possible, both within national populations and across international borders, 
as we will see in Chapter 4. And, in another parallel with lithium, this occurred 
despite it being unclear how chlorpromazine and other antipsychotics work.36 Its 
success raised the question: if even schizophrenia could be countered with psy-
chopharmacology, what was next?

The answer was a wash of drugs aimed at combating anxiety, depression, and 
other varieties of what we might call ‘affective,’ emotional, or nervous disorders. 
The psychiatrist and historian Jonathan Metzl identifies three distinct waves of 
these ‘wonder drugs,’ beginning with the tranquiliser Miltown in the 1950s, fol-
lowed by the benzodiazepine Valium in the 1970s, and finally Prozac, a selective 
serotonin reuptake inhibitor (SSRI), in the 1990s.37 These new drugs generated 
new clinical and cultural effects. Compared to the heavily sedating effects of the 
older barbiturates, ‘minor tranquilisers’ like Miltown and Valium were portrayed 
as less sedating and less addictive—substances that dampened symptoms but did 
not, in theory, inhibit normal functioning. While it is difficult to determine precise 
prescribing and consumption patterns, these drugs gained a significant foothold in 
the cultural landscape of America in the 1950s and 1960s; a chemical complement, 
perhaps, to what some scholars have dubbed an ‘age of anxiety.’ They were also 
marketed heavily at women.38

After an initial surge in popularity, authorities began to urge caution. Despite their 
initially favourable comparisons to the barbiturates, the minor tranquilisers turned 
out to induce first tolerance and then addiction, suggesting they were safe only in 
the short term. This fact, as well as the significant side effect profile of early anti-
depressants like imipramine and iproniazid, provides important context for under-
standing the rapturous reception of SSRIs, which first appeared on the American 
market in the form of fluoxetine (trade name Prozac) in 1988.39 Prozac’s image as 
a ‘clean,’ precision drug—a pill that targeted only serotonin and carried no risk 
of addiction—made it a maintenance drug, medication a patient could safely take 
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for years at a stable dose without inducing dependency.40 This characterisation in-
tertwined with another claim, one that coalesced with efforts to destigmatise mental 
illness but that was also easily saleable: that depression and anxiety were caused by 
‘chemical imbalances’ in the brain and that as correctives for that imbalance, SSRIs 
were the equivalent of insulin for diabetics.41 In fact, in a familiar theme, SSRIs’ 
precise mechanism is unclear, and controversies about SSRIs’ efficacy and safety, 
as well as the outcomes of long term use, continue to fester in clinical circles as well 
as patient groups.42 The most recent controversies over the serotonin hypothesis 
of depression and its implications for assessing the clinical efficacy of these drugs 
highlight the limits of definitive knowledge in this area.43

SSRIs like Prozac have also generated significant cultural disquiet despite their 
popularity, prompting uncomfortable questions about the outsize influence of 
psychopharmaceutical companies on medical practice as well as the relationship 
between psychopharmaceuticals and the self. As the psychiatrist Peter Kramer fa-
mously argued in the bestseller Talking to Prozac, it may be that SSRIs make some 
patients feel not just normal but ‘better than well,’ providing a kind of ‘cosmetic 
pharmacology’ that challenges the conventional parameters of therapeutic inter-
vention. While Kramer was captivated by some of the patient transformations he 
witnessed, he was also unsettled at the possibility that by prescribing Prozac he 
was moulding hard-driving individuals, including newly assertive women, who 
would serve the interests of corporate America.44 Of course, as other commentators 
have pointed out, Kramer’s own ideas about gender shaped his perceptions of these 
therapeutic encounters.45 Yet insofar as SSRIs remain enormously popular, and in-
sofar as it appears that women are prescribed SSRIs at far greater rates than men, 
acknowledging the way gender—as well as race, class, sexuality, age, and other 
variables—complicates the clinical profile of psychopharmaceutical agents goes 
some way towards positioning them as biosocial, biocultural entities.46 In addition, 
the fact that most of these prescriptions are written by general practitioners under-
scores the profound shift in the clinical locus of psychiatry away from madness and 
the asylum and towards general medicine and the far larger category of mental ill-
ness. Finally, if patients now seek out psychopharmaceuticals for enhancement—
Kramer’s ‘cosmetic pharmacology’—how does this change the stakes of psychiatry 
and its purposes? Renewed interest in psychedelics for improving mental health, as 
well as boosting overall mood and performance, will likely make these questions 
all the more pressing.47

Standardising psychotherapies

While the efficacy of lithium and antipsychotics was demonstrated by their use on 
asylum populations, their legitimacy was solidified by the widespread adoption of 
randomised control trials (RCTs) and analogous protocols in the decades after the 
Second World War.48 These procedures can be understood as one example of what 
the historian Theodore Porter has characterised as ‘technologies of trust.’49 As more 
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and more medicines were mass manufactured in a form to be self-administered, the 
RCT and related processes were critical in establishing both efficacy and consumer 
safety. In the case of psychiatry, however, there were even broader implications, in 
addition to the complexities of quantifying treatment responses and distinguishing 
the placebo effect in a field reliant on self-reporting.50

If the effectiveness of psychopharmaceuticals could be validated via RCTs, what 
did this mean for the various psychotherapies, whose practitioners characteristically 
worked closely with individual clients, often over many years? This question proved 
particularly urgent for psychoanalysis, a discipline that, to use historian John For-
rester’s formulation, reflexively ‘thought in cases’ and thus struggled to adapt to 
the statistical regimes of Anglo-American biomedicine.51 At the end of the Second 
World War, psychoanalytic psychiatrists and the body of theory known as ego psy-
chology dominated the American Psychiatric Association and most university psy-
chiatry departments. Proponents maintained, along with Freud, that psychoanalysis 
was ‘scientific’—that it advanced via careful observation, thorough description and 
the development of hypotheses that, if not always falsifiable, was at least open to 
scrutiny.52 Two decades on, however, the psychopharmaceutical revolution, the vali-
dation techniques it incorporated and the rise of clinical psychology as a distinct dis-
cipline, as well as broader impatience with psychoanalysis’s more ossified doctrines 
(discussed in more detail in Chapter 5) had begun to shake its pedestal.53

Adaptations were required. While some psychoanalysts began gathering data 
in the hope of validating their techniques, other clinicians began developing ap-
proaches more compatible with statistical confirmation.54 Two of these would even-
tually form the basis of cognitive behavioural therapy (CBT), today regarded as the 
‘gold standard’ psychotherapeutic intervention for anxiety, low-grade depression, 
and other affective distress.55 (As sceptics point out, it is also the cheapest form 
of therapy to subsidise, appears particularly conducive to automation, and repro-
duces the neoliberalist trope that individual distress is a simple problem of flawed 
cognition.56) Rational emotive behaviour therapy (REBT), sometimes shortened to 
rational therapy (RT), was developed by the psychologist Albert Ellis in the late 
1950s. Ellis contended that therapists could teach their patients ‘to organize and 
discipline their thinking,’ a self-mastery that would not only help people live ‘the 
most self-fulfilling, creative, and emotionally satisfying lives’ but that chimed with 
the technocratic sensibilities of Cold War America: as one scholar has noted, ‘[t]he 
“straight” thinking promoted by RT techniques’ required the patient to internalise 
‘operationist assumptions about the primary of externalised, expert evidence over 
other forms of self-knowledge.’57 Similarly, cognitive therapy (CT), developed in 
the early 1960s by the psychiatrist Aaron T. Beck, also promoted ‘rational thinking’ 
as the path out of mental distress; according to Beck, any intervention that altered 
‘faulty patterns of thinking’ would qualify.58

While it is tempting to attribute the swift rise of RT and CT to their divergence 
from classical psychoanalysis and their adoption of semi-behaviourist tech-
niques, the fracture was not absolute. Both Ellis and Beck had undertaken formal 
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psychoanalytic training, and though Ellis soon became frustrated with what he per-
ceived as its lack of scientific rigour, Beck saw himself as a ‘neo-Freudian,’ albeit 
one uninterested in unearthing his patients’ unconscious drives.59 Instead, what CT 
and RT proposed was a kind of pragmatic rapprochement between Freudian ego 
psychology on one hand and behaviourism on the other. Even so, there was one 
important difference from mid-century psychoanalysis. Like contemporary CBT, 
RT and CT were highly ‘manualised’ and thus scalable techniques: easily taught to 
other therapists and sufficiently standardised to be readily measurable. RT and CT 
were thus similar to the new psychopharmaceuticals finding their way to market 
in the 1960s in several crucial respects: they were compatible with RCT testing 
procedures, they could be self-administered, they did not require deep excavation 
of the meaning of symptoms and behaviours, and their focus on thinking processes 
anticipated the rise of both cognitive psychology and cognitive neuroscience—an 
observation that could also be made of contemporary neuro-inflected psychothera-
pies like neuro-linguistic programming (NLP) and eye movement desensitisation 
and reprocessing (EMDR) therapy, which both leverage their connection to the 
neuroscientific and situate them as biomedical interventions.60

Knowing the brain

While this chapter has so far sketched the ways the history of therapeutics helped 
make psychiatry and mental health biomedical, it is perhaps more accurate to say 
that both are also, now, neurobiological. As scholarship on the history of the neu-
rosciences demonstrates, the advent of technologies capable of representing or 
visualising brain activity—electroencephalography (EEG) in the interwar period, 
computed topography (CT) scanning in the 1970s, and positron emission tomog-
raphy (PET), magnetic resonance imaging (MRI) and finally functional magnetic 
resonance imaging (fMRI) from the 1990s onwards—offered researchers tantalis-
ing possibilities for understanding both the mechanisms and the manifestations of 
psychiatric disorder.61 Especially after the widespread adoption of fMRI, the immi-
nent potential to finally ‘know’ the brain captured both the expert and the popular 
imaginations, so much so that in 1990 President George Bush designated the 1990s 
the ‘decade of the brain.’62 Yet as a recent review of the field has emphasised, 
despite 30 years of hard effort, neuroimaging has ‘not delivered a neurobiologi-
cal account (i.e., a mechanistic explanation) for any psychiatric disorder, nor has 
it provided a credible imaging-based biomarker of clinical utility.’63 One issue is 
scale: neuroimaging studies need large samples to be meaningful (although, as I 
discuss in the final chapter, new artificial intelligence capabilities might be capable 
of overcoming this).64 Another is the conceptual universe in which the technologies 
reside. To that end, ‘a full understanding of psychiatric symptoms will ultimately 
require integrating findings from imaging studies (which are largely correlational 
and anatomically coarse grained) with a rich preclinical research program that 
speaks to cellular and circuit-level processes.’65
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Yet, as with the vexed questions about the mechanism of psychopharmaceuti-
cals, this very uncertainty may yet prove generative. Rather than heralding a return 
to localisation theory, neuroimaging could instead support an alternative position, 
with important implications for the way that psychiatric disorder and mental health 
is represented and understood: an account of the brain as infinitely complex, in-
separable from other body systems and with a propensity for constant modulation 
and adaption in response to endogenous and exogenous factors. Historic binaries 
of brain and mind, nature and nurture, and biology and culture are redundant here, 
because individual perceptions and experiences are vital to such a schema, as are 
the social and cultural circumstances in which an individual exists. Here, too, is an 
opportunity for transdisciplinary dialogue—and, in that spirit, I offer some pos-
sibilities from my own discipline.66

Historians have much to gain from thinking seriously about the brain. Certainly, 
the history of ideas about the brain matters very much for understanding chang-
ing notions of mental health and madness and their allied therapeutics. Spoken or 
unspoken, highly speculative or empirically derived, these ideas and the practices 
they engender can exert a powerful influence over the worldview of both patients 
and clinicians, as well as the institutional disposition of the therapeutic spaces in 
which they meet. In the past, clinicians’ convictions about the brain and its capacity 
for both harm and healing have produced tendencies in both directions. As we have 
seen, the history of electroconvulsive therapy demonstrates that what is harmful 
in one instance (its punitive application to ‘troublesome’ institutionalised patients) 
may be lifesaving in another (its capacity to relieve intractable major depression in 
some individuals).67 But ideas about the brain mattered outside clinical spaces as 
well. Inequalities were often naturalised via assertions about the existence of quan-
tifiably superior and inferior brains. Imperialism, slaveholding and restricting the 
franchise have all been justified on such grounds, and scholarship on these topics 
increasingly recognises that ideas born in the clinic or laboratory can be transmit-
ted into political discourse and popular culture in complex but highly consequen-
tial ways, often through transnational interchange.68 Beyond the operation of overt 
hierarchies, ideas about the brain could be said to have exerted influence on chil-
drearing practices, factory design, and prison reform, as well as many other social 
issues, particularly as psychological conceits became more explicitly biological 
over the course of the twentieth century.69 In other words, to say that ideas about 
the brain have a history, and that that history is worth knowing, is uncontroversial. 
It is when we start to ask historical questions about the brain itself that thornier 
issues arise.

These issues were explored by historian Daniel Lord Smail in his 2008 book On 
Deep History and the Brain. In it, Smail sought not only to inaugurate a new field of 
‘neurohistory’ but to warn historians of the perils of neglecting the implications of 
the ‘neuroscientific and genetic revolutions of the 1990s,’ thereby widening the di-
vide between academic historians and the sensibilities of the reading public.70 What 
Smail proposed was an alternative to both the reductive models of genetic destiny 
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that dominated mainstream perceptions of neuroscience and the longstanding notion 
that culture is largely untethered from what we might call ‘the biological.’ Smail 
argued that historians ought to accept that there are fundamental biological param-
eters that broadly frame human experience and that, in particular, human brains and 
their associated cognitive and affective functions remain influenced by enduring 
biological structures and processes that have their roots in the deep ‘ancestral’ past. 
In this way, Smail’s argument reflected a wider, emergent tendency amongst histori-
ans to take biology seriously: to reconceptualise the physical world and its systems 
as historical objects, decentre humans as the prime historical actors, and emphasise 
interdependence and porosity as the conditions of life.71 As such, ‘neurohistory’ is 
an intellectual commitment as well as a methodological orientation.

Smail was careful to distance himself from the ‘crude genetic determinism’ 
characterising much of the writing on neuroscience as a means for understand-
ing the human condition, most notably in evolutionary psychology, a discipline 
Smail characterises as ‘naturally ahistorical.’72 Instead, Smail suggested that what 
neuroscience really shows is a constant, dynamic interplay between the human 
‘brain–body system’ and extraneous factors such as the physical environment and 
life experiences. This happens along two timescales. First, individual brains are 
modified over a lifespan, because from the moment a brain begins forming in utero 
it is shaped by various external contingencies that influence neural pathways (the 
much-discussed neuroplasticity) and gene expression (epigenetic change, which 
appears in some instances to be heritable, although this remains contested).73 This 
process recapitulates the operation of a second, larger timescale, in which the hu-
man brain in aggregate is shaped by an ongoing interaction between a ‘universal 
biological substrate’ and the external world, via the process of natural selection. 
Importantly, the results of this interaction are not purely adaptive changes that 
are selected proactively. This interaction can also result in ‘exaptations’—that is, 
changes that come to have a functional significance beyond their animating cause. 
Culture, for Smail, is an exaptation—and a fundamental one, insofar as it is pro-
duced by the brain but also acts upon and changes the brain.74

Causally speaking, then, neurohistory insists that a hard divide between biology 
and culture is meaningless—it is not an ‘either/or,’ or even a ‘first this, then that,’ 
but, rather, ‘both together, all the time.’ While this worldview may be universalist, 
it is not essentialist. If carefully deployed, it could help foster critical histories—
subjecting essentialist ideas about race to profitable scrutiny, for example. In a 
carefully argued examination of the ‘perceptual culture’ of Inquisitorial Spain, 
Cristian Berco has posited that neurohistory can help problematise ‘an inevitable 
cognitive link between phenotype and label’ by demonstrating the role of culture 
in forming an individual’s propensity to see in racialised types. Berco argues that 
because inquisitors were enjoined to assess the facial presentation of suspects, the 
significance of an individual’s skin colour was not an automatic marker of racial 
difference. It thereby becomes possible to ‘suggest not only that racializing cat-
egories are conceptually unstable but that they are fragile at the cognitive level.’75
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This is not to say that there are not serious conceptual, if not moral problems that 
neurohistory must confront. Some of these have been carefully outlined by histori-
ans of emotions, whose own work increasingly grapples with the ontological status 
of their own object of study. Leading historian of the emotions William M. Reddy 
has very recently argued that given the number of unresolved questions about what 
an emotion ‘is’ (a sensation? an experience? prior to thought? dependent upon 
thought?), historians should use the term ‘only provisionally,’ accepting that what 
we call ‘emotion’ really refers to a ‘dynamic’ process in which the expression of 
emotion can either amplify or diminish the felt sensation.76 In one sense, then, 
there is a conceptual affinity between the work of historians of emotion to histori-
cise longstanding binaries between emotion and reason and emotion and cognition 
(distinctions that the neurosciences also consider simplistic), and Smail’s emphasis 
on the ‘looping’ interaction between biology and culture.77 In this regard, historian 
of the emotions Rob Boddice sees in the neurosciences a capacity to furnish his-
torians, via the mechanisms of ‘neuroplasticity, microevolution and epigenetics,’ 
with ‘an empirical justification for their search for experiential change over time.’78

Yet these affinities do not amount to an endorsement. While generally sympa-
thetic, Boddice remains wary of what he sees as neurohistory’s implicit sanction of 
universal, automated emotions.79 As McGrath suggests, neurohistory’s ‘two-tiered 
historiography’ can be read as trying to have it both ways: the brain is at once to-
tally plastic and malleable but also, on another plane, fixed by its deep structures. 
Similarly, Reddy has argued that Deep History and the Brain seems ‘at times bent 
on reintroducing functionalist explanation in a wholesale fashion,’ implying that 
the importance Smail accords to exaptations does not displace what Reddy re-
gards as Smail’s uncritical acceptance of neuroscience as a unified and internally 
coherent field.80 Likewise, Ruth Leys’s penetrating attack on the state of emotions 
research—a field she characterises as without a clear consensus on even its ‘most 
basic assumptions’—suggests that both Smail and Hunt risk being caught up in the 
overhasty rush to discard intentionality as a meaningful part of affective experi-
ence.81 It is for this reason that McGrath argues that neurohistory is also at risk of 
lapsing into ‘a bygone mind—body dualism.’82

In addition to these specific criticisms, there are two more prosaic but equally 
compelling concerns for historians wishing to follow Smail’s lead. First, they must 
keep abreast of the science, an arduous task for those within the field, much less 
those outside it, and one complicated by fundamental and perhaps irresolvable con-
troversies over what researchers believe we can know about the brain.83 Second, if 
they are to accurately represent the state of neuroscience but argue for its useful-
ness nevertheless, neurohistorians must replicate something of that tentative sen-
sibility in their own work. Reddy, in his initial review of On Deep History and the 
Brain, noted Smail’s need to ‘hedge’ his claims to accommodate the ambiguities 
and uncertainties of the processes he describes.84 Yet this may be unavoidable for 
authors who are rightly keen to leave the door open, intellectually speaking, to in-
evitable revisions of the science. Indeed, insofar as such hesitancy impedes dogma, 
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it is probably essential for longevity. In addition, we ought to take seriously the 
warnings of scholars in critical neuroscience, who are rightly concerned about the 
overhasty instrumentalisation of tentative knowledge and its capacity to inculcate 
a new neuro-biopolitics.85

Yet here we can also heed Smail’s own warnings about the propensity of neu-
roscience to make inflated claims that need to be scrutinised within an historicist 
framework. As Smail has argued, one task for neurohistorians is to speak back to 
neuroscientists. The point is not to argue about whether ideas about the brain have 
a history (an uncontroversial observation, as I have suggested, albeit one that does 
little to advance the empirical project in which Smail and others are engaged) but 
how to deal with the historicity of the brain.86 This can be done by attending to 
neuroscience’s ‘conceptual problems’ rather than its apparent solutions.87 Pursued 
in this critical spirit, neurohistory need not contribute to a ‘new and more insidious 
form of naturalization.’88 Indeed, neurohistory may serve as an important correc-
tive to precisely this tendency, insofar as its conceptualisation requires an accept-
ance of the profound and pervasive impact of culture on biology.89

Conclusion

In this chapter, I have proposed that changes in therapeutics over the course of the 
twentieth century, and particularly the advent of psychopharmaceuticals in the post-
war period, produced circumstances in which mental illness was made a biomedical 
object: arising from the body, measurable, and capable of psychopharmaceutical 
management outside hospital settings. Since the 1990s, advances in the neuro-
sciences have both reinforced this notion and complicated it. If the brain is ‘em-
bedded in interrelations between the person and the environment,’ and if it is ‘best 
seen as an organ of mediation and transformation for biological, mental, and social 
processes that are bound up in circular interplay,’ then the claim that psychiatry is 
only ‘biological’ is both inaccurate and unhelpful, not just because definitive bio-
logical markers remain elusive, but because closed biological explanations cannot 
conceptualise the subjective experience of mental illness.90 This more nuanced view 
may yet produce accounts of mental distress in which an individual’s specific life 
circumstances and history are accorded explanatory weight equal to that of reigning 
disease models—a development that would hold out the possibility of more person-
alised, ecumenical therapies. As will become apparent in the following chapters, 
however, diagnostic schemas have served an important purpose in reinforcing psy-
chiatry’s prestige and require significant professional disquiet to overturn.

Notes

	 1	 W.A. Dibden, ‘Prefrontal Leucotomy for Obsessional Neurosis: Report of a Case’, Med-
ical Journal of Australia (25 October 1947): 511–12.

	 2	 K.F. Edwards, ‘Four Cases of Prefrontal Leucotomy’, Medical Journal of Australia (25 
October 1947): 512–16.



52  Cures

	 3	 On this point see Andrew Scull, ‘Somatic Treatments and the Historiography of Psychia-
try’, History of Psychiatry 5, no. 17 (1994): 1–12.

	 4	 The scholarship on the history of psychoanalysis, its proponents and its cultural in-
fluence is voluminous. For a valuable general history see George Makari, Revolution 
in Mind: The Creation of Psychoanalysis (Duckworth Overlook, 2010); for a highly 
critical account see Mikkel Borch-Jacobsen and Sonu Shamdasani, The Freud Files: 
An Inquiry into the History of Psychoanalysis (Cambridge University Press, 2011); see 
also John Forrester, Dispatches from the Freud Wars: Psychoanalysis and Its Passions 
(Harvard University Press, 1998). For intellectual biographies of its founder, Sigmund 
Freud see Frank J. Sulloway, Freud: Biologist of the Mind. Beyond the Psychiatric Leg-
end (Harvard University Press, 1992) and Peter Gay, Freud: A Life for Our Time (W.W. 
Norton, 2006). For the origins of its influence in American academy see Edward J.K. 
Gitre, ‘Importing Freud: First-Wave Psychoanalysis, Interwar Social Sciences, and the 
Interdisciplinary Foundations of an American Social Theory’, Journal of the History of 
the Behavioural Sciences 46, no. 3 (2010): 239–62.

	 5	 See Elizabeth Danto, Freud’s Free Clinics: Psychoanalysis and Social Justice, 1918–
1938 (Columbia University Press, 2005); for examples of outpatient clinics offering 
various forms of psychotherapies, see Suzanne Raitt, ‘Early British Psychoanalysis and 
the Medico-Psychological Clinic’, History Workshop Journal 58 (2004): 63–85 and Ga-
briel N. Mendes, Under the Strain of Color: Harlem’s Lafargue Clinic and the Promise 
of an Antiracist Psychiatry (Cornell University Press, 2015).

	 6	 Sulloway, Freud: Biologist of the Mind, 8.
	 7	 Jack D. Pressman, Last Resort: Psychosurgery and the Limits of Medicine (Cambridge 

University Press, 1998), 367; see also Mical Raz, The Lobotomy Letters: The Making of 
American Psychosurgery (University of Rochester Press, 2013), 44–66.

	 8	 Edwards, ‘Four Cases of Prefrontal Leucotomy’, 514.
	 9	 See Pressman, Last Resort; Raz, The Lobotomy Letters; and Joel Braslow, Mental Ills 

and Bodily Cures: Psychiatric Treatment in the First Half of the Twentieth Century 
(University of California Press, 1997), particularly 125–70.

10	 See Lillian B. Boettcher and Sarah T. Menacho, ‘The Early Argument for Prefrontal 
Leucotomy: The Collision of Frontal Lobe Theory and Psychosurgery at the 1935 Inter-
national Neurological Congress in London’, Neurological Focus 43, no. 3 (2017): 1–7. 
On the influence of Fulton’s work on the lobotomy’s originators see Pressman, Last 
Resort, 47–146; on localisation theory see Katja Guenther, Localization and Its Discon-
tents: A Genealogy of Psychoanalysis and the Neuro Disciplines (University of Chicago 
Press, 2015).

11		 Raz, The Lobotomy Letters, 5.
12	 Joel T. Braslow emphasises these factors in his work on the use of procedure in Califor-

nian state hospitals: see Mental Ills and Bodily Cures: Psychiatric Treatment in the First 
Half of the Twentieth Century (University of California Press, 1997), 125–51.

13	 Incomplete records and follow-up protocols make it difficult to accurately calculate 
mortality rates. Work on the Umedalen Hospital in Sweden gives a mortality rate of 
7.4% for operations performed between 1947 and 1960; work on the Danish figures 
notes rates reported in the published psychiatric literature of between 2 and 6 per cent. 
See Kenneth Ögren and Mikael Sandlun, ‘Psychosurgery in Sweden 1944–1964’, Jour-
nal of the History of the Neurosciences 14 (2005): 353–67; Jesper Vaczy Kragh, Lo-
botomy Nation: The History of Psychosurgery and Psychiatry in Denmark (Palgrave, 
2021), 9–10. Pressman gives a mortality rate of between 1 and 3 per cent, although in 
light of the Scandinavian figures this may been an underestimate: Last Resort, 205.

14	 See Pressman, Last Resort, 394–97.
15	 Braslow, Mental Ills and Bodily Cures, 152–70.
16	 See Brianne M. Collins and Henderikus J. Stam, ‘A Transnational Perspective on Psy-

chosurgery: Beyond Portugal and the United States’, Journal of the History of the Neu-
rosciences 23, no. 4 (2014): 335–54.



Cures  53

17	 For an overview see Joel T. Braslow, ‘The Influence of a Biological Therapy on Phy-
sicians’ Narratives and Interrogations: The Case of General Paralysis of the Insane 
and Malaria Fever Therapy, 1910–1950’, Bulletin of the History of Medicine 70, no. 4 
(1996): 577–608.

18	 See Robert Freudenthal and Joanna Moncrieff, ‘“A Landmark in Psychiatric Progress”? 
The Role of Evidence in the Rise and Fall of Insulin Coma Therapy’, History of Psychia-
try 33, no. 1 (2022): 65–78; for a reconstruction of workings of an insulin coma ward, 
see Deborah Blythe Doroshow, ‘Performing a Cure for Schizophrenia: Insulin Coma 
Therapy on the Wards’, Journal of the History of Medicine and Allied Sciences 62, no. 2 
(2007): 213–43.

19	 Freudenthal and Moncrieff, “A Landmark in Psychiatric Progress”?’, 67.
20	 See Max Fink, ‘Meduna and the Origins of Convulsive Therapy’, American Journal of 

Psychiatry 141, no. 9 (1984): 1034–41 and Niall Mccrae, ‘“A Violent Thunderstorm”: 
Cardiazol Treatment in British Mental Hospitals’, History of Psychiatry 17 (2006): 67–90.

21	 For historical overviews see also G.E. Berrios, ‘The Scientific Origins of Electrocon-
vulsive Therapy: A Conceptual History’, History of Psychiatry viii (1997): 105–19 and 
Edward Shorter and David Healy, Shock Therapy: A History of Electroconvulsive Treat-
ment in Mental Illness (Rutgers University Press, 2007).

22	 See discussion in Laura Hirshbein and Sharmalie Sarvananda, ‘History, Power, and 
Electricity: American Popular Magazine Accounts of Electroconvulsive Therapy, 1940–
2005’, Journal of the History of the Behavioral Sciences 44 (2008): 1–18.

23	 Braslow, Mental Ills and Bodily Cures, 104–11.
24	 For a contemporaneous discussion, see Barry Alan Kramer, ‘Use of ECT in California, 

1977–1983’, American Journal of Psychiatry 142, no. 10 (1985): 1190–92. This article 
reflects clinician concern that patients who might have benefitted from the procedure 
now found it difficult to access.

25	 For discussion see Jonathan Sadowsky, Electroconvulsive Therapy in America: The 
Anatomy of a Medical Controversy (Routledge, 2016).

26	 See for example the chapter on nerve tonics and other treatments in Janet Oppenheim, 
‘Shattered Nerves’: Doctors, Patients, and Depression in Victorian England (Oxford 
University Press, 1991), 110–40.

27	 J.F. Cade, ‘Lithium Salts in the Treatment of Psychotic Excitement’, Medical Journal of 
Australia 2, no. 10 (1949): 349–52.

28	 See Greg De Moore and Ann Westmore, Finding Sanity: John Cade, Lithium and the 
Taming of Bipolar Disorder (Allen & Unwin, 2016); and Gordon Johnson and Sam 
Gershon, ‘Early North American Research on Lithium’, Australian and New Zealand 
Journal of Psychiatry 33 (1999): S48–S53.

29	 For overviews, see Healy, The Creation of Psychopharmacology (Harvard University 
Press, 2004), 47–50 and Edward Shorter, ‘The History of Lithium Therapy’, Bipolar 
Disorders 11 (2009): 4–9.

30	 Cade, ‘Lithium Salts’, 351.
31	 For an overview of contemporary clinical applications see Constantin Volkmann, ‘Lith-

ium Treatment Over the Lifespan in Bipolar Disorders’, Frontiers in Psychiatry 11 
(2020): Article 377, 1–11.

32	 For a comprehensive overview see David Healy, The Creation of Psychopharmacology, 
77–101; see also Mary V. Seeman, ‘History of the Dopamine Hypothesis of Antipsy-
chotic Action’, World Journal of Psychiatry 11, no. 7 (2021): 355–64.

33	 Healy, Creation of Psychopharmacology, 109–10; for an early report on side-effects, in-
cluding extrapyramidal symptoms, see Irvin M. Cohen, ‘Complications of Chlorproma-
zine Therapy’, American Journal of Psychiatry 113, no. 2 (1956): 115–21.

34	 Sidney Malitz, et al., ‘A Two-Year Evaluation of Chlorpromazine in Clinical Research 
and Practice’, American Journal of Psychiatry 113 (1956): 544–45.

35	 See Angela Woods, The Sublime Object of Psychiatry: Schizophrenia in Clinical and 
Cultural Theory (Oxford University Press, 2011), 2–3.



54  Cures

36	 For its theorised effects on dopamine pathways, see Seeman, ‘History of the Dopamine 
Hypothesis’, 355–64 and Alan A. Baumeister, ‘The Chlorpromazine Enigma’, Journal 
of the History of the Neurosciences 22 (2013): 14–29.

37	 Jonathan Michel Metzl, Prozac on the Couch: Prescribing Gender in the Era of Wonder 
Drugs (Duke University Press, 2003), 12–13.

38	 See David Herzberg, Happy Pills in America: From Miltown to Prozac (Johns Hopkins 
University Press, 2009), 15–46 and Metzl, Prozac on the Couch, 127–63.

39	 See the account in David Healy, Let Them Eat Prozac: The Unhealthy Relationship Be-
tween the Pharmaceutical Industry and Depression (New York University Press, 2004), 
16–39 and Shorter, A History of Psychiatry, 320–24.

40	 Herzberg, Happy Pills in America, 175–91.
41	 On the evolution of the idea that depression is ‘just chemical’ see Jonathan Sadowsky, 

The Empire of Depression: A New History (Polity, 2021), 103–34; see also Sadowsky, 
‘Before and After Prozac: Psychiatry as Medicine, and the Historiography of Depres-
sion’, Culture, Medicine, and Psychiatry 45 (2021): 479–502.

42	 The psychiatrist and author David Healy has become a prominent advocate for patients 
reporting long-term side effects of SSRIs, including problems with sexual function. On 
Post-SSRI Sexual Dysfunction (PSSD) see David Healy, ‘Antidepressants and Sexual 
Dysfunction: A History’, Journal of the Royal Society of Medicine 113, no. 4 (2020): 
133–35.

43	 See Joanna Moncrieff, et al., ‘The Serotonin Theory of Depression: A Systematic Um-
brella Review of the Evidence’, Molecular Psychiatry 28, no. 8 (2022): 3243–56. For a 
characteristic reaction and response, see Lucie Bartova, et al., ‘Reply to: “The Serotonin 
Theory of Depression: A Systematic Umbrella Review of the Evidence”, Molecular Psy-
chiatry 28, no. 8 (2022): 3153–54 and Joanna Moncrieff, et al., ‘The Serotonin Hypoth-
esis of Depression: Both Long Discarded and Still Supported’, Molecular Biology 28, 
no. 8 (2023): 3160–63.

44	 Peter D. Kramer, Listening to Prozac (Fourth Estate, 1994); see also the discussion in 
Herzberg, Happy Pills in America, 175–82.

45	 See for example Metzl, Prozac on the Couch and Judith Kegan Gardiner, ‘Can Ms Pro-
zac Talk Back? Feminism, Drugs, and Social Constructionism’, Feminist Studies 21, no. 
3 (1995): 501–17.

46	 Between 2015 and 2018, around 13 per cent of Americans over the age of 18 report-
ing consuming anti-depressants, with higher rates for women in every age group: D.J. 
Brody and Q. Gu, ‘Antidepressant Use Among Adults: United States, 2015–2018’, 
NCHS Data Brief, no 377 (National Center for Health Statistics, 2020). Prescribing pat-
terns in England show a tripling of prescriptions for antidepressant items between 1998 
and 2018, the majority for SSRIs: Paul Bogowicz, et al., ‘Trends and Variation in Anti-
depressant Prescribing in English Primary Care: A Retrospective Longitudinal Study’, 
BJGP Open 5, no. 4 (2021).

47	 On the history of psychedelics see Lucas Richert, Break on Through: Radical Psychiatry 
and the American Counterculture (The MIT Press, 2019), 115–48; for some recent com-
mentary see Collin M. Reiff, et al., ‘Psychedelic-Assisted Psychotherapy’, American 
Journal of Psychiatry 177 (2020): 391–420 and Alan F. Schatzberg, ‘Some Comments 
on Psychedelic Research’, American Journal of Psychiatry 177 (2020): 368–69.

48	 For an historical overview, see Laura E. Bothwell and Scott H. Podolsky, ‘The Emer-
gence of the Randomized, Controlled Trial’, The New England Journal of Medicine 375 
(2016): 501–04.

49	 Theodore Porter, Trust in Numbers: The Pursuit of Objectivity in Science and Public Life 
(Princeton University Press, 2020).

50	 For a helpful overview of the complexities understanding ‘improvement’ in RCTs 
for people with non-severe depression, see Linsey McGoey, ‘Profitable Failure: Anti-
depressant Drugs and the Triumph of Flawed Experiments’, History of the Human Sci-
ences 23 (2010): 58–78; see also Felix Carrier, et al., ‘Ethical Challenges in Developing 



Cures  55

Drugs for Psychiatric Disorders’, Progress in Neurobiology 152 (2017): 58–69 and An-
gus Deaton and Nancy Cartwright, ‘Understanding and Misunderstanding Randomised 
Controlled Trials’, Social Science & Medicine 210 (2018): 2–21.

51	 John Forrester, ‘If p, Then What? Thinking in Cases’, History of the Human Sciences 9, 
no. 3 (1996): 1–25.

52	 For an overview of this perennial controversy see Agnes Petocz, ‘The Scientific Status of 
Psychoanalysis Revisited’, in Philosophy, Science, and Psychoanalysis: A Critical Meet-
ing, ed. Simon Boag, Linda A.W. Brakel and Velsa Talvitie (Routledge, 2015), 145–92.

53	 For the rise of clinical psychology and its relationship to broader dynamics of post-war 
American psychiatry see Andrew Scull, ‘The Mental Health Sector and the Social Sci-
ences in Post-World War II USA. Part 1: Total War and Its Aftermath’, History of Psy-
chiatry 22, no. 1 (2010): 11–14.

54	 On attempts to statistically validate psychoanalytic psychotherapies see Nathan Hale, 
The Rise and Crisis of Psychoanalysis in the United States: Freud and the Americans, 
1917–1985 (Oxford, 1995), 300–21.

55	 D. David, et al., ‘Why Cognitive Behavioral Therapy Is the Current Gold Standard of 
Psychotherapy’, Frontiers in Psychotherapy 9, no. 4 (2018).

56	 This is put forward in Farhad Dalal, CBT: The Cognitive Behavioural Tsunami: Mana-
gerialism, Politics and the Corruptions of Science (Routledge, 2018).

57	 Albert Ellis, ‘Rational Psychotherapy’, Journal of General Psychology 59 (1958): 35–
49; see also Luke Stark, ‘Albert Ellis, Rational Therapy and the Media of “Modern” 
Emotional Management’, History of the Human Sciences 10 (2017): 54–74.

58	 Aaron Beck, ‘Cognitive Therapy: Nature and Relation to Behavior Therapy’, Behavior 
Therapy 1, no. 2 (1970): 184–200.

59	 Stark, ‘Albert Ellis’, 59; Rachael I. Rosner, ‘The “Splendid Isolation” of Aaron T. Beck’, 
Isis 105, no. 4 (2014): 734–58.

60	 See Stark, ‘Albert Ellis’, 67–68; Rachel I. Rosner, ‘Manualizing Psychotherapy: Aaron 
T. Beck and the Origins of Cognitive Theory of Depression’, European Journal of Psy-
chotherapy and Counselling 20 (2018): 25–47. On the controversial history of EMDR 
and its links to NLP, see Gerald M. Rosen, ‘Revisiting the Origins of EMDR’, Journal 
of Contemporary Psychotherapy 53 (2023): 289–96.

61	 For general overviews of the efforts to visualise the brain, see Carl E. Schoonover, Por-
traits of the Mind: Visualizing the Brain from Antiquity to the 21st Century (Abrams, 
2010) and Matthew Cobb, The Idea of the Brain: A History (Basic Books, 2021); on the 
development of EEG see Cornelius Bock, Brainwaves: A Cultural History of Electroen-
cephalography, trans. Ann M. Hentschel (Routledge, 2018).

62	 ‘The Decade of the Brain’, Presidential Proclamation 6158, 17 July 1990, www.loc.
gov/loc/brain/proclaim.html.

63	 Matthew M. Nour, et al., ‘Functional Neuroimaging in Psychiatry and the Case for Fail-
ing Better’, Neuron 110 (2022): 2531. Most pertinently, observations do not map nicely 
onto diagnoses but appear common to several disorders: Zhiqiang Sha, et al., ‘Common 
Dysfunction of Large-Scale Neurocognitive Networks Across Psychiatric Disorders’, 
Biological Psychiatry 85 (2019): 379–88.

64	 Scott Marek, et al., ‘Reproducible Brain-wide Association Studies Require Thousands 
of Individuals’, Nature 603 (2022): 654–60.

65	 Nour, et al., ‘Functional Neuroimaging’, 2533. The kinds of questions asked about the 
brain are also relevant: see Joseph Dumit, ‘Plastic Neuroscience: Studying What the 
Brain Cares About’, Frontiers in Human Neuroscience 8 (2014): 176.

66	 The following is adapted from Elizabeth Roberts-Pedersen, ‘Towards a (Bio)cultural 
History of the Brain?’, History Australia 19 (2022): 15–60.

67	 For overviews and discussion see Simon D. Shorvon, The Idea of Epilepsy: A Medical 
and Social History of Epilepsy in the Modern Era (1860–2020) (Cambridge University 
Press, 2023) and Elisabeth M.S. Sherman, ‘Neuropsychological Outcomes After Epi-
lepsy Surgery: Systematic Review and Pooled Estimates’, Epilepsia 52 (2011): 857–69.

http://www.loc.gov/loc/brain/proclaim.html
http://www.loc.gov/loc/brain/proclaim.html


56  Cures

68	 Phrenology and eugenics are key examples: see James Poskett, Materials of the Mind: 
Phrenology, Race, and the Global History of Science, 1815–1920 (University of Chi-
cago Press, 2019); Marius Turda, ‘New Perspectives on Race and Eugenics’, The His-
torical Journal 51 (2008): 1115–24; The Oxford Handbook of the History of Eugenics, 
ed. Alison Bashford and Philippa Levine (Oxford University Press, 2010); Diane B. 
Paul, ‘Reflections on the Historiography of American Eugenics: Trends, Fractures, Ten-
sions’, Journal of the History of Biology 49 (2016): 641–58.

69	 See for example Marga Vicedo, The Nature and Nurture of Love: From Imprinting to At-
tachment in Cold War America (University of Chicago Press, 2013); John C. Burhman, 
Accident Prone: A History of Technology, Psychology, and Misfits of the Machine Age 
(University of Chicago Press, 2009); and Craig Haney, ‘The Psychological Effects of 
Solitary Confinement: A Systematic Critique’, Crime and Justice 47 (2018): 365–416.

70 Daniel Lord Smail, On Deep History and the Brain (University of California Press, 
2008), 10.

71	 Smail has also proposed that neurohistory can be regarded as a ‘branch of environmental 
history’: see Rob Boddice and Daniel Lord Smail, ‘Neurohistory’, in Debating New Ap-
proaches to History, ed. Marek Tamm and Peter Burke (Bloomsbury Academic, 2018), 
316. For an extensive overview of some of these themes see Julie Adeney Thomas, ‘His-
tory and Biology in the Anthropocene: Problems of Scale, Problems of Value’, Ameri-
can Historical Review 119 (2014): 1587–607, part of the ‘Roundtable: History Meets 
Biology’ section of that issue. See also J.R. McNeil, ‘Peak Document and the Future of 
History’, American Historical Review 125 (2020): 1–18 for discussion of ‘the mounting 
flood of historical evidence from the natural sciences.’

72	 Smail, On Deep History and the Brain, 114 and 148.
73	 See Max-Planck-Gesellschaft. ‘Epigenetics Between the Generations: We Inherit More 

than Just Genes’, ScienceDaily, www.sciencedaily.com/releases/2017/07/170717100548.
htm (accessed 21 November 2021). For a general overview see S.C.P. Williams, ‘Epi-
genetics’, PNAS 110 (2013): 3209, although see also Mark Ptashne, ‘Epigenetics: Core 
Misconcept’, PNAS 110 (2013): 7101–03 and David Penny, ‘Epigenetics, Darwin, and 
Lamarck’, Genome Biology and Evolution 7 (2015): 1758–60.

74	 Smail, On Deep History and the Brain, 127–30.
75	 Cristian Berco, ‘Perception and the Mulatto Body in Inquisitorial Spain: A Neurohis-

tory’, Past & Present 231 (2016): 33–60.
76	 William M. Reddy, ‘The Unavoidable Intentionality of Affect: The History of Emotions 

and the Neurosciences of the Present Day’, Emotion Review 12 (2020): 168–78.
77	 On this affinity see Larry S. McGrath, ‘Historiography, Affect, and the Neurosciences’, 

History of Psychology 20 (2017): 129–47. On ‘looping’ see Jeremy Trevelyan Burman, 
‘History from Within? Contextualising the New Neurohistory and Seeking Its Methods’, 
History of Psychology 15 (2012): 84–99.

78	 Rob Boddice, A History of Feelings (Reaktion, 2019), 10–11.
79	 Boddice and Smail, ‘Neurohistory’, 307.
80	 William Reddy, ‘Neuroscience and the Fallacies of Functionalism’, History & Theory 49 

(2010): 413 and generally 412–25.
81	 Ruth Leys, The Ascent of Affect: Genealogy and Critique (University of Chicago Press, 

2017), 1.
82	 McGrath, ‘Historiography, Affect, and the Neurosciences’, 142.
83	 See discussion in Charles T. Wolfe, ‘Introduction,’ in Brain Theory: Essays in Critical 

Neurophilosophy (Palgrave, 2014), 1–13.
84	 Reddy, ‘Fallacies of Functionalism’, 418.
85	 See for example Roger Cooter, ‘Neural Veils and the Will to Historical Critique: Why 

Historians of Science Need to Take the Neuro-Turn Seriously’, Isis 105 (2014): 145–54; 
for a more measured appraisal see Nikolas Rose and Joelle M. Abi-Rached, Neuro: 
The New Brain Sciences and the Management of the Mind (Princeton University Press, 
2013).

http://www.sciencedaily.com/releases/2017/07/170717100548.htm
http://www.sciencedaily.com/releases/2017/07/170717100548.htm


Cures  57

86	 As Smail puts it, it is ‘important for cognitive neuroscientists to learn how to come to 
grips with the brain’s historicity’: ‘Neurohistory in Action: Hoarding and the Human 
Past’, Isis 105 (2014): 113.

87	 McGrath, ‘Historiography, Affect, and the Neurosciences’, 143.
88	 Cooter, ‘Neural Veils’, 149.
89	 Boddice makes a similar argument, that ‘[w]e can no longer think in terms of nature and 

nurture, but only in terms of bioculture, which is not immune to history, but mutable’: 
Boddice and Smail, ‘Neurohistory’, 301–02.

90	 See Thomas Fuchs, ‘Are Mental Illnesses Diseases of the Brain?’, in Critical Neurosci-
ence: A Handbook of the Social and Cultural Contexts of Neuroscience, ed. Suparna 
Choudhury and Jan Slaby (Wiley, 2011), 331–44.



3
STATES

In addition to perpetual reform efforts in asylums and advances in therapeutics, 
the expansion of state functions impelled changes in the orientation of psychiatry 
and the political saliency of mental health. In particular, twentieth-century warfare 
accelerated the state’s interest in the health of its population and the prestige and 
importance of medicine in general. Psychiatry and related disciplines benefitted 
from this tendency, particularly in Anglo-American contexts, as concern with the 
psychological status of fighting men increasingly embedded psychiatric knowl-
edge into state infrastructure—not just the military and veteran entitlements, but 
the broader health system as well. While the effects were most pronounced after 
both world wars, as I will suggest below, the Vietnam War also had a significant if 
underappreciated impact on our psychiatric present. The special attention given to 
the damaged veterans of that conflict by a politicised group of clinicians, during a 
period in which American psychiatry was questioning its fundamental diagnostic 
apparatus, led to a profound shift in the way psychological trauma was understood, 
deployed, and legitimated by clinicians, patients, and governments in the last dec-
ades of the twentieth century. Longstanding controversies over its conceptual co-
herence notwithstanding, trauma and its effects now had a respectable home—in 
the third edition of the Diagnostic and Statistical Manual (DSM-III), published in 
1980, as the diagnosis of ‘Post Traumatic Stress Disorder’ (PTSD).

The impact of mass warfare on ideas about mental health occurred in the con-
text of growing state interest in the health of the populations they governed. His-
torians of public health point to two distinct if at times overlapping phases in its 
modern development. The first, which spans the nineteenth century and the early 
decades of the twentieth century, was characterised by the manipulation of the 
external environment to control infective agents that spread endemic illnesses like 
tuberculosis, smallpox, and venereal diseases. In many cases, this was effected not 

DOI: 10.4324/9780429351464-4

https://doi.org/10.4324/9780429351464-4


States  59

just by sanitation works but by enforcing what the historian Alison Bashford de-
scribed, in the imperial context, as ‘lines of hygiene’—demarcations and contain-
ment measures like quarantine stations, fever wards, asylums, and lock hospitals 
that separated the healthy from the sick.1 The second phase, which began in the 
early twentieth century, involved the state’s pursuit of healthy populations through 
a combination of applied medical science (vaccination, for example) and various 
social policies and programs.2 Some scholars also argue for a third phase, dating 
from the late 1970s, in which governments ceded ultimate responsibility (and thus 
prospective opprobrium) to the citizen-consumer.3 While I address some themes 
of this latter phase in the final sections of this chapter, the connections between 
wartime and developments in mental health that I consider here sit squarely in the 
second phase. Indeed, in many ways the experience of mass warfare accelerated 
and expanded the remit of public health and, in so doing, solidified mental health 
as an object of government concern.

This interconnection is underscored by the fact that conceptualisations of psy-
chiatric disorders and mental health during both world wars replicated a key preoc-
cupation of public health policy during this period: the importance of prevention. 
Fostered by the mental hygiene movement, this ideal encompassed not only tar-
geted therapeutic interventions but also policies that viewed individuals and fami-
lies in hereditarian terms—a position in line with the eugenicist imperatives that 
circulated widely in the first half of the twentieth century. While historians have 
emphasised eugenics’ broad agenda and political flexibility, at the core of the eu-
genicist worldview was the application of an ‘evaluative logic’ to reproduction—a 
racialised ideal achieved by preventing those designated unhealthy, diseased or 
otherwise damaged from reproducing.4 As we will see, this had particularly sinister 
ramifications in a state like Nazi Germany, where sweeping racial and ‘hereditary 
health’ laws enacted in the 1930s not only mandated sterilisation for various groups 
on spurious medical, psychiatric, and racial grounds but also supplied justifications 
for the ‘euthanasia’ of children and adults deemed ‘unworthy of life.’ In this way, 
the Nazis vastly escalated and expanded the ‘negative’ eugenicist policies already 
in place in other nations, including the United States, where tens of thousands of 
people were sterilised under state statutes.5

As noted earlier, the mental hygiene movement also displayed a certain eugeni-
cist sensibility that prefigured official reactions to the psychiatric problems caused 
by both world wars. The term ‘hygiene’ was itself implicative, an echo of the more 
sinister ‘racial hygiene,’ and conjured a systematised, scientific approach to ‘pre-
serving’ or ‘safeguarding’ health, achieved by technocratic measures applied 
most vigorously to problem groups like the urban poor.6 Here, again preven-
tion was the watchword. For individuals with serious mental illness, this might 
mean prompt access to standard psychiatric help, including voluntary hospitali-
sation and effective aftercare upon release. But prevention also meant casting 
the net wider, enlisting several other categories of experts, including psycholo-
gists, sociologists, social workers, and welfare officers, to diagnose and combat 
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the various social ills—alcoholism, prostitution, delinquency—that led to mental 
instability and illness. As outlined in the Introduction, in the United States mental 
hygiene was energetically promoted by the patient-turned-advocate Clifford Beers 
and the psychiatrist Adolf Meyer. While Beers was most concerned with the wel-
fare of institutionalised patients, Meyer promoted mental hygiene as something 
more encompassing—not ‘mere child psychiatry and a diluted general psychiatry,’ 
but ‘an intimate study and public education in favour of those factors which make 
for mental health in a positive, creative, and not merely a passive or mending way.’7 
In this way, mental hygiene reflected both Meyer’s theoretical expansiveness and a 
broader Progressive-era interest in social reform.

Finally, growing medical and official interest in the psychological status of chil-
dren reinforced the relationship between mental health and the health of the nation, 
insofar as the production of healthy ‘normal’ children was the ultimate preventative 
strategy. Here, there was a direct relationship with psychiatry’s aetiological preoc-
cupations. Psychiatry and the related psy disciplines had always been interested 
in childhood. Doctors who treated the hospitalised insane had long proposed that 
madness ran in families, and that early signs of hereditary insanity were observable 
in children.8 Outside the asylum, the psychopathologies of childhood were central 
to psychoanalytic theorising.9 This interest in children’s psychological health coa-
lesced with a broader medical interest in the health of children that had begun at 
the end of the nineteenth century and sought to improve both the bodies and minds 
of the working classes.10 This tendency was inflated by the medical scrutiny of 
soldiers during the First World War. The ability to measure height, weight and (pur-
portedly) intelligence promulgated extensive national literatures on the health of 
the male population and prompted further public health measures aimed at produc-
ing healthy children, such as adequate nutrition.11 It also spawned increased scru-
tiny of parents and, with escalating intensity, the role of mothers in guaranteeing 
physically and mentally healthy offspring. In the first half of the twentieth century, 
‘scientific’ childcare thus expanded to include not just correct nutrition, sanitation, 
and other forms of bodily care, but also the production of emotional health as un-
derstood through prevailing (and always changing) psychological paradigms. This 
national dimension justified the inroads of various forms of psychological exper-
tise into the fields of child guidance, marriage guidance, and pedagogy, while also 
underscoring the importance of managing the psychopathologies of the adults on 
whom children depended.12 Containing the psychological damage of wartime was 
one front in this effort.

The impact of mass warfare

As with medicine in general, the theory and practice of psychiatry were deeply 
impacted by the world wars, with both conflicts doing much to cement mental 
health as an individual objective and as a diffuse object of public policy. Mass 
warfare required psychiatrists and other clinicians to practise at scale; it also 
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demonstrated the vulnerability of non-institutionalised people—and, most cru-
cially, non-institutionalised men—to crippling psychological distress. Of course, 
the psychological effects of wartime were not confined to combatants, especially 
in the Second World War, when civilians were the explicit target of aerial bom-
bardment, forced displacement, and genocide. But when it came to soldiers them-
selves, wartime posed searching questions about professional duty and individual 
conscience, encapsulated in the characteristic wartime conundrum: was the role 
of the clinician to treat the patient or to serve the nation? Demand for manpower 
meant that these objectives were not always in agreement. For example, a soldier 
exhibiting characteristic symptoms of shell shock during the 1916 Battle of the 
Somme might be best served therapeutically by evacuation from the horrors of 
the frontlines. But could his military unit afford him to be absent? Were military 
objectives best achieved by a psychiatric diagnosis or by disciplinary action? Did 
psychological distress constitute a war injury and thus furnish grounds for a pen-
sion? Negotiating largely irresolvable tensions between therapeutic necessity, dis-
cipline, and fiscal prudence would be an ongoing problem for military psychiatry 
in both world wars.

These problems were particularly pronounced in the First World War. One stark 
if uncommon outcome was the execution of soldiers who may have qualified for a 
diagnosis of ‘shell shock’ or similar conditions on the grounds of cowardice, deser-
tion, and associated offences. In the British Army, around 350 men were executed 
during the conflict, a proportion of whom were likely suffering the psychological 
effects of trench warfare; in other national armies, the figures were likely much 
higher.13 But for most soldiers suffering psychiatric symptoms, the outcome was 
less extreme. By the middle years of the war, it was clear to most armies on the 
Western Front that the terrors of attrition warfare—the relentless shell bombard-
ments, the pointless charges into no man’s land, the corpses hanging on the barbed 
wire—were producing psychiatric distress in many men. And, if no one could agree 
on the precise aetiology of what British personnel were now calling ‘shell shock,’ 
the sheer number of men made it a logistical problem above all else, reducible to a 
simple question: when a soldier suffering from characteristic symptoms presented 
to a regimental aid post, how should the presiding Medical Officer respond?14 Evi-
dence from the wave of psychiatric casualties that swamped the British on the 
Western Front in the middle of 1916 suggested that the reflex was to evacuate shell 
shock casualties to base hospitals, where soldiers either recovered and returned 
to the lines or, more concerningly, remained symptomatic and incapable of ac-
tive duty. Under the guidance of Charles Myers, the psychologist who first used 
the term ‘shell shock’ in the medical literature, the British Army developed a new 
procedure to deal with these cases. Instead of evacuating them to the rear, soldiers 
would be sent to so-called ‘rest centres’ close to the frontlines, with a clear message 
that they were expected to recover and return to the fighting. Only the most serious 
cases would be sent to the base hospitals, and fewer still back to England, if these 
efforts of ‘forward psychiatry’ failed.15



62  States

This was prevention in action. An important principle thus emerged, one that 
was again expounded in the Second World War, but that also foretold a conse-
quence of the emerging relationship between mass society and psychiatry: that 
increasingly, clinicians’ primary concern would not be the institutionalised ‘insane’ 
but the walking wounded, people who were not ‘mad’ but distressed, often due to 
external circumstances. This type of patient did not necessarily require hospitalisa-
tion but could be treated with a combination of uncomplicated interventions—for 
the frontline soldier, sleep, food, fresh clothes, a gradual return to activity, and, if 
further help was required, attenuated versions of the newer talking therapies. If 
such intervention was swift and appropriate, the loss of function was temporary. 
In this way, psychiatry abetted the machinery of wartime: when men broke down, 
they were sent for repair. This was the more efficient and cost-effective approach, 
even if some of these men wore out eventually.

This is not to say that the First World War did not produce its share of what asy-
lum doctors would have recognised as insanity. Some soldiers were clearly tipped 
into madness by the grim terror of their experiences, and in the interwar period, 
hundreds of ‘forgotten lunatics’ from the First World War remained in British psy-
chiatric hospitals, many of them working-class soldiers subsisting on meagre pen-
sions.16 Periodic outcries about their condition competed with a broader official 
anxiety about the size of the pensions bill, a situation the authorities hoped to avoid 
in the next war. The Americans were particularly active in this regard, rolling out 
a vast ‘pre-selection’ scheme aimed at excluding men thought to be predisposed to 
psychiatric breakdown.17 Even so, in the immediate aftermath of the Second World 
War, the Veterans’ Administration struggled to cope with the sheer number of neu-
ropsychiatric cases requiring treatment, which in 1946 comprised an estimated 
60 % of all beds in the VA system and contributed to the uneasy sense that many 
veterans were irreparably damaged.18 At the same time, this aggregation prompted 
important administrative changes to psychiatric terminology. While endemic im-
precision had always frustrated clinicians in peacetime, it caused significant prob-
lems in the harried atmosphere of wartime, where standardised paperwork was 
vital for managing men within military bureaucracies. As head of Army Psychiatry 
in the United States, William Menninger developed the ‘Medical 203’ classifica-
tion system, which expanded diagnostic categories to include circumstantially in-
duced pathologies. This formed the basis of the first edition of the Diagnostic and 
Statistical Manual (DSM) published in 1952, supplanting the prior classification 
system (the Statistical Manual for the Use of Institutions for the Insane) designed 
for asylum populations.19 This publication not only signalled the rising prestige 
of psychiatry within the medical landscape of post-war America but also fostered 
aspirations of making psychiatry and mental health universal.

The Vietnam War

If the world wars taught hard lessons about the practice of psychiatry at scale, clini-
cal responses to the Vietnam War shifted emphasis to the more direct intersections 
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of mental distress and politics. Much of this formed around questions of violence 
and its meanings. As with other professional associations, the Vietnam War was a 
persistently divisive issue for the APA over the course of the conflict, pitting anti-
war psychiatrists against their more conservative peers. Though not universal, 
anti-war sentiment among the membership was widespread, and from the late six-
ties, the APA leadership experienced mounting pressure to publicly denounce the 
war on clinical grounds. Yet when the Board of Trustees finally did this in May 
1971, characterising the war as promoting ‘alienation, dehumanization, and divi-
siveness among the American people,’ some members wrote to the American Jour-
nal of Psychiatry in protest.20 One correspondent was ‘disturbed at the idea of our 
association being used by some members as a platform for the expression of ex-
treme left-wing political ideology’; it ‘carries the prestige of psychiatry into what 
I consider an illegitimate area,’ argued another.21 Another was to ask searching 
questions about the relationship between professional duty and civic conscience, 
particularly as the draft escalated. Was issuing a draft exemption on a thin clinical 
pretext a justifiable act of civil disobedience or a dereliction of professional duty? 
In such cases, what were the long-term ramifications of designating a young man 
psychiatrically unfit?22 Finally, how should anti-war psychiatrists regard the mili-
tary psychiatrists who treated American soldiers for the psychiatric damage the war 
had inflicted? Wartime had always prompted tension between military necessity 
and psychiatrists’ therapeutic impulses, but the conviction that the Vietnam War 
was unjust provoked outright criticism of military psychiatrists’ claims to practise 
neutral medicine. As one disaffected former head of a neuropsychiatric unit put 
it, ‘rigid and archaic military nosology’ could not account for the many patients 
whose symptoms stemmed from their ‘confrontation with the tragic absurdity’ of 
killing or being killed in a ‘meaningless military exercise’ and whose ‘entire being 
is devoted to extricating [themselves] from the situation.’23 Another letter writer 
chided military psychiatrists for being ‘too busy or too enamored with the task of 
secondary and tertiary prevention to ponder what primary prevention might have 
meant to the 13,000 Americans and the uncounted Vietnamese who have already 
died in the war.’24

Military psychiatrists exhibited their own scepticism towards the claims of anti-
war psychiatrists, repeatedly pointing to low hospitalisation rates as evidence of 
soldiers’ good morale and the military’s careful planning.25 But this argument be-
came less tenable as the war progressed and the focus shifted from the psychiatric 
management of serving soldiers to the problems of veterans back in the United 
States. Critics pointed out that far from averting psychiatric harm, the 12-month 
tour meant that many soldiers broke down after discharge and were therefore never 
reflected in the military’s casualty numbers.26 Moreover, when veterans did show 
psychiatric symptoms, military and anti-war psychiatrists disagreed over the nature 
of their debility. The image of the Vietnam veteran as dangerously unstable and 
prone to violence was a staple of anti-war activism and reflected the conclusions 
of prominent anti-war clinicians like Chaim Shatan and Robert Jay Lifton, as well 
as older fears about returned soldiers as a vector for social unrest.27 Shatan’s 1972 
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article in the New York Times—the first to use ‘Post-Vietnam Syndrome’ as a clini-
cal label—described the ‘violent impulses against indiscriminate targets’ provoked 
by counterinsurgency training and the difficulties of veterans in controlling these 
impulses in the face of ‘ambivalence’ back home.28 Lifton also emphasised the 
‘bursts of anger’ emanating from the veterans he encountered in stateside therapy 
groups, eruptions that underscored the ‘rage and impulses towards violence’ the 
Vietnam experience instilled.29 In contrast, an official 1970 study of 50 returnees 
insinuated that the threat of violent veterans had been exaggerated for political rea-
sons and that while ‘the combat veteran may be more likely to talk about violence,’ 
they were ‘no more likely to behave violently.’ Quoting from the seminal Second 
World War psychiatric treatise Men Under Stress, the authors reassured readers that 
‘[n]ormal men nurtured by American civilization do not care to kill,’ even when 
circumstances legitimated it.30

Yet evidence from Vietnam suggested otherwise. By the late 1960s, reporting 
on American activities in Vietnam had become more robust, fuelling public un-
easiness about the expansion of the pacification program and the failure of the Tet 
Offensive—a sentiment emphatically compounded as revelations of the My Lai 
massacre emerged at the end of 1969.31 In this context, the fear that Vietnam was 
turning ‘ordinary American boys’ into rage-filled killers intensified. As in previous 
wars, there was some acceptance that every army had its share of ‘psychopaths’ 
and ‘sadists,’ and there was at least one investigation into the childhoods of soldiers 
confessing to excessive violence for evidence of pathology.32 Soldiers’ illicit drug 
use was also of concern.33 Most worrying, however, was the notion that for other-
wise ordinary soldiers, the war had normalised the killing of defenceless civilians 
and replaced soldiers’ guilt reactions with indifference. As the psychiatrist William 
Gault put it in a tellingly equivocal formulation, ‘when soldiers observe or perpetu-
ate slaughter, they often feel profoundly and enduringly guilty, and often they do 
not.’34 Gault had spent 2 years at Fort Knox observing soldiers returning from Vi-
etnam and emphasised the influence of situational factors in perpetuating violence 
against civilians: the perception of a pervasive but hidden enemy, the ‘desperate 
trust and loyalty’ that formed within combat units, the dehumanising of all Viet-
namese by racist epithets. ‘I am unwilling to attempt to draw any large lessons from 
my observations,’ Gault concluded. ‘But I think it safe to say that in Viet Nam a 
number of fairly ordinary young men have been psychologically ready to engage 
in slaughter and that moreover this readiness is by no means incomprehensible.’35

While this violence against civilians bolstered the moral arguments of the anti-
war movement, the perpetrators themselves also served an important function for 
anti-war clinicians. Indeed, far from being reviled, the killer GI became both a 
symbol of the war’s illegitimacy and its special brand of victim. In this regard, 
it was vital that the soldier who ‘slaughtered’ was not written off as a bad apple 
but instead viewed as the offshoot of a rotten tree—blameless, and capable of re-
form via skilled therapy. This was particularly true of the soldier who attended the 
group therapy sessions sponsored by the Veterans’ Administration (VA) or the more 



States  65

informal ‘rap’ groups run by the Vietnam Veterans Against the War (VVAW), the 
organisation that convened the Winter Soldier hearings in Detroit in early 1971.36 
While this attitude unsettled some observers, who felt that overly solicitous thera-
pists were offering veterans ‘absolution’ for war crimes, bestowing on veterans the 
double status of perpetrator-victim allowed theorists like Lifton to position them 
within a diagnostic lineage, as traumatised ‘survivors.’37 Throughout the 1950s and 
1960s, a burgeoning literature on the suffering of Holocaust survivors had empha-
sised the persistence of victims’ guilt feelings, due in part to an unconscious and 
defensive identification with their persecutors.38 For Vietnam veterans, theorised 
Lifton, this identification, while no less anguished, was actual rather than sym-
bolic, grounded in the veterans’ dual identity, and manifested in the bursts of anger 
and ruminative guilt that characterised Post-Vietnam Syndrome.39 From this van-
tage point, the ordinary American boys who razed Vietnamese villages and shot the 
inhabitants were themselves suffering from a psychic wound. As one veteran seek-
ing admission to a VA psychiatric hospital put it, ‘I have lost the sanctity of life.’40

In addition to making the morality of the war (though not, it is important to 
emphasise, the morality of individual soldiers) a clinical matter, Post-Vietnam Syn-
drome also rejected an exclusively interior model of psychic conflict, insisting on 
the primacy of actual events in evaluating psychiatric distress. The psychiatrist 
Stephen Howard, who in 1968 served as a battalion surgeon in Vietnam, empha-
sised the necessity of therapists who understood combat conditions, especially ‘the 
ability and even desire to kill,’ and who could resist the impulse to rationalise 
away ‘anguish, horror, and guilt.’ Like the suffering of Holocaust survivors, veter-
ans’ pain was caused by ‘real acts and events,’ not unconscious and largely sym-
bolic conflicts.41 Acknowledging this context had important practical effects. Just 
as sympathetic clinicians had argued to the West German reparations authorities 
that the psychological suffering of Jewish survivors stemmed not from claimants’ 
pre-existing conditions but the singular nature of Nazi violence, anti-war clini-
cians posited that the Vietnam War had caused American soldiers to commit acts 
of moral trespass that were profoundly damaging to the psyche.42 The government 
owed these men not just medical care but exculpation. To regard Post-Vietnam 
Syndrome as just another analogue of combat neurosis is therefore inaccurate. In-
stead, it was intended as both a diagnosis and a moral commentary on an unjust war 
in which the character of the animating violence held a central place.

Post-Vietnam Syndrome’s tenure as a discrete disorder in public view was 
short-lived. From the mid-1970s consultations on the third edition of the DSM 
produced—cynics might say ‘orchestrated’—sufficient clinical evidence for the 
creation of an encompassing diagnosis for patients suffering from ongoing trau-
matic stress. While there was initial resistance from clinicians who argued that 
veterans’ symptoms were adequately explained by existing anxiety and substance 
abuse syndromes, anti-war clinicians like Lifton and Shatan were undeterred and 
played significant roles in collecting and then interpreting the clinical data that 
convinced Robert Spitzer, the initially sceptical chair of the DSM taskforce, of 
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the validity of the disorder.43 Post-Vietnam Syndrome and the survivor syndromes 
that preceded it coalesced in the more generalised diagnosis of post-traumatic 
stress disorder (PTSD), which debuted with the 1980 release of DSM-III. What-
ever misgivings clinicians may have had about a loss of specificity were overtaken 
by pragmatic concerns. For veterans and other patients suffering from the long-
term effects of traumatic events, PTSD gave them a legitimating diagnosis that 
could help facilitate access to medical care, especially as it recognised that symp-
toms could emerge long after the initial trigger.44 And, in keeping with DSM-III’s 
embrace of an empirically derived rather than abstractly theorised classification 
model, it removed some of the stigma of the highly subjective, psychoanalytically 
informed diagnostic schemas that regarded a patient’s defective personality as the 
main driver of psychiatric illness.45 This shift in focus from the patient to the pre-
cipitating event essentially reversed the diagnostic burden of proof, implying that 
certain catastrophic events would damage almost anyone.46

Yet there were costs to such an approach. As its critics have noted, PTSD is not 
only neutral when it comes to the role of patients’ personalities in fostering psychiat-
ric symptoms but also ecumenical in its ascription of traumatic effects. In this sense, 
while the sufferings of Holocaust survivors or Vietnam veterans might be charac-
teristic, they are not constitutive. Once a certain threshold of seriousness is reached, 
PTSD is inclusive, its diagnostic criteria satisfied equally by a Holocaust survivor, 
a victim of a serious car accident, a target of an armed robbery, and, ultimately, a 
villager whose family was massacred in a pacification raid and the GIs who did the 
killing.47 It is not just that PTSD ‘amoralised’ or ‘decontextualised’ trauma, as its 
critics have claimed, but that it also diverted scrutiny from the specific character 
of the violence underlying patients’ symptoms.48 In doing so, it reduced the pos-
sibilities for incorporating socio-political commentary into clinical work. Therapy 
no longer required a moral accounting, nor an examination of the institutions and 
actions that had made the violence possible. Clinicians worked to erase patients’ 
symptoms with therapy and, increasingly, medication. Over time, these treatments 
were written into military budgets as operational expenditure, making PTSD a cost 
but not a critique of war. Rising contemporary interest in the concept of ‘moral 
injury’ suggests that many service personnel and veterans find PTSD to be an unsat-
isfactory framework for understanding their experiences, particularly if they have 
participated in the morally contentious wars in Iraq and Afghanistan.49

If militaries’ acceptance of PTSD worked to depoliticise the psychological dam-
age wrought by war, in other settings PTSD and the broader field of trauma theory 
made other kinds of psychological suffering visible. During the 1980s and 1990s, 
work by feminist clinicians such as Judith Lewis Herman reinscribed victims of 
sexual violence, domestic violence, and child abuse as trauma survivors, arguing 
that damage could accrue over long periods, that symptoms could be dormant for 
long periods and—controversially—that individuals might unknowingly suppress 
traumatic memories as a survival strategy.50 In these formulations, traumatic expe-
rience appeared as a common occurrence, particularly for women, often fostered 
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in childhood, demonstrable via the Adverse Childhood Experience scoring system, 
and thus a means of political critique.51 The concept of intergenerational trauma, 
and allied concepts like historical and racial trauma, serves a similarly important 
function for advocates of reparative justice. Originally understood as a form of 
psychodynamic dysfunction in the families of Holocaust survivors, intergenera-
tional trauma is now increasingly proposed as an epigenetically mediated form of 
inherited stress, and thus applicable to the descendants of people subjected to his-
torical violence and mistreatment, including the enslaved and the colonised, over 
and above the contemporary stressors produced by racism and socioeconomic dis-
advantage.52 At the same time, the reconceptualisation of intergenerational trauma 
in these biomedical terms could prove problematic for constituencies seeking to 
articulate the magnitude of historical wrongs while also avoiding malign imputa-
tions of permanent pathology.

New explanatory models of intergenerational trauma are one example of the way 
trauma theory has adapted to psychiatry’s reigning biomedical framework. More 
broadly, there have also been calls to reframe PTSD as a ‘systemic illness,’ one that 
transcends traditional medical specialities, a position supported by clinicians’ turn 
towards biological and ‘neuro’ interventions like the psychopharmaceuticals, REMD 
and NLP techniques discussed in the previous chapter.53 These developments sug-
gest that trauma can now be posited as both culturally and individually pervasive: 
rife in the population and in traumatised bodies themselves. Political claims about 
mental health also have purchase here. In his bestselling The Body Keeps the Score, 
trauma clinician Bessel van der Kolk suggests that trauma is ‘arguably the greatest 
threat to our national well-being,’ a situation that can only be remedied by ‘a mas-
sive effort to help children and adults learn to deal with the fear, rage, and collapse’ 
that are ‘the predictable consequences of having been traumatized.’54

Psychiatry and state repression

The ructions in the APA during the Vietnam War foreshadowed another contro-
versy about professional ethics in operational settings: the involvement of Ameri-
can psychologists in the ‘enhanced’ interrogation techniques used on inmates of the 
Guantanamo Bay detention centre and other sites at the height of the War on Terror. 
Whereas the APA and the American Medical Association (AMA) had restricted 
their members’ participation in these practices as contrary to their healing oaths, 
a mixture of patriotism and financial inducements fostered a warmer relationship 
between the leadership of the American Psychological Association (ApA) and na-
tional security officials. This resulted in what one critic characterised as a kind of 
‘motivated ignorance,’ in which the prospect of prestige and funding overruled 
ethical concerns.55 In October 2005, the ApA President Ronald F. Levant travelled 
to Guantanamo Bay with other observers, a trip he regarded as ‘an important op-
portunity for the Association to provide input on the question of how psychologists 
can play an appropriate and ethical role in national security investigations.’56 Soon 
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emissaries from the CIA and the Department of Defence were questioning experts 
like Martin Seligman, famous for developing the concept of ‘learned helplessness,’ 
on how to best prepare American POWs for the rigours of capture—knowledge 
they also applied to the interrogation of detainees in American custody.57 Accord-
ing to an investigation commissioned by the ApA’s Board of Directors in response 
to significant internal dissent and public pressure, the ApA leadership also cooper-
ated with US Department of Defense officials to produce ethics guidelines that 
did not preclude psychologists’ participation in interrogations. The investigation 
concluded that the main motivation for this cooperation was to ‘curry favour with 
DoD,’ as well as ‘create a good public-relations response, and to keep the growth 
of psychology unrestrained in this area.’58

While the disputes over American clinicians’ involvement in the Vietnam War 
and the War on Terror are comparatively recent controversies, the history of psy-
chiatry and adjacent disciplines’ involvement with repressive regimes across the 
course of the twentieth century suggests that psychiatry is capable of fostering both 
collusion and resistance to authoritarianism. Perhaps the most notorious example is 
Nazi Germany. It is no surprise that Nazism was reflexively hostile to the ‘Jewish 
science’ of psychoanalysis, and that Jewish and anti-fascist analysts in Germany 
and then Austria soon perceived their lives to be in danger. After the Anschluss, the 
elderly Freud and his immediate family went into exile in London, the most promi-
nent example of the émigré clinicians who left the continent before the war. (Not so 
four of Freud’s sisters who, unable to leave Vienna, died in the Holocaust.)59 A small 
number of racially vetted psychoanalysts colluded with the regime, participating in 
a de-Judaised, Nazified form of psychotherapy that emphasised the psychic impor-
tance of serene integration into the Volksgemeinschaft.60

The situation for institutional psychiatrists was different. Indeed, for clinicians 
who supported the regime or were willing to compromise with it, there were new 
professional opportunities as the state ‘coordinated’ the profession and put it to 
work on its racial projects. This was not just about ‘de-Judaising’ Germany but 
purifying the Aryan race itself, meaning there was no place for the mentally de-
fective in the new Germany. Initially, the Nazis persecuted the mentally ill and 
the physically and intellectually disabled by way of marriage proscriptions and 
compulsory sterilisation—the latter not unfamiliar to the Western democracies, 
as we have seen.61 But as with other aspects of Nazi racial policy, these measures 
escalated rapidly, especially after the declaration of war in September 1939. The 
first targets were infants and young children institutionalised due to physical and 
mental disabilities. Between October 1939 and the end of the war, some 5000 
children were murdered, usually by lethal overdose, in a secretive (although not 
unknown) child ‘euthanasia’ project coordinated by the Führer Chancellery. This 
predated the Aktion T4 program that began in January 1940 and saw institution-
alised adults gassed to death in six purpose-built facilities in Germany and Aus-
tria. While concern about public disquiet called an official halt to this centralised 
killing in August 1941, for the rest of the war euthanasia wards in individual 
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institutions continued to murder disabled adults and psychiatric patients via lethal 
overdoses and starvation. An estimated 70,000 adults were killed during the cen-
tralised ‘euthanasia’ phase; perhaps one hundred thousand more were murdered 
during the ‘decentralised’ period.62

Psychiatrists, neurologists, and other clinicians colluded in this mass murder 
out of ideological conviction or for professional advancement, as well as for ac-
cess to research material; the Clinic for Psychiatry and Neurology at Heidelberg 
University and the Brandenburg-Görden State Hospital were two organisations that 
regarded the euthanasia program as a research opportunity.63 Other moral compro-
mises continue to generate controversy. In Vienna, the physician Hans Asperger (of 
‘Asperger’s syndrome’ fame) and his staff were careful to protect the children in his 
Paediatric Clinic from the child euthanasia program. Yet Asperger also appears to 
have participated in that same program in a modified way, on at least two occasions 
sending a child to the Am Spiegelgrund clinic where euthanasia murders were car-
ried out. A sympathetic interpretation is that Asperger was unclear on what exactly 
was happening in these institutions and that because the Nazis always doubted As-
perger’s loyalty, these shows of cooperation kept his clinic children safe. A bleaker 
view is that Asperger, like many of his colleagues, could countenance the killing of 
‘unworthy’ children, just not the highly intelligent ‘little professors’ in his clinic.64

The mass murder of psychiatric patients and other institutionalised people is 
closely linked to the Nazis’ other exterminatory projects. Historians of the Holo-
caust such as Henry Friedlander have argued that the murder of institutionalised 
children and adults did not just test German public opinion on state-sanctioned 
mass killing but also produced practical knowledge about the infrastructure and 
expertise required for genocide.65 The murder of patients by clinical personnel in 
reputed medical settings thus fed the wider machinery of extermination in several 
ways. Inside Germany, the ‘euthanasia’ gassing facilities were repurposed to kill 
sick and exhausted concentration camp inmates and, during the war, forced labour-
ers ill with tuberculosis and nursing home residents taking up hospital beds. As the 
war expanded in the east, euthanasia personnel were redeployed to extermination 
camps in Poland. Finally, the euthanasia programs within Germany pre-empted the 
genocide of Europe’s Jewish communities by targeting German-Jewish patients in 
institutions on racial rather than medical grounds. Few remained alive to be de-
ported eastwards. In Eastern Europe, too, some psychiatric hospitals housing Jew-
ish patients were simply ‘cleared’ during liquidation actions: in August 1942, for 
example, around 100 patients at the Zofiówka Hospital near Warsaw were summar-
ily shot.66 Such atrocities were in addition to the general risks of starvation and ne-
glect for vulnerable institutionalised patients. In occupied France, for example, up 
to 45,000 asylum inmates are thought to have died from starvation during the war.67

While the situation in Nazi Germany was extreme, in the Soviet Union psychia-
try was also bent to state ends. Western scholarship on Soviet psychiatry has tended 
to emphasise two themes: first, its Pavlovian rather than Freudian bent and, second, 
its use against dissidents (an issue that came to prominence in the 1970s).68 While 
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both characterisations are accurate to a degree, they do not tell the full story of So-
viet psychiatry, which at least until the Stalin period had much in common with the 
psychiatry practised in Europe and the Anglo-American world. From the end of the 
nineteenth century, Russian clinicians forged strong transnational connections with 
practitioners in Europe and in the Anglo-American world. War and revolution in 
the first decade of the twentieth century disrupted but did not eliminate these links; 
nor did they destroy the international sensibility crucial to the circulation of psychi-
atric knowledge during this period. Indeed, throughout the 1920s the government 
actively supported a Soviet psychiatry that was transnational in outlook, albeit in-
creasingly orientated toward state ends—one also that emphasised the importance 
of extraneous environment factors, the possibility of rehabilitation, and the corre-
sponding virtues of early intervention.69 Of course, much of this was ideologically 
congruent. In the years after the Revolution and Civil War, the Communist Party 
was particularly receptive to psychiatrists who claimed that conditions of extreme 
inequality caused nervous disorder and general ill health, and that experts were 
needed to remediate the trauma of more recent war and deprivation, especially 
the damage done to children.70 For their part, Soviet psychiatrists, under-resourced 
like their counterparts elsewhere, relished the possibility of increased funding and 
professional advancement.

This focus on external factors was in keeping with developments in broader 
psychiatric thought and practice in the interwar period. For most of the 1920s, So-
viet clinicians continued to participate in international conferences and exchanges, 
receiving foreign visitors and sending their students to train in foreign universities. 
Advances in psychiatry during this period were ‘fruits of exchanges and borrow-
ings that were multidirectional, reformulated into a project that was new and co-
herent.’71 Soviet clinicians’ embrace of the mental hygiene movement is a case in 
point. Leading figures like Lev Rozenshtein had read Adolf Meyer and shared his 
views on the multiple factors that might cause mental distress. Meyer would even-
tually visit the Soviet Union on a lecture tour in June 1933. Soviet psychiatrists also 
espoused the value of early intervention in non-institutional settings. Like their 
counterparts in the United States, Soviet clinicians believed that there was a deep 
well of unrecognised pathology in the community at large, and that shifting clinical 
efforts from the asylum to the general population would ultimately relieve pres-
sure on the overcrowded institutions that cared for the seriously mentally ill. The 
development of outpatient facilities in the 1920s was the key means of accomplish-
ing this and an initiative that chimed with the Bolshevik vision of public health as 
a vehicle for modernisation and surveillance. Outpatient clinics were established 
in major cities, prime among them the State Health Centre of Neurology and Psy-
chiatry (later the Institute for Prophylaxis in Neurology and Psychiatry) opened 
in Moscow in 1924 and overseen by Rozenshtein. (As in other jurisdictions, the 
countryside remained under-served.)72

As with so much else, the official attitude towards psychiatry hardened under 
Stalin. The 1932 campaign to purify philosophy soon encompassed most areas of 
inquiry, including research into mental disorders, so that conceptual models were 
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now required to reflect ‘correct’ Soviet doctrines and to expend greater efforts in 
supporting the industrialisation drive. Proponents of mental hygiene were attacked 
for undermining these efforts, for championing Western ideas and for diverting 
resources away from psychiatric hospitals and the seriously mentally ill.73 Other 
strands of psychiatric theory and practice were also jeopardised as the Stalinist ter-
ror grew. Psychoanalysis, which had been tolerated by the early Bolsheviks despite 
scepticism about its compatibility with Marxism, was banned outright in 1930.74 
Of course, at the height of the Great Purges, any kind of ‘talking therapy’ entailed 
extreme risk, and many psychoanalysts fled to the West or stopped practising dur-
ing this period. Sabina Spielrein, an early patient of Jung’s and by the interwar 
period an important theorist in her own right, went into exile in Rostov and was 
murdered there, along with her daughters, in the Einzsatgruppen massacre at the 
Zmeyevskaya Ravine in August 1942.75

Psychiatry remained politically useful in the Soviet Union after the Stalinist 
period. Under Khrushchev (1953–1964) the state relaxed its surveillance and per-
secution of dissidents, many of whom were allowed to return from exile. In the 
psychiatric sphere, the adoption of chlorpromazine signalled an openness to new 
developments.76 Under Brezhnev (1964–1982), however, a new generation of dissi-
dents was subjected to renewed forms of juridical control, including more stringent 
vagrancy laws and incarceration in psychiatric hospitals on the grounds of spe-
cious diagnoses, including the notorious ‘sluggish schizophrenia.’77 Human rights 
literature in the West had much to say about the injustice done to these political 
opponents—the case of mathematician Leonid Plyushch made headlines around the 
world—but less about the plight of the psychiatrically ill themselves, whose rights 
were also compromised by maltreatment.78 If the practice of psychiatry in the So-
viet Union was at once more repressive and more heterogeneous than surface ac-
counts disclose, scholarship on psychiatry in Eastern Europe suggests even greater 
departures from the caricature of inflexible Pavlovianism. For those clinicians able 
to travel, there remained opportunities for transnational exchange with colleagues 
in the West, just as clinicians from Western Europe, Britain, and the United States 
were sometimes visitors to their colleagues in parts of Eastern Europe. Practition-
ers in non-aligned Yugoslavia played a particularly important role as intermediaries 
between East and West, a position replicated in other medical fields.79

The persistence of these international links, as well as the diversity of theo-
ries and practices on the ground, underscore psychiatry’s lack of innate political 
categories. Argentina offers another example of this dynamic, albeit one more 
distinctly confined to the position of psychoanalytic psychology in a repressive 
regime. In Argentina, psychoanalysis followed a different trajectory to the Anglo-
American world, installing itself in academic psychology rather than psychiatry  
and incorporating a significant Lacanian influence.80 Yet its extraordinary position in  
Argentinian public health infrastructure—an oft-quoted figure is that one in every 
200 residents of Buenos Aires is a psychoanalytic psychologist, and that even Pope 
Francis has gone to therapy—is the result not of persistent state investment but the 
discipline’s mid-century repression.81 Psychoanalysis was antithetical to Perónism 
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and the conservative Catholicism of its support base, but it nevertheless flourished 
in university psychology programs from the mid-1950s until the 1966 coup d’état, 
when the military assumed control of the universities.82 Individual theoreticians 
and clinicians were then expelled or went into exile; others were murdered dur-
ing the Dirty War (1974–1983); much of the remainder retreated into the private 
sphere; a small number of dissident analysts worked with other opponents of the 
regime, including those whose family members had been ‘disappeared.’83 Yet be-
cause the regime did not regard psychoanalysis as an especially worrisome locus 
of resistance, this undercut any incipient radicalism—so much so that the Lacan-
ism that took hold in the 1980s ‘was completely purged of any Marxist tenden-
cies.’84 According to one commentator, the history of Argentinian psychoanalysis 
thus ‘contradicts the popular idea that psychoanalysis can only flourish in free 
and democratic environments,’ demonstrating that ‘psychoanalysis, like any other 
system of thought, can be appropriated and used in different ways and for contra-
dictory purposes.’85

Conclusion

The relationship between states and psychiatry and other psy disciplines solidified 
across the twentieth century, propelled by states’ increasing interest in public health 
and by the usefulness of psychiatric knowledge during wartime. In Anglo-American 
contexts, the large numbers of psychiatric casualties resulting from the First and Sec-
ond World Wars produced a change in the prototypical patient seeking treatment for 
mental distress—a move away from the hospitalised insane towards otherwise ‘nor-
mal’ patients suffering from affective distress. The formulation of the post-traumatic 
stress disorder (PTSD) diagnosis in the aftermath of the Vietnam War and the prolif-
eration of trauma theory more generally also confirm the potentially diffuse effects 
of psychiatry’s interest in the mental effects of war. Finally, the controversy over 
American psychiatrists’ involvement in the Vietnam War, and the important role of 
anti-war clinicians in publicising the mental suffering of Vietnam veterans, highlights 
the thorough imbrication of psychiatric knowledge with politics. Just as psychiatry 
could be mobilised in opposition to the Vietnam War, so too could it be instrumen-
talised by repressive states. The history of the relationship between states and psy-
chiatry thus suggests that psychiatry and ideas about mental health more generally 
can serve diverse political ends. While particularly amenable to instrumentalisation 
by the powerful, psychiatry may also provide less powerful actors with a language of 
resistance. This ambivalence is evident not just within nation states but in the history 
of colonisation and globalisation, as the next chapter sets out.
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In the decades after the Second World War, psychopharmaceuticals and as-
sociated shifts in psychiatric knowledge and the legacies of wartime brought 
biomedical and epidemiological concepts to the field of mental health. Whereas 
the previous chapter traced these developments at the level of the nation state, in 
this chapter I consider the impact of this always-transforming psychiatric knowl-
edge in colonial and transnational contexts—in particular, the way psychia-
try and mental health were mobilised in the service of colonial psychiatry, 
as well as the more idealistic and self-consciously global post-war project of 
producing emotionally stable ‘world citizens.’ As I will suggest, whether Anglo-
European psychiatric knowledge was imposed via colonial rule, proffered via 
the new forms of international health governance that arose after the Second 
World War or, more recently, administered via humanitarian aid programs as 
part of the ‘Movement for Global Mental Health’ (MGMH), practitioners were 
repeatedly confronted—and confounded—by the same fundamental question: 
whether psychiatric illnesses ought to be understood as universal conditions 
expressed with minor variations across all human societies, or whether forms of 
mental distress were better characterised as unique to the culture (or, for some 
clinicians, the racial group) to which the patient belonged. As with the use of 
psychiatric knowledge for and against the state across the course of the twentieth 
century, what we might designate as the universalist and the anti-universalist 
positions were available to actors across the political spectrum, and were 
deployed to make cases for and against colonialism, international governance, 
and globalisation. The history of these debates gives some context to the ongoing 
controversies regarding the alleged neo-imperialism of MGMH and the field of 
global health more broadly.
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Colonial psychiatry

A precursor to the post-war governance of mental health was the field of colonial 
psychiatry, a term that encompasses both a corpus of racialised theory on the psychic 
status of colonial subjects and the actual practice of psychiatry in colonial contexts—
most visibly, via the spread of colonial asylums.1 As with the broader imperial health 
regimes in which it was enclosed, colonial psychiatry reinforced colonial power by 
supplanting local traditions, hierarchising institutional care via racial categories, 
and—in keeping with psychiatry’s broader propensity to see pathology in purported 
inferiors—by offering up ‘natives’ to the scrutiny of white medicine. Colonial psy-
chiatry also policed and reinforced the borders of whiteness and other social catego-
ries, in colonial territories and settler states alike. Indeed, the colonial administrators 
who suffered from ‘tropical neurasthenia’ and other maladies disclosed a central 
paradox of ‘enlightened’ imperialism: that Europeans of dubious heredity might well 
inflict their own pathologies on those they proposed to uplift.2

In addition to these general trends, the theory and practice of colonial psychiatry 
also reflected the local instantiations of imperial power. In French North Africa, 
clinicians pursued a program of radical therapeutic reform allied to a biological 
ethnopsychiatry in which Muslim patients were characterised as innately childish 
and aggressive. But in French Indochina, by comparison, ideas about psychopa-
thology and its treatment were negotiated through a complex interchange between 
colonial authorities and the Vietnamese public.3 In East and Central Africa, British 
colonial psychiatry was not so much interested in distinguishing ‘sane’ from ‘in-
sane’ Africans as in demonstrating the collective inferiority of the African mind.4 
Yet this weight of local circumstance is one indication that the daily exercise of 
colonial authority could be contingent and fragmentary, even as its cumulative ef-
fects were brutal and totalising. Historians’ close attention to the influence of local 
conditions and local actors suggests that, alongside its utility as a technique of rule, 
colonial health and medicine was, like many other aspects of imperial ventures, 
often ‘hybridized, pluralist, nuanced, and complex.’5

There are many instances of such exchanges in the field of psychiatry. In India, 
for example, long traditions of religious and medical syncretism produced a multi-
valent concept of madness to which European theorists were latecomers.6 Similarly, 
scholarship on the reception of Anglo-European psychiatry in contexts as disparate 
as Lebanon and Fiji suggests a constant process of (re)negotiation in which imperial, 
missionary, and local actors shaped ideas about the meanings of madness and the care 
of the insane.7 A parallel tendency is evident beyond hospital walls—for example, in 
the reception of psychoanalysis in the Islamic world and in India.8 Like psychiatry 
more broadly, psychoanalysis could operate both as a ‘colonial discipline’ and as 
an anti-colonialist critique—as we will see, a double tendency laid bare in the dec-
ades after the Second World War.9 A similar dynamic is evident in the broader field 
of colonial medicine, where the absence of colonial medical personnel, resources, 
and infrastructure mattered as much as heavy-handed intervention, galvanising anti- 
colonial sentiment and supplying grounds for a ‘critique of colonial neglect’ amplified 
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by increased international scrutiny.10 As Hans Pols has shown, health concerns in the 
Dutch East Indies, including the ‘high prevalence of disease among the indigenous 
population,’ provided nationalists with ‘methods, styles of thinking, and biological 
and physiological metaphors, for evaluating colonial society and diagnosing its ills.’11 
In India, too, Western-trained Indian physicians criticised colonial administrators for 
their lack of interest and investment in medical infrastructure.12

During the period of decolonisation, however, the stakes were clearer. Psychi-
atric formulations could be used to discredit anti-colonial movements by position-
ing emergent nationalism as a species of psychopathology, an interpretation that 
reflected the operational (rather than simply therapeutic) bent of Cold War military 
psychiatry.13 British counterinsurgency strategy in Malaya (1948–1960) and Kenya 
(1952–1960), for example, marshalled psychologised terms such as ‘re-education’ 
and ‘rehabilitation’ to justify the extended imprisonment of insurgents in detention 
camps.14 In Malaya in the early 1950s, officials keen to better understand captured 
Chinese Malayan rebels administered questionnaires to ascertain the psychology 
that underlay their political commitments.15 In Kenya, colonial authorities were 
particularly invested in casting the Mau Mau rebellion and the Kikuyu fighters as 
products of atavistic religious mania—an interpretation advanced by the writings 
of self-styled experts like the archaeologist Louis Leakey and the psychiatrist J.C. 
Carothers. Though viewed sceptically by the scholarly community, these interven-
tions nevertheless contributed to a view of the rebels as disordered.16

Proponents of such theories could also elide their racial underpinnings. Caroth-
ers, for example, proposed that rather than being biologically innate, African infe-
riority was due to culture and environment and their effects on ‘total personality 
development,’ rather than a lack of an essential intelligence. As he argued in a 1951 
article in the Journal of Mental Science, Africans were conceptually very similar 
to ‘European psychopaths,’ so that there was a ‘striking resemblance between Af-
rican thinking and that of leucotomized Europeans.’17 (Here there were echoes of 
Freud’s equivalence between ‘savages and neurotics’ in Totem and Taboo (1913), 
as well as his broader if more surreptitious instantiations of recapitulation theory 
applied to the psyche.18) The African ‘uses his frontal lobes very little,’ Carothers 
explained, and these ‘idle’ frontal lobes explained the African’s habitual ‘unreli-
ability.’19 Recounting a series of ‘failures’ by African employees (described in the 
article as ‘domestic servants, mental health attendants, laboratory employees’—
workers clearly in the service of Carothers, his wife, and his friends), Carothers ap-
peared conveniently oblivious to the underlying dynamics of the colonial situation. 
To take a characteristic example, Carothers offered the following scenario, prob-
ably furnished by his wife, as evidence of what he dubbed an African employee’s 
‘unreasoning following of a routine’:

The egg-boy brings eggs on Mondays and Thursdays. He failed to come last 
Thursday on account of the rain, so he did not come again till Monday, though 
there was nothing to prevent his coming on Friday.20
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In other words, it was rational to deviate from an established routine if it served 
the needs of the white employer. As the American psychiatrist Kenneth Colby re-
ported acerbically in Psychoanalytic Quarterly, Carothers’ article offered ‘one of 
the more complete guides to the lowest levels of psychiatric thinking and writing, 
an example of psychiatry in the service of class prejudice.’21 Carothers repeated 
a somewhat attenuated version of his theories in The Psychology of Mau Mau, 
published in 1955. Here, he underplayed the notion that there were ‘intrinsic’ dif-
ferences between the minds of Europeans and those of Africans, writing instead 
that ‘in general it can be said that the minds of men (unlike their bodies) are mainly 
productions of their cultures.’22 He also conceded that the appeal of Mau Mau, as 
against loyalty to Britain, was a matter of not just religion but politics:

Rightly or wrongly, a Kikuyu believes that his political status will not depend in 
Kenya solely on his merits as a man. In these circumstances, loyalty in the full 
sense of the word is hardly to be looked for at the moment.23

Of course, for colonial authorities, these pathologies were no less real just because 
they were cultural; if anything, such interpretations offered a means to break anti-
colonial resistance by disrupting cultural life, a logic that justified measures like 
‘villagisation’ and detention camps.24 In the camps, too, physical punishments ex-
isted alongside a rhetoric of ‘rehabilitation’ that attempted to render imprisonment 
both a punitive and a therapeutic undertaking through which detainees were ‘cured’ 
of their extremism.25 British officials were particularly confounded by the impor-
tant role played by women in supplying and supporting the rebels. ‘Re-education’ 
could thus have a gendered element. In the detention camp at Kamiti, ‘hardcore’ 
women were to be rehabilitated via a work and education program emphasising 
domestic labour.26 Formal psychiatric treatment was even mooted for the most re-
calcitrant, though this plan was abandoned due to officials’ concerns about the 
potential fallout of using ECT on female detainees (a telling commentary on the 
complex perceptions of this treatment).27

Yet it was also possible to turn these psychiatric precepts against the coloniser. 
This played out in French North Africa during the Algerian War of Independence 
(1954–1962), where the paradoxes of French colonial psychiatry—‘modernising 
while racialising, reforming while conservative’—were parlayed into a catalys-
ing critique of colonialism by the young Martinique-born, French-trained psy-
chiatrist Frantz Fanon.28 While Fanon arrived in Algiers as an instrument of 
colonial medicine, he left as a revolutionary, issuing dire warnings about the 
inevitability (and, he thought, necessity) of decolonial violence, insofar as he 
regarded colonialism as ‘violence in its natural state,’ which would ‘only yield 
when confronted with greater violence.’29 When he joined the sprawling Blida-
Joinville hospital in Northern Algeria at the end of 1953, the ‘Algiers School’ 
had an enviable reputation for therapeutic innovation, fostered by the hospital’s 
energetic founder Antoine Porot. While much of this work was concerned with 
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elaborating the effectiveness of the new somatic therapies developed in the in-
terwar period—ECT and psychosurgery were liberally prescribed for the hos-
pital’s patients—a parallel program of work put a new and putatively scientific 
gloss on an older theme: the inferiority of the North African mind. Porot and 
others argued that this was both biologically constituted and reinforced by Mus-
lim ‘primitivism’ and that it surfaced in the mixture of lassitude and aggression 
displayed by (male) North African patients—a more ‘savage’ form of madness 
than that afflicting the European patients, who resided in separate wards in the 
segregated hospital. This biological ethnopsychiatry not only naturalised French 
settler rule outside the hospital walls but conceptualised North African nation-
alist violence as pathological and inchoate.30 As was the case with Kenya un-
der the British, anti-colonial unrest was conceived as psychopathological rather 
than political.

To Fanon, however, this separation between politics and psychic life was a fic-
tion, for he understood all too well the psychic costs of complicity with a colonial 
regime. His childhood in French-controlled Martinique; his medical training in 
Lyon, where he treated the city’s North African immigrants; his residency at the 
Saint-Alban hospital under the radical psychiatrist François Tosquelles; and his 
own experience of racial alterity as a Black man living in France all confirmed 
the fundamental irreconcilability of the colonial situation.31 In this respect, the 
hospital at Blida-Joinville was a microcosm of political life, an institution re-
producing colonial hierarchies. Thus, during his 3 years at Blida-Joinville he 
would insist that in addition to its other depredations, colonialism was also a 
psychological condition, one that afflicted the coloniser as well as the colonised. 
Rather than interpret his Arab patients’ symptoms as evidence of constitutional 
abnormality, Fanon emphasised the importance of the political situation in creat-
ing psychological distress; if these patients displayed passivity, suspicion and 
sublimated aggression in clinical settings, it was because they lived in a state of 
pervading tension. As he put it in his resignation letter of December 1956, ‘[m]
adness is one of the ways that humans have of losing their freedom. And I can say 
that, placed at this junction, I have measured with terror the extent of the aliena-
tion of this country’s inhabitants.’32

By this point, escalating violence between the French government and the Alge-
rian National Liberation Front (FLN) had made Fanon’s position increasingly un-
tenable. After his resignation from Blida-Joinville, he was promptly expelled from 
Algeria; in time, he landed in Tunisia, where he edited El Moudjahid, the news-
paper of the FLN, established and ran a psychiatric outpatient clinic at the Hôpital 
Charles-Nicolle in Tunis, and acted as a roving FLN envoy.33 In 1961, he died 
of leukaemia, aged just 36. If he is now best remembered for his most polemical 
and controversial writings on the necessity of anti-colonial violence, it also bears 
emphasising that in the last phase of his career he was also practising a kind of 
anti-colonial, nationalist psychiatry in the outpatient clinic in Tunis. Elsewhere in 
Africa decolonisation also prompted hopes for the development of new ‘national’ 
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forms of psychiatry, as well as distinctively African responses to mental distress. 
That the attempt to realise these aspirations replicated old tensions between the 
universal and the particular, and that old forms of colonial domination would prove 
amenable to reproduction by practices of international health governance, speaks 
to the ongoing struggle to decolonise the (putatively) post-colonial.34

World citizens

The psychologised elements of decolonisation in Africa and Asia were comple-
mented (and complicated) by the emergence of international health governance 
in the decades after the Second World War. In addition to their claims of under-
writing geopolitical stability, the United Nations (UN), the World Health Organ-
ization (WHO), and associated bodies such as the United Nations Educational, 
Scientific and Cultural Organization (UNESCO) positioned international health 
aid as a means to jettison dependent colonial relationships and forge a path to-
wards self-government. The complexities of this aspiration—the capacity of these 
international organisations to both help nationalist ambitions and sustain colonial 
hierarchies—have been well-documented, not least because bodies such as the 
WHO and UNESCO were dominated by Anglo-American personnel (including 
J.C. Carothers, who published a book-length treatment of ‘the African mind’ under 
the WHO’s imprimatur).35 Yet when it came to psychiatry and allied disciplines, 
there was a bigger agenda still: the articulation of a ‘global psyche’ as the basis for 
world citizenship.

The wartime context is key here. In the Anglo-American sphere, psychiatry had 
demonstrated its utility during the Second World War, and in the tense atmosphere 
of the early Cold War, it was hoped that psychological knowledge might be simi-
larly mobilised to promote global harmony. There were two tranches to this ‘global 
utopian psychiatry.’36 The first was technocratic: an initiative, as Harry Wu’s work 
has shown, to establish a standard of ‘universal psychopathology’ and thus for-
mulate a universal classification system for psychiatric disorders. This initiative 
reflected post-war efforts in other medical and scientific fields to produce standard-
ised terminology and procedures, as well as clinicians’ perennial frustration with 
the imprecision of psychiatric language.37 The second group of initiatives was more 
encompassing and ambitious: to promote the widespread attainment of good men-
tal health as the path to collective emotional stability, ‘world citizenship’ and world 
peace. As we will see, bound up with this effort was the pursuit of a transcultural 
psychiatry—a worldview ostensibly separate from the racialised ethnopsychiatry 
of colonialism, but in practice containing its own assumptions and blind spots.38

There were precedents for these international health measures dating from 
before the Second World War, mostly to do with the control of diseases such as 
cholera and plague in the context of increasing international mobility from the 
mid-nineteenth century onwards. The rationalisation of quarantine measures, 
via mechanisms such as the 1903 International Sanitary Conference and the 
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establishment of the International Office of Public Hygiene in 1907, offers one 
example.39 In terms of mental health, however, it was the mental hygiene move-
ment that forged strong international networks during this period. In 1919, Clif-
ford Beers founded the International Committee for Mental Health (ICMH) to 
spread the message of prevention; by the time the ICMH held its first Interna-
tional Congress in Washington DC in 1930, it attracted thousands of delegates 
from over 20 countries.40 Influential private organisations also interceded. The 
Rockefeller Foundation was also important for funding international health re-
search, including research into psychiatry and mental health, during the inter-
war period. Its International Health Commission (later the International Health 
Division) funded work on infectious diseases, such as hookworm, yellow fever, 
tuberculosis, and malaria, as well as research fellowships for the study of men-
tal health.41

These precursors established precedents around both surveillance and coopera-
tion, to which the six destructive years of the Second World War gave further im-
petus. The momentum of wartime psychiatric work, which had been concerned 
with the expeditious treatment of large numbers of casualties, found ongoing ex-
pression in these post-war circumstances. But it was hardly an ecumenical effort. 
The most vocal proponents were American and British clinicians, who brought 
their assumptions about what constituted a healthy and productive individual; how 
much they conceived of this work in a truly international frame (as applicable to 
the war-damaged populations of Asia, for example) is unclear.42 Finally, in the con-
text of the early Cold War, concern for mental health and health aid itself had an 
unavoidably geopolitical element. After all, what were presented as international 
goals were still administered via the unit of the nation state, and reconstruction in 
Europe was at its core a political exercise. For Western democracies, the creation 
of healthy and prosperous communities was a bulwark against the lure of politi-
cal extremism. The United States poured money into devastated parts of Europe 
where populations suffered from malnutrition and various communicable diseases 
to blunt incipient communist sympathies. The Soviet Union pursued an analogous 
aid program in Eastern Europe and the Third World.43

Post-war international governance reflected these aims. Promoting health was 
a central mandate of the United Nations, evidenced by the early creation of the 
WHO. Its constitution was signed in June 1946, and its formal program began in 
April 1948; a Mental Health Unit was established in the WHO headquarters in 
1949.44 Its initial concerns were the predictable and pressing ones: standardising 
nomenclature and advancing programs to combat malaria and smallpox. But its 
overall agenda was wider than this, because ‘health’ was conceived very broadly, 
as a ‘state of complete physical, mental and social well-being’ and ‘not merely 
the absence of disease or infirmity.’ Achieving this measure of health was ‘one 
of the fundamental rights of every human being.’ Mental health was thus part of 
the WHO’s program from the outset under its first Director General, the Canadian 
psychiatrist George Brock Chisholm. He was explicit that psychological states 
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influenced war and politics. As he argued in a speech to the American Psychologi-
cal Association in September 1948 (later printed in Science):

The uncomfortable fact is that very few people indeed can love themselves in 
a healthy natural way which tolerantly accepts all their own human urges as 
normal and inevitable aspects of the healthily functioning man or woman. . . . 
The anxiety engendered motivates the projection of these feelings of despising, 
distrust, and hate on to other people.  .  .  . The consequent aggressive feelings 
against such people are experienced as virtuous. It appears that a system which 
imposes an early belief in one’s own sinfulness, or unacceptability in one’s natu-
ral state, with its consequent inferiority feelings and anxiety, must be harmful to 
interhuman relationships and to the ability of the human race to survive in the 
kind of world this has become.

In order to achieve the kind of ‘world citizenship’ that Chisholm and other post-war 
internationalists envisaged, the world needed ‘large numbers of people in every 
country who have grown emotionally beyond national boundaries and are suffi-
ciently mature to be capable of being “world citizens”.’ In other words, interna-
tional harmony required a kind of psychological equilibrium—a ‘maturity’ that 
allowed people to look beyond their own narrow national interests. ‘Very few such 
people have been developed,’ argued Chisholm, ‘but it is clear that they are the 
prototype of what the world must have, in large numbers, before there can be any 
reasonable degree of assurances that the human race will survive for even another 
generation.’45 Here, the legacy of the Second World War and the atomic anxiety 
of the early Cold War is evident, as well as the universalist prescriptions of the 
WHO’s post-war vision, in which political structures were imagined in the form of 
Western liberal democracies. Wartime changes to psychiatry’s professional identity 
were also relevant (changes that, not coincidentally, reinforced psychiatry’s useful-
ness in the post-war era). As a 1962 WHO report on its mental health work put it, 
the war had created ‘a new kind of psychiatrist,’ one ‘engaged largely in preventa-
tive work away from the institutional atmosphere,’ who had ‘many opportunities 
for operational research’ and who could perform such useful post-war work as ‘fit-
ting men into jobs for which they were mentally and temperamentally suitable.’46 
This now extended to the international sphere, where psychiatric knowledge could 
be used to form new international subjects.

The WHO’s aspirations for mental health were carried forward by two subsidi-
ary bodies established at the International Congress of Mental Health, held in Au-
gust 1948. Delegates to this meeting came from several disciplinary backgrounds, 
indicating the degree disciplines such as sociology and anthropology had been first 
psychologised during the interwar period and then instrumentalised during the war 
itself. The World Federation of Mental Health (WFMH—formerly the Interna-
tional Committee for Mental Hygiene) was led by the British psychiatrist J.R. Rees 
and featured Chisholm, Harry Stack Sullivan, and Margaret Mead as prominent 
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members—all individuals whose wartime experiences caused them to regard men-
tal health and world peace as closely related.47 The WFMH’s first publication, Men-
tal Health and World Citizenship (1948), proposed that the ‘ultimate goal’ of the 
mental health movement was to enable people to live peaceably with one another 
and positioned the family as the key determinant of psychosocial adjustment.48 In 
contrast, the concerns of the Expert Committee on Mental Health were more tech-
nical and related to the ‘incorporation into public-health work of the responsibility 
for promoting the mental as well as the physical health of the community,’ the im-
portance of prevention and the reform of institutions in both the developed and the 
developing world—in particular, the replacement of the old custodial asylum with 
a ‘comprehensive mental health service’ that intervened before the patient required 
protracted hospitalisation. At the same time, uncertainties about Western psychiat-
ric institutions interceded: a later report conceded that ‘the psychiatric hospital of 
European or North American pattern might prove less suitable for Asia than some 
form of community care’ and that Western child guidance programs ‘might need to 
be modified’ to be useful to children in non-Western contexts.49

These efforts dovetailed with increased attention to the way psychiatric disor-
ders were described and classified—a problem that clinicians had been trying to 
solve since the nosological investigations of Emil Kraepelin in the late nineteenth 
century (and which had also prompted Kraepelin’s epidemiological inquiries in 
Java.)50 Standardised nomenclature was both fundamental to the project of universal 
psychiatry and frustratingly elusive, as the histories of the International Statistical 
Classification of Diseases and Related Health Problems (ICD) and the American 
Psychiatric Association’s Diagnostic and Statistical Manual (DSM) show.51 In the 
international sphere, the challenge lay not just in reconciling various competing 
‘psy’ paradigms, but in accounting for the influence of a patient’s culture and en-
vironment. Whereas colonial psychiatry had tended to racialise patients’ symptoms 
and suggest that colonial subjects suffered from distinct and inferior forms of mad-
ness, proponents of post-war international psychiatry saw universal conditions me-
diated through culture—although, as we have seen in the case of Carothers, ‘culture’ 
could be instrumentalised by ethnopsychiatry as well. An added complication was 
the fact that some ‘colonised’ clinicians also endorsed the existence of distinctive 
ethnic psychopathologies as part of a wider ethnonationalist agenda.52

For the universalists, psychiatric epidemiology and its application to the study 
of schizophrenia was an important avenue for expounding this worldview. In 1966, 
an International Pilot Study of Schizophrenia (IPSS), conducted under the aus-
pices of the WHO and drawing on the expertise of the Taiwanese psychiatrist and 
epidemiologist Tsung-Li Lin, appeared to establish both that schizophrenia was a 
universal disorder but also that patient outcomes were strongly influenced by the 
local environment and prevailing culture.53 Most notably, on certain measures of 
recovery (‘complete clinical remission,’ ‘longer periods of community function-
ing,’ less continuous anti-psychotic medication), patients in Nigeria, India, and Co-
lombia appeared to do better than patients in the United States, Britain, the USSR, 
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and Denmark, probably because, in a reflection of Wing and Brown’s work on 
institutionalism, they were not so readily hospitalised.54

While the IPSS was ‘a milestone in the post-war search for universal dimensions 
of human psychology,’ traces of the old ethnopsychiatry—such as the use of evolu-
tionary paradigms to explain (and implicitly hierarchise) the expression of emotion 
in different cultures—remained.55 In this sense, the IPSS reflected an underlying 
epistemological tension in the new field of transcultural psychiatry, a strand of the-
ory formally inaugurated by researchers at McGill University in the 1950s, though 
still temperamentally linked to the WHO’s wider project. Advocates of transcul-
tural approaches argued that the kind of universalism being propounded by the 
WHO was conceived in entirely Western terms, in effect denying the existence 
of so-called ‘culture-bound’ syndromes.56 In their pioneering studies into schizo-
phrenia and depression across several national contexts, the McGill researchers 
proposed that culture had a powerful determining role in the way symptoms were 
expressed.57 Reporting on the depression study, for example, the researchers con-
cluded that while national cultures did not influence the frequency of psychotic 
depression per se, ‘the level of cohesion in the community and hence the degree 
to which the individual feels himself involved in social expectations’ did. Cultures 
also shaped the kinds of symptoms patients experienced: for example, in one study, 
‘intensity of religious involvement’ in Judaeo-Christian contexts appeared to be 
associated with ‘a form of depression in which guilt and self-depreciation loom 
large.’58 Yet at the same time, early issues of Transcultural Psychiatry suggest a 
parallel interest in documenting ‘culture bound’ syndromes rather than universalis-
ing them.59 The lines between culture and biology were not clear.

In this regard, growing dissatisfaction with transcultural psychiatry was perhaps 
inevitable. In 1977, an influential article by the American psychiatrist and anthro-
pologist Arthur Kleinman proposed the adoption of a ‘new cross-cultural psychia-
try.’ The problem with transcultural psychiatry, he argued, was that it had used 
epidemiology to validate the universality of disease categories that were them-
selves Western conceits, and this had resulted in a corresponding conflation of ‘dis-
ease’ and ‘illness’ that elided the nuances of both concepts. Kleinman argued for an 
anthropological sensibility that appreciated the way culture shaped the perception 
and experience of disease and illness without the overlay of Western categories.60 
Yet disagreement about how best to incorporate the influence of different cultural 
contexts continued. Writing in 1990, Roland Littlewood (another psychiatrist and 
anthropologist) argued that the problem was deeper and more thoroughgoing than 
the proponents of either transcultural or cross-cultural psychiatry allowed. The fact 
was that not only did psychiatry have ‘no rigorous theory for dealing with the 
dialectical interplay of biology and human society,’ but it also had no template for 
‘examining the relationship between psychopathologies and its own procedures of 
research and practice.’61 As such, the tension between the universal and the particu-
lar in cross-cultural contexts is nested in the ongoing negotiation between biology 
and culture, which globalisation only attenuates.62
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Global mental health

If the WHO’s championing of a universal psyche was a response to the devastation 
of the Second World War, the advent of global mental health (GMH) as a mainstay 
of international governance was prefigured by a reorientation away from idealism 
and towards pragmatism. Beginning in the 1970s, the WHO began to turn its atten-
tion to ‘standard making and enforcement of norms’—a policy-first orientation that 
foreshadowed a neoliberalist turn in international health and aid governance that has 
generated a large amount of critical commentary.63 At the same time, renewed inter-
national interest in human rights violations during this period, and the visibility of 
the anti-psychiatry movement, underscored the potential for authoritarian regimes 
to use psychiatry against opponents, as well as the capacity of commonplace psy-
chiatric measures to violate the rights of individual patients. While the animating 
sentiments may have been laudable, critics charge that the focus on individual rights 
came at the expense of attention to more entrenched structural issues such as the 
adequacy of health funding, and that this focus on the individual also supported an 
increasingly marketised approach to quantifying both physical and mental health (as 
well as ‘underdevelopment’ generally) in economic terms—as lost productivity or 
economic ‘burden.’64 Critics point out that as well as eliding the experience of actual 
distress, such metrics may not be entirely rigorous and also do nothing to ameliorate 
systemic inequalities.65 For example, though much has been made of the capacity of 
non-specialists to bridge the treatment gap between the Global South and the Global 
North—an aspiration that draws, not unproblematically, on existing infrastructure 
in fields such as global HIV/AIDS treatment and prevention66—this also risks re-
producing the same inequity it wishes to solve. In that respect, systemic under-
resourcing can masquerade as cultural sensitivity—a frustration for many critics 
of the broader field of ‘development’ in which piecemeal, individualised measures 
vastly outweigh genuinely redistributive programs.67 It can also distract from more 
pervading causes of mental distress, such as poverty and violence.

Critics have also taken issue with some more clinical elements of global mental 
health. As international humanitarianism increasingly espoused a therapeutic mis-
sion, it attracted accusations of promoting a kind of neo-imperialist psychiatry. 
Particular attention has been paid to the presence of Western clinicians in disaster 
zones, using post-traumatic stress disorder (PTSD) to practise what amounted to 
‘therapeutic imperialism.’68 The globalisation of psychopharmacology has also at-
tracted similar concern, raising questions about the cultural effects of these drugs, 
the rapacity of companies in seeking new markets and patients’ capacity to consent 
to these ‘modern’ treatments when, as one scholar has put it, ‘the very mechanism 
of diagnosis is made in foreign, alien terms.’69 Yet it would be equally distorting 
and condescending to deny patients in the Global South access to psychopharma-
ceuticals on purist political grounds or to valorise ‘traditional practices’ as always 
humane, particularly for people suffering from psychoses and other serious psychi-
atric illnesses.70
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The practice of ‘offshoring’ of randomised controlled trials (RCTs) captures this 
ambivalence. On the one hand, it might be argued that globalising therapeutic RCTs 
diversifies testing regimes and thus challenges the tendency for medical research to 
focus on white male bodies, and that it also familiarises patients and clinicians out-
side the Global North with efficacious and thus potentially lifesaving treatments.71 
Yet insofar as RCTs necessarily instrumentalise bodies, and insofar as RCTs con-
ducted in the Global South appear to stem from commercial imperatives first and 
foremost, this seems an overly optimistic interpretation. Economic disparities (for 
both test subjects and the clinicians recruited to care for them), underdeveloped 
medical infrastructure, and imperfect ethics regimes may magnify the risks of ex-
ploitation for little ultimate benefit.72 This then goes to the broader question of how 
knowledge about mental health is created. Do experts in the Global South get to 
do research (and publish research, and get credit for research) that informs GMH 
frameworks, and the project of global health more generally? Some projects are 
underway.73 But if they do not, then there is good reason to think that GMH will 
remain vulnerable to the charge that it is an imperial project.

Conclusion: decolonising mental health

In addition to formal struggles for national liberation, ideas about mental health 
have found a place in other analogous forms of restitutive politics. The ‘liberation 
psychology’ popularised in Latin America and characterised by the work of the 
murdered priest and psychologist Ignacio Martín-Baró is one example of the way 
ideas about mental health might be mobilised for political change.74 Similarly, con-
temporary Indigenous psychologies offer new possibilities for conceptualising and 
healing mental distress. If the history of psychiatry and adjacent disciplines shows 
that Indigenous patients have been misunderstood, marginalised and mistreated 
by mainstream clinicians, contemporary Indigenous psychologies speak back to 
settler societies, proposing that the conceptualisation of mental illness as an indi-
vidualised, medical problem is inadequate: at odds with the collective orientation 
of Indigenous communities, and insufficiently sensitive to the ongoing effects of 
dispossession, colonisation, and environmental destruction.75 Indigenous research-
ers point to the compounding harms of these ‘epistemological tensions’ between 
Western clinical models and Indigenous experiences, the way Indigenous people 
are not only at risk of being inappropriately medicalised, but also of avoiding clini-
cal care when it is needed.76

Reparative gestures may be one way forward. In 2016, the Australian Psy-
chological Society (APS) made a formal apology to Aboriginal and Torres Strait 
Islander people, acknowledging a problematic history of engagement with Indig-
enous Australians, including ‘silence and lack of advocacy on important policy 
matters’—notably the removal of Indigenous children from their families, a wide-
spread practice predicated on often-spurious social welfare claims, and still a deter-
rent for some Indigenous people seeking mental health care.77 The apology reflected 
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years of advocacy within the APS led by the Australian Indigenous Psychologists 
Association (AIPA), as well as longer traditions of health activism by Indigenous 
clinicians, researchers, and community workers seeking to centre Indigenous pri-
orities, including through the Aboriginal Community Controlled Health Organisa-
tions established in the 1970s.78 One facet of redress is practical: the presence of 
more Indigenous practitioners within the profession, as well as accreditation stand-
ards that require non-Indigenous practitioners to demonstrate a minimum level of 
cultural competency.79 Others are more conceptual, such as incorporating the no-
tion of social and economic wellbeing (SEWB) into everyday practice. As a ‘mul-
tidimensional concept’ in which mental health is folded into a broader category 
of health and wellbeing that includes ‘connection to land or “country”, culture, 
spirituality, ancestry, family, and community,’ some Indigenous researchers regard 
SEWB as a more accurate description of what constitutes mental health.80

The similarities between SEWB and the socio-political critiques of psychiatry 
discussed in the following chapters suggest that mainstream psychiatry has much 
to learn from Indigenous worldviews and their understandings of mental health. 
Yet the settler reflex to instrumentalise, metaphorise, and commodify Indigenous 
knowledge will present an ongoing challenge.81 Indeed, conventional mental health 
paradigms can have ambiguous effects on Indigenous communities living in the 
shadow of dispossession and genocide. Just as the history of colonial psychiatry 
demonstrates the potential for repressive regimes to medicalise dissent, concepts 
like trauma can be at once a means of repair but also, in the colonisers’ hands, a 
vehicle for stigma.

Finally, though its proponents assert a moral, humanitarian impetus for the effort 
to make mental health ‘global,’ psychiatry’s historical engagement in transnational 
and globalised spaces suggests that critics of GMH have good cause to warn of 
its potential to enact another form of epistemic hegemony over the Global South, 
over and above the local examples of appropriation and repurposing that were also 
characteristic of the psychiatry practised within the framework of European im-
perialism, and despite the existence of an anti-colonialist psychiatry. Perhaps the 
real problem here is the notion of the ‘global’ itself, insofar as it is a term that 
tends towards an uncritical universalism, eschewing not just local conditions but 
the broader structural disparities between the Global North and South. This is one 
example of a more thoroughgoing tendency to disavow the sociopolitical elements 
of mental health that the activists discussed in the next chapter sought to address.
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5
DISCONTENTS

While the anti-psychiatrists like Thomas Szasz and R.D. Laing discussed in 
Chapter 1 enjoyed a significant following amongst the counterculture, the up-
heaval of the 1960s and early 1970s brought about a broader reckoning within 
mainstream psychiatry, most visibly in the United States. Rather than advocate 
for the wholesale destruction of psychiatry and related ideas about madness and 
sanity, critics argued instead for an explicit countenancing of the sociopolitical 
in conceptualising mental illness and mental health. While some of this activ-
ity clearly resonated with the sentiments of the anti-psychiatry movement, its 
ultimate aim was more reformist and, ultimately, more consequential: that main-
stream Freudian psychiatry shed some of its more doctrinaire, untested assump-
tions about the causes of mental distress—a position that, in the attention it gave 
to scientific methods, ironically ended up bolstering the biological psychiatrists 
and sidelining the sociopolitical once again. While historians are increasingly 
exploring similar themes of ‘the social’ in the psychiatry of the post-war United 
States and elsewhere and their effects on understandings of mental illnesses and 
mental health, here my approach emphasises instances of more explicitly politi-
cal critique.1 To do so, I examine the debates over homosexuality and race in 
the American Psychiatric Association, as well as the rise of ‘mad’ activism that 
sought to reclaim the patient’s voice.

The sexual politics of diagnosis

The well-known campaign to remove homosexuality from the American Psychi-
atric Association’s Diagnostic and Statistical Manual (DSM) is just one instance 
of psychiatry’s long entanglement with questions of sex, gender and sexuality. 
Feminist scholars have long pointed out that for much of its history psychiatry 
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exhibited a peculiar and often pernicious interest in women’s minds and bodies—
factors that may explain women’s apparent overrepresentation in custodial insti-
tutions and in rates of diagnosis.2 Similarly, scholarship on the feminisation of 
a diagnosis like ‘hysteria’ indicates that assumptions about gender can distort 
both diagnostic practices and the terminology they mobilise.3 In contemporary 
contexts, critical literatures on diagnoses such as a premenstrual dysphoric disor-
der, premenstrual syndrome, and borderline personality disorder frequently use 
historicist arguments to question the validity of these labels.4 During the 1960s, 
however, Freud and psychoanalysis came under particularly sustained attack from 
second-wave feminists in the United States. This reflected a complicated legacy. 
Histories of psychoanalysis suggest that early female analysts and analysands 
played an important role in the growth of the discipline, as well as in the theorisa-
tions of female subjectivity and sexuality that, in the context of fin de siècle Cen-
tral Europe, had a radical edge.5 Yet in the post-war decades, prominent strands 
of American psychoanalysis and the ego psychology it espoused had promoted a 
stultifying gender conformity that for women centred around heterosexual mar-
riage and motherhood. The groundless claims of some psychoanalytic popularis-
ers regarding the superiority of vaginal over clitoral orgasms—a position that 
conveniently designated the penis as the prime vector of sexual pleasure—were 
the subject of frequent feminist anger and ridicule (as well as intense theoreti-
cal debate in psychoanalytic circles). Finally, advocacy around the incidence of 
incest and sexual violence towards women and children trained feminist anger on 
Freud for his eschewal of the so-called ‘seduction thesis,’ among other crimes.6

Simultaneously, however, feminist thinkers—liberals like Betty Friedan as well 
as radicals like Kate Millet and Shulamith Firestone—used psychologised frame-
works to describe and condemn female oppression (notably, Millet and Firestone 
would go on to have their own bruising experiences as psychiatric patients). As 
ever, psychological language and concepts could both oppress and potentially 
liberate. Some feminist theorists sought to debunk elements of psychoanalysis in 
psychoanalytic terms. Here, in the words of one historian, ‘[t]he logic of psycho-
analytic formulations .  .  . invaded the camp of declared enemies.’7 ‘Conscious-
ness raising’ sessions—which foregrounded women’s personal experiences and 
challenges—often incorporated psychological concepts and enlisted sympathetic 
therapists as discussion leaders. Finally, practical measures reflected a wider 
agenda to improve women’s healthcare, including women’s experiences of therapy. 
Phyllis Chesler and other feminist psychologists rethought what a truly feminist 
therapy might look like; as we will see, the women’s caucus of the radical psychia-
trists in the APA advocated for similar change.8

In addition to theorisations of women, psychological attitudes towards homo-
sexuality were influenced by an extensive corpus of writings on sexology and 
sexual science—the important context in which psychoanalysis’s confused posi-
tion on homosexuality was formed and then promulgated in Cold War America.9 
Historians of sexual science have stressed that, taken together, these endeavours 
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were more interdisciplinary, less repressive and less Eurocentric than we might 
suppose; nevertheless, the collective effect was to exoticise and so pathologise 
non-heterosexual sexual practices, bodies that did not accord with standard sex 
binaries and individuals who did not follow ‘natural’ gender norms.10 (In addition 
to psychologised conceptualisations of homosexuality, some of this prefigures the 
present controversies over trans medicine, in which psychiatry—which once 
considered ‘transgenderism’ a distinct disorder—now assumes a ‘gatekeeping’ role 
with respect to ‘gender dysphoria.’11)

While in general the (unstable) category of ‘homosexuality’ and ‘the homosexual’ 
became an object of state interest in the late nineteenth century, in the United States 
the early Cold War period was a particular flashpoint, one that implicated psychia-
trists in official surveillance and punishment but also offered avenues for critique that 
anticipated the activism of the late 1960s and early 1970s.12 As well as continuing to 
regulate sexual norms in the armed forces (an extension of their wartime role in the 
‘pre-selection’ programs of the Second World War), psychiatrists also had an im-
portant role in new and encompassing legislation targeting ‘sexual psychopaths’—a 
broad category that included child rapists and other violent sex offenders, as well as 
same-sex couples engaged in consensual sex.13 This was a kind of juridical turn, 
in which interwar associations between homosexuality, delinquency, and schizo-
phrenia were amplified above a more positive ‘cultured’ depiction of homo-
sexuality.14 Articles published in the American Journal of Psychiatry [AJP] in the 
two decades following the Second World War suggest that the profession’s partici-
pation in this government harassment was accompanied by rumbling unease about 
the justification for such persecution. Many contributions to the AJP urged that the 
issue be framed clinically, on the grounds that homosexuality was a psychological 
abnormality over which the individual had little personal control. A group of psy-
chiatrists surveying the military regulations targeting homosexuals said they could 
not ‘help viewing these unfortunate individuals as patients.’15 One overview of the 
legal position of homosexuals, published in the AJP in 1956, condemned the ‘confu-
sion, prudery, and rigid tradition that surround sodomy and related acts,’ while also 
noting that ‘homosexuality either cannot be cured or at best entails a long and ex-
tremely costly treatment for even minor modifications.’16 This therapeutic impulse 
was both sympathetic and stigmatising, saddling homosexual men and women with 
what the activist Ronald Gold described as ‘the damning label of sickness.’17 Yet, in 
some contexts, there were significant practical effects. Psychiatric assessment had 
an important role in softening the punitive impulse of the sexual psychopathy laws. 
In a set of cases appearing before the Baltimore courts between 1952 and 1954, 
for example, the court diverted the offender from prison to psychiatric treatment in 
every instance where a psychiatric assessment was sought. The handful of offenders 
without a psychiatric assessment went to prison.18

Of course, in private clinical settings, the treatment of homosexual patients 
also had disciplinary aims, even if undertaken ‘freely.’ The influence of behav-
iourism in the United States, Britain, Europe, and elsewhere generated ‘aversive’ 
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techniques in which the predominantly male patients were taught to associate 
homosexual desire with physical pain via injections of the nausea-producing 
chemical apomorphine or painful electric shocks.19 While psychoanalytic psycho-
therapists eschewed such methods, their own approach was often protracted and 
expensive and could be damaging in its own way. Moreover, proving success 
was difficult, especially given the new impetus, discussed in Chapter 2, to think 
in numbers rather than cases. In this respect, the Kinsey Report was an early and 
comprehensive shot across the bow, indicating that sexual preference was often 
fluid and circumstantial.20 Other evidence began to accumulate. Studies of over-
protective mothers, often said to be responsible for effeminacy and homosexuality 
in men, failed to show a meaningful effect.21 A study of teenage lesbians found 
no evidence of a so-called ‘reverse Oedipal complex’ in these young women.22 
Finally, the long-posited link between homosexuality and paranoid schizophrenia 
did not materialise in larger cohort studies.23 As the psychologist Evelyn Hooker 
suggested,

from a survey of the literature it seemed highly probable that few clinicians have 
ever had the opportunity to examine homosexual subjects who neither came for 
psychological help nor were found in mental hospitals, disciplinary barracks in 
the Armed Services, or in prison populations.24

Combined with the elusiveness of cures, these cracks in the conceptual edifice 
provided a strong empirical basis for activists to challenge homosexuality’s clas-
sification as a disorder at all.

The issue culminated in the early 1970s in a series of public confrontations at the 
APA’s annual meetings over the removal of homosexuality from the DSM. Younger 
psychiatrists were generally supportive, and the biological psychiatrists were ag-
nostic; the holdouts were older psychoanalysts who had trained in the 1930s and 
1940s, understood homosexuality as a disorder of psychosexual development, be-
lieved that analysis could be an effective treatment in some cases—and stood to 
lose a portion of their patients if homosexuality was no longer regarded as a mental 
illness. One example is the psychoanalyst Irving Bieber—a clinician who regarded 
himself as an ally of his homosexual patients, who reassured them that homosexu-
ality was ‘neither evil nor immoral,’ and yet who still argued against the removal of 
homosexuality from the DSM on the grounds that it was an acquired abnormality 
that caused ‘inherent psychological pain.’25 Another aggrieved analyst was Charles 
W. Socarides, who felt unfairly demonised by the activists who characterised psy-
chiatry as homophobic. ‘Let us bear in mind,’ said Socarides, ‘that psychiatrists 
have been in the forefront in helping homosexuals.’26

The activist Ronald Gold agreed, at least to an extent. Appearing in the same 
APA symposium as Bieber and Socarides, he suggested that ‘a false adversary situ-
ation has been drawn between psychiatry and Gay Liberation.’ Many psychiatrists 
did mean well, he argued, but their formulations had been twisted, put to malign 
use. In future, there could be a working partnership: ‘We can save you the trouble 
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of treating some people, and we can be a helpful adjunct for many of your patients 
by pointing them along the road to self-esteem.’ If a patient genuinely wanted to 
change their sexual orientation, then psychiatrists ought not to accept this outright 
but explore the reason the patient wished to change. ‘Such people do need help,’ 
Gold wrote. ‘But is it their homosexuality that’s doing them in? Or is it something 
that psychiatry has helped create: irrational fear and hatred of homosexuality?’27 
Judd Marmor, a psychoanalyst of the same vintage as Bieber and Socarides but far 
more sceptical of doctrinal pieties, echoed Gold’s arguments:

Surely the time has come for psychiatry to give up the archaic practice of clas-
sifying the millions of men and women who accept or prefer homosexual object 
choices as being, by virtue of that fact alone, mentally ill. The fact that their al-
ternative life-style happens to be out of favour with current cultural conventions 
must not be a basis in itself for a diagnosis of psychopathology. It is our task as 
psychiatrists to be healers of the distressed, not watchdogs of our social mores.28

In late 1973, the Board of Trustees voted to remove homosexuality from the DSM 
and replace it with ‘sexual orientation disturbance,’ a new disorder that applied 
only to homosexuals who were distressed by their sexuality (thus leaving the door 
open for various therapies). But opponents, led by Bieber and Socarides, pres-
sured the Board for a general vote. Fifty-eight per cent voted in favour of remov-
ing homosexuality itself from the DSM. Later, in April 1974, the APA published 
its ‘Position Statement on Homosexuality and Civil Rights,’ which declared that 
‘homosexuality per se implies no impairment in judgment, stability, reliability, or 
general social or vocational capabilities’ and that the APA ‘deplores all public and 
private discrimination against homosexuals.’29 While this was understandably in-
terpreted as a victory for the gay liberation movement, within the APA it was also 
understood as a successful attack on the psychoanalysts, orchestrated in part by the 
‘nosological diplomacy’ of Robert Spitzer, the soon-to-be-architect of DSM-III.30

Race and mental health

In August 1967, researchers from the Lafayette Clinic in Detroit commissioned 
several hundred interviews with participants and bystanders affected by the civil 
unrest that had wracked the city in late July.31 In an article published nearly 2 years 
later, these investigators were candid about their own motivations as ‘psychosocial 
investigator(s) who wish(ed) to be relevant’ in circumstances of political upheaval. 
One job for such engaged researchers was to ‘take the view of the Black revolution 
to the white community’ by emphasising interviewees’ ‘racial self-consciousness’ 
and aspirations for ‘self-government.’ The other task was to shine a light on the 
‘inconsistent and racist attitudes and behaviour of white people,’ which the au-
thors sought to achieve by interviewing a battalion of the Michigan National Guard 
stationed in Detroit during the uprising. Psychiatry ‘may be of particular value 
in understanding these matters,’ the authors wrote, ‘because its daily work is to 
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translate the irrational into the rational and understandable.’32 The paper’s una-
bashed sympathies reflected the commitments of lead author Paul Lowinger, one 
of the founders of a psychiatrists’ Radical Caucus established in the late sixties to 
challenge the APA on what it regarded as the organisation’s disingenuously apoliti-
cal stance towards the Vietnam War and other pressing issues of the day, including 
urban violence.33 Unlike the more militant fringe of the anti-psychiatry movement, 
many of these clinicians wanted to reform the discipline from within and pressed 
for more direct acknowledgement of the role of economic inequality, racism, and 
militarism in causing psychiatric distress. Lowinger and his colleagues’ interpreta-
tions of the Detroit unrest were wholly in keeping with this agenda and suggest a 
distinct optimism about the role of clinicians in restructuring American society, de-
spite the fraught history of psychiatry’s involvement in questions about race. Since 
physicians are ‘responsible for the health of the community,’ argued Lowinger, it 
followed that they also ‘have a healing role in social pathology.’34

These clinical interpretations of urban unrest in the 1960s were framed by 
older and broader debates about the psychological effects of segregation, eco-
nomic disadvantage and other forms of racial discrimination on the psyches of 
Black Americans, as well as older racialised categories of psychiatric disorder that 
had worked to justify slaveholding and would soon find a second life in eugenic 
reasoning about intelligence and other ‘innate’ capacities.35 From the 1940s on-
wards, psychiatric knowledge had assumed particular importance in quantifying 
the harms of white supremacy, a strategy vindicated when the Supreme Court cited 
psychological research on Black children’s self-esteem in its decision to overturn 
school segregation in Brown v. Board of Education.36 Yet there was always dis-
sension, particularly among Black researchers, about the potential for ‘patholo-
gism’ to feed racist stereotypes, to downplay the effects of structural inequality 
and to stoke the messiah complexes of their white colleagues.37 The controversy 
over the 1965 Moynihan Report, widely interpreted by both liberals and conserva-
tives as portraying Black families in the ghettos of northern cities as both dam-
aged and damaging, reflected this ambiguity.38 The central conundrum of how to 
represent the psychological effects of racism without imputing ongoing inferiority 
was amplified by psychiatry’s perennial confusion about the fundamental roots of 
psychiatric disorders. Competing aetiological models variously stressed the role 
of inherent biological factors, the influence of early childhood or the impact of 
the immediate environment (including the stigmatising ‘deprivation’ theories39). 
Disagreements about causality also reflected wider uncertainty over the empirical 
basis of other facets of psychiatric practice, such as diagnosis—a state of affairs 
on unedifying display in this period during the trial of Robert Kennedy’s assassin, 
when psychiatric experts gave contradictory evidence about the defendant’s mental 
status.40 It was theoretically possible, then, to regard urban ‘rioting’ as rational and 
political, as pathological and criminal, as pathological but also political, or some 
other explicative combination. The suggested remedies were similarly diverse and 
included community mental health initiatives, increased social spending coupled to 
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an integrationist agenda, as well as the revolutionary structural change (including 
Black separatism) endorsed by Lowinger and colleagues.41

In addition to intimating an underlying conceptual incoherence, competing in-
terpretations of urban violence fed into broader discord about the direction and 
purpose of psychiatry, including its role in eliding or ignoring racial injustice. This 
reflected increased advocacy by Black activists and the wider medical profession 
emphasising the importance of access to healthcare as central to the civil rights 
agenda.42 In this regard, the Radical Caucus was but one of several groups of activ-
ist clinicians and patients’ rights advocates whose frustrations became evident at 
the APA’s annual meetings in 1969 and 1970. In addition to the campaign by gay 
activists to remove homosexuality from DSM-II, a Women’s Caucus committed 
itself to combating patriarchy within the profession and in clinical practice.43 By 
the end of 1969, there were indications that the APA perceived the need to respond 
to the expectations of its politically engaged membership. In December the Board 
of Trustees endorsed a ‘Position Statement on Alternatives to Violence.’ Citing a 
‘rising tide of violence as an outcome of conflict in modern society’ and the grow-
ing expectation that the psychiatric profession be able to contribute to ‘conflict 
resolution,’ the APA committed to ‘a year’s special study and self-development 
through research and scholarly effort’ in order to understand the sources of con-
flict and paths to prevention.44 Yet not all APA members were convinced that this 
was territory into which the organisation ought to venture, a position echoed in 
the simultaneous debates about the APA’s official position on the Vietnam War, as 
we have seen. As one participant in a 1971 symposium on ‘The Psychiatrist, the 
APA, and Social Issues’ put it, ‘there are rumblings among our membership both 
that we have become too involved [in social issues] and that we are not involved 
enough.’45 Among other factors, political action imperilled the APA’s tax exemp-
tion.46 But could it also, as one editorial in the AJP wondered, undermine the goals 
of therapy? While in the traditional therapeutic encounter psychiatry was commit-
ted to the ‘production of change,’ intervention in ‘community conflicts’ to promote 
non-violent outcomes was premised on ‘social change on behalf of the powerless.’ 
Was this not, the editorial writer argued, ‘a contradiction to the role of neutral 
mediator in a highly polarised and tense situation?’47 Here the exasperation of the 
radical psychiatrists becomes clear: insofar as ‘community conflicts’ referred to 
unrest in Black urban areas, resistance to fostering ‘social change on the behalf of 
the powerless’ was not, in their view, a neutral position.

Black psychiatrists had long been frustrated by such intransigence. Even com-
pared to the underrepresentation of Black doctors in other medical specialities, the 
number of Black psychiatrists was vanishingly small and the APA had done little to 
advance the interests of its Black membership or Black psychiatric patients, includ-
ing those housed in what were still effectively segregated psychiatric facilities in 
the South.48 At the 1969 annual meeting, members of the newly formed Black Psy-
chiatrists of America (BPA) presented the APA Board of Trustees with a list of de-
mands, including increased representation on APA committees. The Board agreed 
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to reserve a permanent position for a BPA member and to establish specialised pro-
grams within the APA on ‘minority issues,’ which in coming years resulted in af-
firmative action initiatives in residency and other training programs.49 Proponents 
of such measures argued that increasing the number of Black clinicians was vital 
for improving mental health services for urban communities and expanding psychi-
atric knowledge beyond conventional parameters. As one group of recently quali-
fied Black psychiatrists argued in 1970, ‘[c]lassical psychoanalytic theory teaches 
us that some forms of mental illness derive from insoluble intrapsychic conflicts,’ 
meaning that ‘[o]ther contributing factors such as persistent socio-environmental 
factors are largely ignored or minimised.’ This focus on ‘white middle class, psy-
choanalytic values and biases’ skewed the discipline towards the concerns of a 
white middle-class clientele and away from therapeutic work in disadvantaged ur-
ban communities.50

While these ‘persistent socio-environmental factors’ figured prominently in 
Black clinicians’ public interpretations of the causes and meaning of the urban 
uprisings, they were not necessarily antithetical to accounts that emphasised the 
role of emotional and other ‘intrapsychic’ conflicts in explaining civic unrest. 
Rather, clinicians argued that social, economic, and political circumstances both 
instigated and then mediated emotional expression. Here, the most salient example 
was anger—an emotion that for Black Americans could be both politically fraught 
and physically perilous when expressed in public.51 During the ‘heroic period’ of 
the civil rights movement, activists regarded the public sublimation of anger (and 
the related capacity to weather the anger and outright violence of white crowds 
and police) as crucial for mollifying liberal opinion and pursuing a politics of 
respectability. But by the middle sixties, a younger generation of Black activists 
questioned the value of public equanimity in the face of continued white hostility 
and state violence.52 The Black Power movement, whose leaders had read Fanon, 
thus positioned mounting Black anger as the logical outcome of continued op-
pression, albeit with potentially revolutionary ends. Mainstream Black clinicians 
of differing theoretical orientations also portrayed anger in urban communities as 
a clinically normal response to lives lived under intense pressure. In their book 
Black Rage, psychiatrists William Grier and Price Cobbs argued that Black an-
ger stemmed from the anxiety and paranoia of living in a hostile society, and that 
these attitudes were ‘adaptive devices’ that were ‘no more pathological than the 
compulsive manner in which a diver checks his equipment before a dive or a pilot 
his parachute.’53 In a review of their book, the social psychologist Kenneth Clark 
criticised Grier and Cobbs for their reliance on drive theory and their resulting 
‘preoccupation’ with ‘ponderous analysis of the dynamics of interracial sexual be-
haviour.’ Perhaps sensitive to the accusations of pathologism levelled at his own 
work (with his wife Mamie Phipps Clark, he had carried out the famous ‘doll stud-
ies’ on Black preschoolers’ self-esteem cited by the Supreme Court in Brown v. 
Board of Education), he regarded this kind of speculation as spurious and entirely 
divorced from the ‘concrete realities of social problems.’54 Yet elsewhere he had 
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also acknowledged the place of anger in explaining social unrest, noting in his 
1965 classic Dark Ghetto the ‘oddly controlled rage’ of the protestors who con-
fronted the police during the 1964 disturbances in Harlem—a ‘rage that seemed to 
say, during those days of social despair, “We have had enough. The only weapon 
you have is bullets. The only thing you can do is kill us”.’55

Prominent Black clinicians like Clark, Grier and Cobbs also noted the role of 
white pathologies in impeding social reform and maintaining racial tensions. Dec-
ades earlier, W.E.B. Du Bois had pointed to the ‘public and psychological wage’ 
paid to Southern white workers in the form of ‘public deference and titles of cour-
tesy’ denied to their Black counterparts.56 In these newer formulations, whiteness 
offered a similar mix of economic self-interest and psychological consolation. 
In setting out the alienation of the oppressed, Frantz Fanon had also implied that 
colonists suffered from reciprocal and grandiose pathologies, in which a belief in 
the debased nature of the colonised was essential to their self-conception.57 Clark 
similarly argued that Black and white Americans harboured a ‘ghetto inside,’ one 
that caused lower middle-class whites to view their racial status as a talisman for 
ongoing economic security, and white liberals to proclaim a pure, colour-blind 
worldview that collapsed into anger and guilt the moment Black demands became 
inconvenient.58 (Black psychiatrists also noted this latter tendency at work among 
white colleagues.59) Drawing on postwar studies of antisemitism, the psychoana-
lytically inclined Grier and Cobbs proposed that white people displaced onto Black 
people the ‘primarily hateful attitudes’ that were really directed at ‘parents, chil-
dren, brothers, strangers, the self, or indeed any person about whom contrary feel-
ings are held.’ This was amplified by a ‘pervasive climate of prejudice,’ particularly 
in the South. As Grier and Cobbs wryly noted, insofar as culture gave context to 
intrapsychic mechanisms, the white Southerner ‘may be a different kind of victim,’ 
primed for racial violence by a social climate that gave tacit assent to its com-
mission. ‘One is amazed to find brilliant, cultured men of the world,’ wrote Grier 
and Cobbs, ‘whose hatred of Blacks reaches pathological proportions.’60 Given 
the tendency of even sympathetic researchers to treat urban communities as vast 
observational laboratories, turning the psychiatric gaze back onto white people was 
implicatively restitutive. But it also proposed an important interpretive symmetry, 
in which acknowledging white irrationality became a corollary of accepting the 
rationality of Black anger, which, in turn, implied the inseparability of psychic life 
from politics. From this standpoint, the optimist viewed social reform as a thera-
peutic intervention. The nihilist, however, saw prejudice as intractable and social 
reform as expensive window-dressing.

This recent history contextualises contemporary debates about racial disparities 
in healthcare—glaringly visible during the COVID-19 pandemic—as well as the 
utility of intergenerational trauma as a vehicle for redressing historic injustices, and 
the continually resurfacing controversies about ‘race’ and ‘intelligence.’61 Yet it also 
reinforces another persistent theme: the way psychiatric concepts might be used to 
galvanise resistance as well as pathologise dissent. Psychologised interpretations 
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of the era’s other protest movements, and the counterculture in general, provide 
additional examples of this tendency. Here, psychiatric interpretations were split 
between favourable accounts of the demonstrators as rational dissenters from an 
unjust status quo and a benign condescension that cast them as children in un-
thinking rebellion against authority. Drug use amongst the counterculture formed a 
particular point of interest, as did its ersatz religiosity and its (purported) emphasis 
on nonviolence.62 Psychiatric characterisations of New Left activism were more 
contentious, in particular the intimations of revolutionary violence that had started 
to collect around its radical fringes. One commentator implied that, for some, activ-
ism obscured destructive and even psychotic impulses.63 Others argued that partici-
pants lacked genuine political commitments. Speaking to the APA in May 1969, 
the Harvard historian H. Stuart Hughes proposed that the movement’s aims were 
‘basically unpolitical,’ with no ‘revolutionary aim of seizing the means of produc-
tion or the implements of power and redirecting them for the benefit of the masses.’ 
Instead, ‘the goal is psychological,’ at bottom a desire ‘to see through, to unmask, 
to strip—literally as well as figuratively—down to total nakedness.’ This explained 
young activists’ ‘cult of “confrontation” as a quasi-religious act of witness,’ as well 
as their impatience with incrementalism and their intolerance of dissenting views.64

Though antagonistic, Hughes’ account chimes with several more recent and less 
ambivalent histories of youth protest and the counterculture that emphasise psy-
chological scrutiny and self-reform as fundamental activities for committed par-
ticipants. This was especially the case for white middle-class activists who aspired 
to radicalism but experienced little material deprivation and oppression in their 
daily lives. For the militants of the New Left such as the Weather Underground, 
proclaiming solidarity with independence fighters in the Third World and the Black 
Power movement at home required concomitant displays of authenticity that ranged 
from certain modes of dress to espousing and planning for revolutionary violence.65 
Psychiatrists also noticed this tendency. A study of one group of activists arrested 
during the demonstrations at the 1968 Democratic National Convention noted 
demonstrators striving after ‘explicit congruity,’ an ‘attempt to act overtly as they 
think and feel.’66 For sympathetic clinicians, this rigour did not nullify activists’ 
political claims but, rather, underscored the connections between psychological 
subjectivity and socio-political conditions. Just as urban unrest could be under-
stood as a predictable response to an unjust environment, the behaviour of young 
activists was the corollary of their outraged witnessing of real events. The ongoing 
bloodshed in Vietnam was particularly pertinent here, providing a constant riposte 
to claims of American exceptionalism and moral clarity.

Conclusion: reclaiming madness

As I indicated at the beginning of this chapter, opposition to establishment psy-
chiatry cannot be reduced to the anti-psychiatrists; instead, during the ferment of 
the 1960s and 1970s, psychiatry came under attack from several directions. Yet 
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it is worth stressing that the voices of clinicians often predominated—a situation 
that risked sidelining or instrumentalising patients themselves. Was it possible for 
patients to speak back to psychiatry authority and, if so, what form might that take? 
If, as one historian has argued, ‘evidence of collective and sustained action among 
patients’ is limited before the twentieth century—either because it did not occur, 
or because the sources are characteristically constrained—then examples accumu-
late quickly from the interwar period onwards.67 Clifford Beers’ mental hygiene 
movement is one early example, though as we have seen, it was soon dominated 
by clinicians. Then, there are less prominent examples. As we saw in Chapter 1, 
mid-century research into the social life of asylums and the broader pursuit of 
therapeutic communities suggested that patients might offer important and often 
more penetrating insight into the inner workings of such institutions. The patient 
groups involved in the running of the alternative institutions described in Chapter 
1 also arguably qualify as patient-reformers.

In the late 1960s and 1970s, however, a new and more organised patient move-
ment emerged—one led by patients, often but not exclusively part of a counter-
cultural milieu, and generally hostile to medical authority, including the radical and 
anti-psychiatrists.68 The liberatory goals of these groups reflected the revolutionary 
ethos of the era, as well as the desire to reclaim ‘mad’ identities from clinical con-
trol.69 Still, the typology of patient activism was and remains diverse. A ‘survivor’ 
movement emphasises patients’ traumatic suffering at the hands of clinicians.70 
Groups such as the Hearing Voices movement seek to reconceptualise the experi-
ence of psychosis.71 Finally, ‘service-user’ groups often work within the mental 
health care system, sometimes in a formalised way, to help improve it, reflect-
ing the disability rights paradigm ‘nothing about us, without us.’72 The advent of 
‘mad studies’ in the academy—a discipline that aims to be both ‘survivor-led and 
theoretically grounded’—has also done much to refocus scholars’ attention on the 
importance of attending to patient voices in the phenomenon they study, generate 
new methodological insights, as well as forging important links with other forms 
of critical scholarship (most notably in disability studies).73 Nevertheless, charges 
that mad studies have become ‘elitist, academicised, racialised,’ merely reproduc-
ing the concerns of the Global North, in their way continue the radical legacy of the 
1960s and 1970s and are an insistent rebuke to clinical and academic certitudes.74

Controversies over sexuality and race and the rise of mad activism were em-
blematic of a larger push during the 1960s and early 1970s to foreground the 
importance of sociopolitical factors in understanding the production of mental 
illness. However, as with the advent of post-traumatic stress disorder discussed 
in Chapter 3, the ultimate results of this advocacy were ambiguous. In attacking 
entrenched Freudian precepts, critics indirectly bolstered the biomedicalisation 
of psychiatry and mental health that was gathering pace in the post-war decades. 
As we have seen in Chapter 2, while biomedical accounts of mental distress 
need not disregard sociopolitical or cultural factors completely, the overall effect 
has been to subordinate these considerations to more explicitly neuro-biological 
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mechanisms, so that the case for their relevance to understandings of mental 
health must be constantly re-prosecuted. The COVID-19 pandemic provides a 
very recent example of this tendency insofar as it has reanimated discussions 
about the social determinants of physical and mental health, highlighting in par-
ticular the significant racial disparities in health outcomes. In the next chapter, 
I explore how these contemporary sociopolitical critiques are also connected to 
‘psychopolitical’ critiques of capitalism.
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MARKETS

The activists of the 1960s and 1970s who argued for the recognition of the im-
pact of the sociopolitical on the production of mental illness did so from an anti-
authoritarian standpoint that positioned psychiatry as a powerful instrument of 
oppression embedded in a wider system of social control. While these critics fre-
quently used psychiatric concepts to paint mainstream society as ‘mad,’ the ulti-
mate result of these efforts was clinical reform: changes to diagnostic schemas, 
clinical language and therapeutic practice, initiatives that ultimately strengthened 
the new biological psychiatry. Nevertheless, these sociopolitical commentaries 
demonstrated the possibilities of mobilising psychiatric concepts as a means of 
broader critique. In this final chapter, I outline another iteration of this tendency, 
albeit one with substantial antecedents: the use of psychiatry and mental health 
to characterise and critique capitalism itself. While I draw on various Marxist or 
Marxist-adjacent interpretations, this is not an exclusively Marxist analysis, as will 
become apparent from the discussion below.1 Equally, I am not arguing that psy-
chiatric distress is exclusive to capitalist societies. Instead, what I want to suggest 
is that the psychologised critiques I cover here disclose a common conviction that 
capitalism is constituted beyond the abstract—that its human effects are the result 
of human actions, and theorising the psychic toll of these interactions is one way of 
measuring their consequences. My analysis is in three parts: first, it considers vari-
ous formulations of a distinctively capitalist ‘psychopolitics,’ in which the psychic 
life of subjects, including their mental health, is positioned as irretrievably inter-
twined with, and thus governed by, the logic of the market; second, it considers one 
instantiation of this psychopolitics via what I designate as the psychiatrisation of 
work, and in particular the notion of ‘burnout’; and third, it considers the way new 
digital technologies might incentivise new markets for mental health care.
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While ‘psychopolitics’ can refer to a ‘general relationship’ between politics 
and the mental health system, here it denotes the relationship between political 
economy and the psyche.2 This chapter thus draws on similar themes to those of 
the philosopher Byung-Chul Han, whose works The Burnout Society (2015) and 
Psychopolitics (2017) are heavily psychologised accounts of constrained subjectiv-
ity under neoliberalist late capitalism. In the former, Han argues that rather than 
‘disciplinary subjects,’ we are now ‘achievement-subjects,’ creatures of endless 
striving, not so much as selves as ‘projects,’ caught in a forever recursion in which 
‘the achievement-subject exploits itself until it burns out.’3 In the latter, Han pro-
poses that such ‘allo-exploitation’ renders neoliberalism self-sustaining, and that 
this dynamic is strongly abetted by pervasive digital technologies that ‘intervene in 
psychic processes in a prospective fashion,’ not merely surveilling the individual 
but pre-emptively ‘steering’ them towards the reproduction of neoliberalist logic.4 
While Han argues that these formulations are necessary updates to Foucauldian no-
tions of biopolitical, disciplinary societies, the scholarship I survey here suggests 
that this rupture can be overstated and that Han’s formulations not only underplay 
Foucault’s insights into the neoliberalist demands on the subject (homo oeconomi-
cus, who is now ‘an entrepreneur of himself’), but that both sit within a broader 
literature that theorises capitalism as producing a totalising relationship between 
the psyche and the market.5 Over time, however, this relationship has shifted from 
the overt depredations of industrial capitalism towards the complicity required by 
neoliberalism: from labouring under capitalism to an equally oppressive labouring 
with capitalism.

While an obvious starting point is the attempted conciliations of Marx and Freud 
that characterised the interwar period, there are some important precursors worth 
rehearsing. First, there are the actual material effects of capitalism on the manage-
ment of madness and the development of psychiatry and related disciplines. As 
discussed in Chapter 1, the transformations wrought by industrial capitalism in 
nineteenth-century Britain, and in particular growing official interest in the prolif-
erating metropolitan underclass, had a profound effect on the development of asy-
lums and the professionalisation of psychiatry. Urbanisation, mechanisation, and 
their related social effects—weakened communal bonds, increased poverty, time 
discipline and its demands, increasing rates of alcoholism and neurosyphilis (often 
precursors to institutionalisation)—simultaneously decreased the capacity of fami-
lies to care for insane family members while also swelling the ranks of the insane 
in urban settings. This also produced new typologies of nervous disorder, such as 
‘railway spine’ and neurasthenia, as well as sociological accounts of the city that 
anticipated similarly psychological interpretations of industrial capitalism.6 These 
accounts emphasised speed and atomisation: Émile Durkheim’s notion of ‘anomie’ 
was predicated on the breakdown of rules, disciplines and structures brought about 
by industrialisation and urbanisation; Georg Simmel’s new ‘metropolitan type of 
individuality’ on ‘the intensification of nervous stimulation which results from the 
swift and uninterrupted change of outer and inner stimuli.’7
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Cognate discussions of capitalism’s ‘rationality’ also anticipate and reflect a psy-
chologised interpretation of capitalist economics. Wendy Brown’s influential inter-
pretation of contemporary neoliberalism, for example, argues that neoliberalism 
promulgates an ‘order of normative reason,’ one that overturns the liberal ‘rational-
ity’ of exchange elaborated by Adam Smith and Jeremy Bentham, by substituting 
a new ‘governing rationality extending a specific formulation of economic values, 
practices, and metrics to every dimension of human life.’8 Marx also regarded capi-
talists as practising a kind of rationality in their attitude towards the circular and 
‘unceasing movement of profit-making,’ which made the capitalist a ‘rational mi-
ser’ and the miser ‘merely a capitalist gone mad.’9 And, while sceptical of Marx’s 
economism, Max Weber offered similar arguments in The Protestant Ethic and 
the Spirit of Capitalism (1904–5)—a psychologised genealogy of capitalism writ-
ten in the wake of Weber’s own nervous breakdown. Here, he proposed that the 
Calvinist doctrine of predestination yoked sublimated spiritual terror to an ‘ascetic 
compulsion to save,’ producing an ethos of self-consciously rational capitalism, in 
which ‘[u]nlimited greed for gain’ was understood as an ‘irrational impulse.’10 The 
spending of profit for personal enjoyment was illegitimate; saving profit in order to 
create more profit was not. This exacting, steady but also self-denying accumula-
tion of profit was central to early modern mercantile capitalism and, argued Weber, 
persisted as a sublimated psychic residue in capitalism’s industrial phase, which 
was also sustained by standardised routines and procedures that governed labour 
and investment. Personal rationality thus became a more generalised instrumental 
rationality.11

Beginning in the 1920s, theorising the production of this capitalist rationality 
and its pervasive effects was a central concern of Western Marxism, as adherents 
sought to understand the aftermath of the revolution in Russia as well as the failed 
revolutions in Central Europe and elsewhere. Here, what we might call ‘totalisa-
tion’ emerged as a key theme, the effects of which were increasingly psycholo-
gised. Georg Lukács’ concept of ‘reification’ proposed that Marx’s notion of the 
‘fetishism of commodities’ could be applied not just to social relations but to the 
‘whole consciousness of man,’ resulting in both the fragmentation of experience 
and the elevation of a ‘“phantom objectivity”, an autonomy that seems so strictly 
rational and all-embracing as to conceal every trace of its fundamental nature: 
the relation between people.’12 Theorists of the Frankfurt School more deliber-
ately looked beyond prevailing understandings of orthodox Marxism and toward 
psychoanalysis—a worldview that also traded in universals, as we have seen in 
previous chapters—to expand the bounds of the political, producing critical ac-
counts of art, music, literature, and mass culture as emblematic of social relations 
under capitalism. With the rise of Nazism sending many key theorists into exile in 
the United States, these attempted conciliations of Freud and Marx also offered a 
means of comprehending the rise of fascism in interwar Europe and the cataclysm 
of the Second World War.13 While works like Erich Fromm’s Escape from Free-
dom (1941) and Theodor Adorno’s The Authoritarian Personality (1950) offered 
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explicitly psychologised accounts of fascism’s malign appeal, other accounts 
advanced more encompassing theories that emphasised capitalism’s hegemonic 
and thus totalising qualities, renderings that anticipate the kind of ‘allo-exploi-
tation’ Han invokes. In the Dialectic of Enlightenment (1947), for example, Max 
Horkheimer and Adorno pointed to the triumph of pervasive ‘instrumental reason’ 
as constraining the possibilities of human freedom and rationalising domination 
and exploitation, so that subjects collude in their own oppression. Herbert Mar-
cuse’s One-Dimensional Man (1964) also anticipated the contemporary character-
isation of neoliberalism’s totalising psychic effects by proposing that the central 
political conundrum of Leftist politics was how to undo what was, in the end, the 
subject’s conquest of itself.14

Echoes of this totalisation theme can also be heard in and around postmodern 
theory. In Anti-Oedipus (1972) and A Thousand Plateaus (1980), the philosopher 
Gilles Deleuze and the psychiatrist Félix Guattari proposed ‘schizoanalysis’—a 
‘task’ that ‘goes by way of destruction’—as the prime means to counter ‘the capi-
talist machine and the pathological character of its rationality,’ as well as to ex-
cavate a ‘de-opedialised,’ ‘deterritorialised,’ polyphonic consciousness free from 
psychoanalytic strictures.15 Deleuze and Guattari proposed that humans were best 
understood as ‘desiring machines,’ whose liberation could be found in a radical 
anti-identitarianism that amplified interconnections, contingencies, and flux—
precepts that Guattari had sought to practise at the therapeutic community of La 
Borde, where he had lived and worked since the 1950s.16 Yet while Deleuze and 
Guattari used psychologised language, the relationship between their analysis and 
actual clinical practice is not clear—in particular, how the reader ought to under-
stand Deleuze and Guattari’s mobilisation of schizophrenia, the related ‘schizoa-
nalysis’ and the relationship of these concepts to capitalism. Critics have repeatedly 
charged that, like some of the anti-psychiatrists, Deleuze and Guattari merely ro-
manticised schizophrenia for rhetorical purposes.17 A counter-interpretation is that 
their intention is strictly metaphorical, underscoring the cleaving of the ‘psy’ lan-
guage of the academy from its clinical origins—a phenomenon also seen in Fred-
eric Jameson’s invocation, following Lacan, of postmodernity’s ‘schizophrenic’ 
temporalities, and Jean Baudrillard’s notion of a ‘new’ schizophrenia comprised of 
interminable, networked ‘over-proximity.’18 Regardless, the emergent form of cap-
italism Deleuze and Guattari invoked—globalised, borderless, forever-circulating, 
forever ‘territorialising’ individuals, who can only resist via constant effortful acts 
of schizoanalytic destruction—suggests totalisation of similar intensity to the for-
mulations of the Frankfurt School and their predecessors, as well as the usefulness 
of capitalist psychopolitics as means of illumination and critique.

The psychiatrisation of work

For its proponents, the generalised psychopolitics outlined above produces 
specific expressions in the world of work. As with the relationship between 
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capitalism and the history of the asylum, work is relevant to the history of 
psychiatry in two broad senses. First, patient labour served important purposes 
within asylums, where it was understood as both discipline and therapy. As dis-
cussed in Chapter 1, routinised daily work was an important pillar of the moral 
treatment practised by Samuel Tuke and others. The capacity to work was also 
a barometer of patients’ recovery. More pragmatically, unpaid patient labour 
was also vital for the actual running of many underfunded—or parsimonious—
institutions.19 More tellingly, over the course of the twentieth century, unem-
ployment was increasingly medicalised, so that chronic unemployment or 
eccentric work histories might also be cast as a psychopathology—an assump-
tion with parallels in contemporary, psychologised ‘workfare’ regimes, as crit-
ics point out.20

Against this tendency to regard work as a therapeutic good is the history of 
workplaces as quasi-clinical spaces, in which workers but also organisations them-
selves were understood and managed in psychological terms. A leading example 
from the early twentieth century is the field of industrial psychology, which rose to 
prominence in the interwar period and reflected a new popular interest in psycho-
dynamic theories as well as an older tradition of factory medicine. While initially 
concerned with solving issues like absenteeism and industrial accidents, after the 
Second World War, this speciality began to address wider concerns like organisa-
tional performance by drawing on theories of interpersonal and group behaviour 
elaborated in wartime contexts.21 A good example of these developments is the 
Tavistock Institute of Human Relations, established in 1946 as an offshoot of the 
psychoanalytically inclined Tavistock Clinic in London, whose clinicians had been 
closely involved in British wartime psychiatry. As the editors declared in the inau-
gural issue of the Institute’s journal Human Relations:

The recent war gave urgency and opportunity for work on large scale prob-
lems, and also gave experience in handling the complicated interpersonal and 
inter-group tensions which new undertakings by specialists within an institution 
invariably involve.22

The political character of this emerging organisational psychology was decidedly 
ambivalent. During the war, several of the Tavistock clinicians had pursued pro-
jects with a broadly social democratic ethos that emphasised devolved authority 
and group cohesion, such as the rehabilitation of prisoners of war.23 Yet many of 
the projects reported in Human Relations reinforced existing hierarchies, usually 
undertaken at the behest of management. One study of female workers at a textile 
factory in Virginia concluded that management—rattled by worker ‘resistance’ to 
new work processes that lowered their piece rates—could overcome this by us-
ing ‘group meetings in which management effectively communicates the need for 
change and stimulates group participation in planning the changes.’24 Other articles 
investigated techniques for determining workplace morale,25 workplace accidents 
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as ‘motivated forms of withdrawal,’26 methods of control within organisations27, 
and social psychologists as ‘agents of social change’ in businesses.28

While understanding the collective psychology of workers and organisations was 
the focus of post-war industrial and organisational psychology, in the following 
decades the shift from industrial to global consumer capitalism, the correspond-
ing increase in people working in ‘service’ roles, and the decline of unions turned 
the field away from groups and towards the individual employee as the object of 
psychologised care and surveillance.29 The emergence of ‘human resource manage-
ment’ (HRM) as both a discrete business function and a field of expert knowledge 
reflects these developments.30 Indeed, in many contemporary workplaces HRM spe-
cialists now manage both the administration of employees and various ‘well-being’ 
initiatives purporting to safeguard employees’ mental health (the latter creating a 
substantial market for external providers).31 In addition, many large workplaces also 
offer access to free or subsidised psychological counselling—employee benefits 
that recognise the prevalence of mental illness in the general population but that 
also provide moral cover for the kind of distress the workplace may generate.32

Yet mental health can also be grounds for criticism and resistance in the work-
place. In 2022, the International Labour Organisation Declaration on Fundamental 
Principles and Rights at Work added a fifth principle—‘a safe and healthy working 
environment’—which can be interpreted as requiring employers to protect work-
ers’ psychological health.33 Renewed interest in the notion of ‘burnout’—used by 
Han, as we have seen, to indicate neoliberalism’s destructive effects but also elabo-
rated in various mainstream titles currently on the market—speaks to a similar ten-
dency.34 As Hannah Proctor has recently argued, burnout can also powerfully evoke 
the emotional toll of political struggle and defeat.35 Indeed, the term itself has a tell-
ing history, with conceptual links to stress research but also practical origins in the 
clinical counterculture of the 1960s and 1970s.36 In a 1974 paper generally credited 
with popularising the concept, the psychologist Herbert J. Freudenberger argued that 
burnout was an occupational risk for those working in alternative institutions—the 
‘free clinics, therapeutic communities, hot lines, crisis intervention centres, women’s 
clinics, gay centres, runaway houses,’ all endeavours requiring substantial animating 
idealism and then sustained personal commitment despite endemic underfunding.37

According to Freudenberger, burnout often began with physical symptoms: ‘a 
feeling of exhaustion and fatigue, being unable to shake a lingering cold, suffer-
ing from frequent headaches and gastrointestinal disturbances, sleeplessness and 
shortness of breath.’ Then came altered behaviour: angry outbursts, paranoia, risk-
taking, depression, isolation. Those suffering from burnout had usually been work-
ing ‘too much, too long and too intensely,’ but there were psychological dynamics 
as well: high ideals followed by dashed hopes, as well as boredom once the crises 
of the heady early days were over:

If your idealism, the very motivation that led you to come into an institution as 
a volunteer, has been lost, then the burn-out has also within it the dynamics of 
mourning. Something has died. There has been a real loss.38
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Freudenberger also argued that work in therapeutic communities and other alterna-
tive institutions was unusually exacting, requiring an extraordinary level of emo-
tional commitment and openness. Workers in such establishments ‘must be ready 
to give haircuts [verbal reprimands], probes, to call encounters, to have encounters 
called on them, to rap, to receive criticism, to be sympathetic, to be firm, to have 
patience, to ignore their own discomforts and preferences almost without respite.’39 
While there were practical interventions that might ameliorate some of the effects, 
such as careful attention to rosters, Freudenberger warned that the nature of the 
work made it impossible to avoid burnout completely.

As with the depoliticisation of PTSD discussed in Chapter 3 and the sociopoliti-
cal critiques outlined in Chapter 5, burnout was soon separated from its roots in 
the counterculture. Research by the social psychologist Christina Maslach applied 
‘burnout’ to human services more broadly, and then to white-collar workplaces in 
general, measurable by a diagnostic tool—the Maslach Burnout Inventory (MBI). 
By the 1980s, Maslach and also Freudenberger had written books on burnout for 
the popular market, and, regardless of their intentions, the concept began to take 
on a distinctly individualised, ‘self-help’ orientation.40 Now, anyone in white-collar 
employment could burn out, including the dyspeptic executives overseeing it all. 
The political implications shifted: this was not about the stress of working with 
vulnerable people for little pay, but about employees’ own vulnerabilities and their 
capacity to properly manage workplace stress.

Renewed academic interest in burnout, particularly in those professions most 
affected by the COVID-19 pandemic, may go some way to repoliticising the con-
cept, though whether this will result in lasting change is difficult to say.41 Almost 
by definition burnout decimates the energy required for collective action. Recent 
studies into ‘physician burnout’ emphasise this: how difficult it is for already-
exhausted doctors to ‘initiate, sustain, and complete interventions to improve their 
well-being,’ perhaps more so in a profession where unionisation is controversial.42 
The term’s imprecision does not help.43 While it is absent from the Diagnostic 
and Statistical Manual (DSM), in 2019 a new expanded definition of burnout was 
added to the WHO’s ICD-11, which listed it as an ‘occupational phenomenon’ 
rather than a medical condition, the result of ‘chronic workplace stress that has not 
been successfully managed’—although, crucially, it is not clear by whom.44

Alongside burnout the urgent concerns of the present may yet prompt the formu-
lation of new types of psychopathies. One example is the use of psychiatric con-
cepts to describe the psychological effects of environmental damage and a looming 
climate catastrophe (and, conversely, to pathologise climate activists as mentally 
ill).45 ‘Solastalgia,’ a term coined by the Australian philosopher Glenn Albrecht, 
describes ‘the homesickness we feel while still at home’ and is brought about by 
irrevocable changes to the sufferer’s home environment. For Albrecht, this dis-
tress was evident in communities impacted by the large open-cut coal mines that 
now dominate the Upper Hunter region of New South Wales, not far from where 
this book was written, as well as in the experience of Indigenous people in the 
aftermath of dispossession.46 Albrecht has gone on to coin other psychologically 
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inflected neologisms, arguing that humanity needs a new vocabulary to rethink its 
relationship to the natural world and the distress that results from its destruction.47 
Moves to conceptualise ‘planetary health’ display a similar impulse.48

Digital markets and mental health

Han’s articulation of a ‘digital psychopolitics’ can be linked to other questions 
about the intersections of mental health, the market and the digital sphere, which 
encompass both the possibility of harm and new therapeutic possibilities. The po-
tential harms are not just overt instances—cyberbullying, for example, or the fa-
cilitation of porn and gambling addictions—but the cumulative effects of constant 
connectivity or sustained immersion in social media. Particular attention has been 
paid to rising rates of mental illness amongst adolescents, especially young women, 
seemingly correlated to the advent of social media and the iPhone. Yet establishing 
causation is complex, not least because these technologies are embedded within 
complex and individuated social worlds. For example, it is difficult to separate 
social media content from the conditions under which it is consumed; some forms 
of social media might be helpful for some adolescents some of the time; adoles-
cents with poor mental health might be more likely to use social media than their 
peers (and with the possibility of also being helped by online support groups).49 
The apparent susceptibility of girls to these mental health problems is also hard to 
disentangle from its broader social context, as well as a history of suspicion about 
female fragility.

Simultaneously, new forms of digital therapeutics also invite scrutiny and specu-
lation. The COVID-19 pandemic accelerated developments in digital health that 
had been brewing since the early 2000s, when it was recognised that these tech-
nologies could improve the capacity of certain patients—those living remotely, 
or with mobility issues, or with conditions that render them housebound, such as 
agoraphobia—to access mental health treatment.50 Prior to the pandemic, many of 
the digital developments in mental health treatments focused on Cognitive Behav-
ioural Therapy (CBT)—as we saw in a previous chapter, a modality particularly 
suited to ‘manualisation.’51 The potential for CBT conducted online to improve 
accessibility and reduce costs became apparent as internet use became more wide-
spread. A 2008 editorial in the British Journal of Psychiatry emphasised the finan-
cial benefits of administering online CBT cheaply and at scale, arguing that given 
the reported rates of mild to moderate depression, ‘[e]ven a minor improvement of 
depression symptoms could have a large impact on the disease burden of depres-
sion if the treatment is safe and cheap.’52 Post-pandemic this imperative remains: 
the World Health Organization, for example, cites digital technologies as a means 
to extend mental health care for people in low- and middle-income countries, where 
smartphone ownership is increasing.53 In the Global North, too, governments are 
also interested in expanding digital interventions to address service gaps without 
the need for costly spending on physical infrastructure, such as in rural areas.54 
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Yet, predictably, the private sector has a keen interest in these technologies as well. 
While generic ‘wellness’ was already heavily monetised in online spaces, the pan-
demic disruptions and lockdowns supercharged demand for mental health services 
that could now only be delivered remotely. In 2021 investors channelled a reported 
$4.8 billion into digital mental health start-ups, many of them app-based ventures 
like BetterHelp, which focuses on online therapy, and Cerebral, which prescribes 
pharmaceuticals.55

Now even newer technologies offer further possibilities for digital therapeutics 
and their monetisation. In particular, the public release of the ChatGPT platform 
in November 2022 has prompted renewed attention to the potential applications of 
Artificial Intelligence (AI) in psychiatry and related disciplines, an interest that has 
been building for the last decade and is closely tied to developments in computa-
tional psychiatry.56 Whereas mental health apps seek to streamline patient–clinician 
interactions, advances in natural language processing (NLP), machine learning 
(ML), and generative AI suggest three possibilities for the future of psychiatry I 
will discuss here: new forms of explanation, new powers of prediction, and new 
capacities for automation.

Speaking generally, explanatory modelling theorises mental illness as ‘malfunc-
tions’ of the brain’s computational processes and contends that both normal and 
abnormal functioning can be modelled by applying statistical reasoning to hypoth-
esised systems of brain functioning. The resulting models then provide mechanistic 
explanations for the production of psychiatric disorders. Without rehearsing the 
history of the ‘brain-as-computer’ hypothesis and its various controversies here, 
advocates for these techniques regard them as offering a way through the con-
ceptual impasses of descriptive diagnoses, something evident in the ‘enormous 
explanatory gap’ generated by ‘a lack of appropriate intermediate levels of descrip-
tion that bind ideas articulated at the molecular level to those expressed at the level 
of descriptive clinical entities, such as schizophrenia, depression and anxiety.’57 
Somewhat ironically, this gap has been exacerbated by the success of psychotropic 
drugs in relieving symptoms because, as we saw in Chapter 2, their therapeutic ef-
fects do not explain the mechanisms that produce the symptoms they ameliorate. 
By contrast, proponents of computational modelling regard it as a means of con-
cretising the cognitive ‘bridge’ between ‘the molecular and the phenomenological,’ 
on the basis that decision-making (normal and abnormal) is the proving ground of 
mental illness. Thus, ‘if the psychology and neurobiology of normative decision-
making can be characterised and parameterised via a multi-level computational 
framework, it will be possible to understand the many ways in which decision-
making can go wrong.’58

In contrast to explanatory models, predictive applications use machine learning 
techniques to process vast clinical datasets in order to refine diagnostic catego-
ries, theorise the relationships between symptoms, and predict treatment responses 
and other patient behaviours. Here, potential clinical applications are immediately 
apparent. The existence of vast digitised datasets generated by activity on social 
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media, electronic health records, or the metrics produced by wearable technology 
allows ML systems to run prediction algorithms with uses for individual patients 
and across vulnerable cohorts. Patients with bipolar disorder, for example, may 
be able to use such tools in consultation with their doctor to predict and man-
age the onset of a manic or depressive episode.59 Doctors may be able to better 
predict which patients would most benefit from certain medications.60 Similarly, 
such predictive systems may be able to both simulate and analyse the disordered 
language some theorists argue is characteristic of schizophrenia’s ‘formal thought 
disorder’ and thus predict the onset of psychosis.61 There is also much hope that 
these techniques will be useful for suicide prevention—a long-time problem for 
clinicians, given the incentive for suicidal patients to conceal their intentions, and 
a conceptual problem, in the sense that is difficult to write algorithms that predict 
statistically rare if devastating events.62 Potential applications include better data 
gathering on attempted and completed suicides, the flagging of important broader 
sociodemographic factors (such as community of residence), and the ability to 
practice more directed outreach.63

New suicide prevention measures have important implications for govern-
ments given the politically sensitive issue of high suicide rates in the veteran 
community—numbers that appear resistant to the many programs, resources and 
other interventions aimed at destigmatising mental illness in the military.64 The 
United States Department of Veterans Affairs now uses such a prediction algo-
rithm to more closely monitor veterans deemed at the highest risk of suicide.65 
But there are some unanswered questions here, including concerns about privacy, 
surveillance, and autonomy, that are part of a broader set of ‘gaps’ that are common 
to digital mental health tools.66 How will clinicians use such information in rela-
tion to their own expertise and judgement? Which cohorts will benefit from such 
tools, beyond the politically visible veteran community? And, importantly, how 
will patients identified by such algorithms respond? This is particularly relevant 
in relation to suicide prevention, where interventions can have complex and even 
perverse outcomes. Few high-risk patients in a survey group providing feedback 
on the Veterans Affairs trial of outreach scripts reported adverse responses, such as 
an increased feeling of hopelessness.67 Yet whether this will be replicated in larger 
cohorts is unclear. More broadly, AI tools also add potential algorithmic bias to al-
ready biased health systems.68 For example, the algorithmically derived diagnoses 
of ‘formal thought disorder’ discussed above may incorrectly categorise bilingual 
speakers as pre-psychotic if the training data are drawn only from native speak-
ers.69 Perennial controversies over diagnoses may also mean that, in the words of 
a recent review, ‘labels of disease states may not be specific enough to yield AI 
algorithms with high sensitivity and specificity.’70 ‘Explainable’ AI will therefore 
be imperative to protect the rights of patients and retain human clinical control.

The final implication for AI in mental health relates to automation, and in par-
ticular automated therapy, which has loomed as a possibility since the mid-1960s, 
when the MIT computer scientist Joseph Weizenbaum released the now-famous 
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ELIZA program. ELIZA ‘decomposed’ the text typed by a user and then ‘reassem-
bled’ it as a question or statement according to a set of predetermined rules.71 This 
resulted in human–machine ‘conversations’ that approximated what Weizenbaum 
described as ‘Rogerian’ psychotherapy—a ‘non-directive’ approach developed by 
the American psychologist Carl Rogers, in which the therapist supports but does 
not direct or instruct the patient.72 For Weizenbaum, such encounters were ‘one of 
the few examples of categorised dyadic natural language communication in which 
one of the participating pair is free to assume the pose of knowing almost nothing 
of the real world.’ This ‘not-knowingness’ was central to ELIZA’s conversational 
style, which quickly became repetitive and circular—characteristics that, to Wei-
zenbaum, made ELIZA’s limits abundantly clear. He was therefore unnerved by the 
tendency of human users to attribute outsize weight and meaning to their interac-
tions with the program, as though they were participating in real conversations. In 
addition, he was concerned by what he interpreted as the hubris of the computer 
science community regarding the possibilities of machine intelligence. He spent 
much of the rest of his career warning about the dangers of AI and other forms of 
technological overreach.73

Yet other researchers felt precisely the opposite. In the weeks before Weizen-
baum’s first ELIZA paper appeared, the Stanford psychiatrist Kenneth Mark 
Colby (who we first met in Chapter 4 criticising the racialised psychiatry of J.C. 
Carothers) and his colleagues published an account of a similar program in the 
Journal of Nervous and Mental Disease. The Stanford team had also ‘written a 
computer program which can conduct psychotherapeutic dialogue,’ a system that 
was ‘conceptually equivalent’ to ELIZA, but with the express purpose of elicit-
ing ‘a communicative experience intended to be psychotherapeutic’ (my italics).74 
Although ‘[a]lmost everyone who has participated in these dialogues reports that 
he comes to feel annoyed and frustrated by the program’s responses,’ the Stanford 
team believed that with further refinement the program might be useful for ‘men-
tal hospitals and psychiatric centres suffering a shortage of therapists.’75 Indeed, 
the new time-sharing capacity of modern computers would allow ‘several hundred 
patients an hour’ to undergo this kind of automated therapy, freeing up the human 
therapist to be ‘a much more efficient man.’ For Colby, far from demonstrating the 
limits of such systems, human interactions with programs like ELIZA invoked a 
new therapeutic future, in which the uncertainties of psychoanalysis, with which 
Colby had become disillusioned, or the biases of a clinician like Carothers, would 
no longer intrude.76

Weizenbaum was predictably critical of the notion of machine therapists, argu-
ing that they could only offer ‘impoverished’ forms of simulated care.77 Yet the 
kind of machine–human interactions Colby proposed in his 1966 paper were not 
so far removed from other attempts to automate therapeutic encounters. As we 
have seen, cognitive therapy and rational therapy could be streamlined by way of 
worksheets—analogue forerunners of contemporary online versions. The increas-
ing availability of audiotape and videotape recorders extended such possibilities 
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further into other cost-effective interventions. In the 1970s, for example, one 
group of researchers used a combination of film clips and an instructional audio-
tape to desensitise flight-phobic passengers. These materials were administered 
not by clinicians but by ‘housewives and college students.’ According to the au-
thors, this work was significant insofar as it ‘combined desensitisation, model-
ling, and positive reinforcement in a totally automated audiovisual program and 
was administered by non-professionals who had no contact with the authors.’78 
Similar programs are used in the present: contemporary treatment for agoraphobic 
patients, for example, continues to use such automated, simulated protocols as a 
means of exposure therapy.79

Colby, for his part, eventually acknowledged some of Weizenbaum’s qualms, 
albeit somewhat elliptically. In a paper published in 1986, he implied that crit-
ics of ‘computer-assisted psychotherapy’ were attacking a strawman, invoking 
a ‘dehumanised’ situation in which ‘one might see a patient sitting alone in a 
room and interacting with a computer by means of a keyboard.’ This was not 
the intention, Colby insisted: rather, computer-assisted psychotherapy would 
be a group exercise—something not apparent in the 1966 paper. In this col-
lective format, groups of patients would sit in a room at their own computer 
terminal and interact with a ‘therapeutic learning program,’ interspersed with 
discussions between the patient and ‘a human therapist trained in carrying out 
the procedures of this method.’ The therapist would provide ‘human elements 
of warmth, empathy, humour, and intuition considered desirable in the helping 
relationship of psychotherapy,’ and the presence of the other patients would 
‘add further human qualities of group support and examples of similar personal 
problems.’80

Several decades on from this clarification, Colby’s version of automated therapy 
appears quaint in the context of our increasingly digitised lives. Given that many 
people spend much of their time ‘sitting alone in a room and interacting with a 
computer by means of a keyboard,’ it is not unreasonable to imagine that genera-
tive AI platforms such as ChatGPT may soon become quite normalised as machine 
therapists, whether as text-based interfaces, disembodied voices, avatars, or em-
bodied ‘social’ robots.81 If our reflexive response is like Weizenbaum’s, we will 
dismiss these machine therapists as poor imitations, the predictable outcome of 
psychiatry conducted for quick profit and at scale. Yet it is worth pausing to con-
sider just what constitutes good therapy. As we saw in Chapter 2, the history of psy-
chiatric treatment offers no easy answers. Despite Weinzenbaum’s denunciations, 
for some patients it may be precisely a chatbot’s non-humanness—the fact that it 
neither judges nor cares—that imparts therapeutic effects.82 Indeed, some research-
ers suggest that chatbots could be valuable early screening tools for groups hesitant 
to disclose mental health concerns to human clinicians, such as serving military 
personnel.83 Of course, there are ethical implications to therapy completely stripped 
of human judgement, as we saw in the concerns about the treatment of morally 
compromised veterans in the aftermath of the Vietnam War. What this indicates 
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more broadly, however, is the ambivalence that underwrites what the sociologist 
Sherry Turkle called the ‘ELIZA effect’—our propensity to humanise technologies 
like Weizenbaum’s ELIZA program. As we interact with these systems, we become 
more adept at recognising their limitations, comfort which produces first legitima-
tion, and then normalisation. In the case of ELIZA, this reflected users’ perception 
that psychotherapy had become more cognitive and ‘scientific.’84 New AI-enabled 
technologies will be subject to the same process.

Conclusion

In this chapter and throughout this book, we have seen examples of the way the 
market shapes therapeutic spaces and can herald both austerity and largesse. In 
the private madhouses of eighteenth-century Britain, in the popularity of private 
psychotherapy in the post-war United States, in the justifications for deinstitution-
alisation in Britain, in pharmaceutical companies’ ceaseless search for new mar-
kets, in venture capital’s interest in the possibilities of online therapy, the market 
delineates and clarifies therapeutic possibilities. Thus, while it is likely that this 
newer, faster, more automated digital world might democratise some elements of 
the mental health landscape, it will also radically stratify others. To take a very 
recent example: in May 2023, researchers at the University of Texas reported that 
they had developed a non-invasive ‘brain–computer interface’ capable of acting as 
a personalised ‘language decoder,’ able to infer ‘the meaning of perceived speech, 
imagined speech and even silent videos’ from an individual’s fMRI imaging.85 This 
system used a predictive model trained on hours of an individual’s fMRI data, 
collected while the research subject listened to podcasts and watched animated 
films. Press coverage of the study characterised these procedures as a form of mind-
reading—a designation that may, for once, prove accurate.86 Provided such systems 
have access to sufficient training data, it may indeed be possible to reconstruct 
something approximating an individual’s silent thoughts.

These are extraordinary findings, with significant implications for patients suf-
fering speech deficits due to brain injuries and other conditions, whose best options 
are surgically implanted devices (although these are also increasingly utilising AI 
capabilities).87 Yet it is also not difficult to think of the potential mental health 
applications of such a brain–computer interface; for example, the way it might 
override a total reliance on a clinician’s interpretation of the patient’s self-report, 
especially when combined with the explanatory and predictive functions of compu-
tational psychiatry described above.88 Yet in typifying the possibilities of intensely 
personalised medicine, such technology also raises disquieting questions about 
accessibility and monetisation, as well as what researchers describe as ‘mental 
privacy.’89 In the University of Texas study, the research subjects were able to ‘re-
sist’ the interface by silently performing tasks in an idiosyncratic or unpredictable 
manner, suggesting that cooperation is necessary to produce a truly accurate de-
coder for any individual. But given creations often run ahead of their creators, one 
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could easily imagine a more sinister scenario in which such nuance is discarded, 
and brain–computer interfaces become a new kind of polygraph test, calibrated to 
a spurious baseline, with deviations from this supposed norm pathologised—or 
monetised. Even the more trivial applications may end up fuelling new kinds of 
therapies or reanimating old ones. Perhaps the billionaires who today fly to space 
will tomorrow sleep in brain scanners and so resurrect the dream interpretation 
of the psychoanalysts.90 In offering up the brain to the market, such dreams and 
nightmares coexist.
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CONCLUSION

In this book, I have argued that a critical approach to the history of psychiatry and 
mental health positions them as dual endeavours—as clinical undertakings, but also 
as projects with distinct political effects. While the seeds of this clinical–political 
intersection were planted in the mid-nineteenth century, it began to bloom in the 
first decades of the twentieth century in response to the mental hygiene movement 
and the fallout from the First World War, and it flourished in the aftermath of the 
Second World War, which established psychiatry’s usefulness in managing large-
scale psychiatric casualties. By the early post-war period, mental health was an es-
tablished concept and psychiatry an elevated specialty, promoted by both post-war 
governments and the World Health Organization (WHO) as integral to the recon-
struction of liberal democratic norms and geopolitical stability. Over the ensuing 
decades, however, this overt political significance was increasingly obscured by a 
rising biological sensibility that reinscribed mental health and illness as the result 
of biomedical processes and refigured psychiatry and allied disciplines as biomedi-
cal ventures. This worldview was eventually formalised, though not without con-
troversy, in the third edition of the Diagnostic and Statistical Manual (DSM-III), 
published in 1980. Yet this putative depoliticisation is belied by the continued po-
litical entanglements of psychiatry and mental health. Critical histories of mental 
health and psychiatry can help map this contested terrain, as well as describe both 
the circumstances and effects of its formation. In these concluding comments, I 
suggest some future directions framed around the themes explored in this book, as 
well as three broader areas of inquiry.

As discussed in Chapter 1, the asylum has been a central preoccupation for his-
torians of psychiatry, prompting both close investigations of individual institutions, 
as well as more encompassing and controversial accounts seeking to explain its rise 
and fall in various national and international contexts. These efforts remain crucial 
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lines of inquiry, not least because the results demonstrate the variety between and 
even within institutions, as well as the continuities and discontinuities in local, re-
gional, and national practices. Importantly, close attention to individual institutions 
can also disclose the way race, gender, sexuality, and other categories shaped the 
therapeutic approach of clinicians, the experience of patients, and the relationships 
between these interactions and the production of psychiatric knowledge. Yet ex-
panding the view beyond traditional asylums and into other spaces that straddle the 
carceral and the putatively therapeutic–psychiatric wards of general hospitals, drug 
rehabilitation facilities, halfway houses, and group homes, as well as the prisons 
and nursing homes discussed in Chapter 1, would more accurately characterise the 
custodial responses to psychiatric distress, as well as deepen our understandings of 
the outcomes of deinstitutionalisation. Finally, listening for the voices of patients in 
such institutions and spaces, however fleeting and fragmentary, remains a central 
and urgent challenge for the discipline.

While Chapter 2 focused on the development of somatic and psychopharma-
ceutical therapies in the twentieth century and their relationship to the biomedi-
calisation of psychiatry and mental health, the study of ‘psy’ therapeutics in their 
entirety—from the ‘blooding’ practised by Monro at Bedlam to the re-emergence of 
psychedelics in the present—yields important insight into the relationship between 
psychiatric theory and therapeutic practice. This is not necessarily straightforward, 
as we have seen. On the one hand, the history of psychopharmacology suggests that 
the discovery of an effective therapy often prompted a post hoc theorising regard-
ing the origins of the conditions it treated, exemplified by the various ‘deficiency’ 
hypothesises related to bipolar disorder (lithium), schizophrenia (dopamine), and 
depression (serotonin). Yet not all clinicians were interested in the causal mecha-
nisms of the conditions they treated, regarding such inquiries as separate from im-
mediate therapeutic concerns. More research into how these diverging attitudes 
translated into therapeutic approaches would go some way to reconstructing the 
patient experience of various clinical spaces, including those beyond the walls of 
the asylum, hospital, or general practitioner’s office. It would also help illuminate 
the complex relationship between the development of various therapies and the 
evolution of psychiatric theory. Finally, continuing to historicise the evolution of 
‘neuro’ discourses will also be decisive in conceptualising their relevance to past 
and current understandings of psychiatry and mental health.

Research into the relationship between psychiatry, mental health, and the 
state can also be expanded. While Chapter 3 highlights the emergence of public 
health and the mass warfare of the first half of the twentieth century as key fac-
tors in establishing these links, many other areas of intersection can benefit from 
historicisation–fiscal policy (health spending and scientific grant programs, for ex-
ample), education policy, welfare policy, the criminal justice system, and the law 
more broadly, including the attitude towards civil liberties, bodily autonomy, and 
consent, to name just a few. The use of mental health and psychiatry by repres-
sive regimes (or by notionally democratic governments for repressive ends) also 
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warrants continued attention. Beyond extreme examples like Nazi Germany and 
the Soviet Union, how have governments used concepts associated with psychiatry 
and mental health to identify, manage, or otherwise persecute their opponents or 
other undesirable individuals or communities? How have clinicians responded to 
these actions? And to what extent can we recover the experience of the individuals 
targeted by such programs? Thinking historically about this instrumentalisation 
demonstrates the diffusion of clinical concepts beyond strictly clinical spaces.

Tensions between the universal and the particular in the history of psychiatry 
and mental health will continue to be a fruitful avenue of inquiry. Chapter 4 traces 
the links between colonial psychiatry, the mental health agenda of the early World 
Health Organization, the anti-colonial and Indigenous psychiatries that emerged in 
the decades after the Second World War, and the evolution of global mental health 
as a concern of international health agencies. All four instances indicate the po-
litical stakes of designating psychiatric conditions as either universal or culturally 
(and, in colonial contexts, racially) specific. Beyond colonial settings, historians 
continue to investigate the ways psychiatry and mental health were racialised in 
national contexts, such as the United States and South Africa—inquiries that can 
be expanded to other nations across a variety of timescales.1 Moreover, these ques-
tions can be generalised. In what other cases have the universal and the particular 
been in a contest in the formation of psychiatric diagnoses, what have been the 
outcomes of this contest, and how has this been mobilised for political ends? In 
addition to race, continuing to trace the operation of gender and class in psychiatric 
theorising and practice offers an important means of understanding the way psychi-
atric diagnoses can promulgate hierarchies that are politically salient.

Questions of race and gender were also at issue in Chapter 5, which considered 
dissent within the American Psychiatric Association (APA) during the 1960s and 
1970s over the psychoanalytic precepts that shaped American psychiatry in the 
decades after the Second World War, as well as the challenge to psychiatric author-
ity presented by mad activists from this period onwards. While this focus on the 
United States reflects the influence of the APA and its Diagnostic and Statistical 
Manual on Anglophone psychiatry during this period, the central themes of author-
ity and dissent can be profitably traced beyond the United States—an exercise 
that would also contextualise the impact of American psychiatry on clinical theory 
and practice elsewhere. Questions might include how psychiatric authority was 
formed in different contexts and in what ways was it distinctive to certain periods, 
national contexts, and institutions; how both clinicians and patients responded to 
such authority; how the guardians of such authority have responded to discontent; 
how dissent manifested in different periods and in different venues (institutions, 
professional societies, the medical press, and so on); and how such disagreements 
informed both psychiatric theory and practice.

Finally, historical relationships between a prevailing economic order and ideas 
about mental health can also be explored in greater depth than the account of 
capitalist psychopolitics offered in Chapter 6. For example, how have different 
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capitalist economies at different times been understood to interact with individual 
and collective psyches? More concretely, how have these capitalist economies in-
strumentalised and monetised the practice of psychiatry and the concept of mental 
health? In what other ways has work been psychiatrised, and what other avenues 
exist for the marketisation of digital therapies? Finally, as we saw in Chapter 3, 
scholars working on the history of psychiatry in the Soviet Union have emphasised 
not just the way psychiatry was used against opponents of the regime, but also 
the expectation that theories about the mechanisms causing psychiatric distress 
would reflect doctrinal orthodoxy. To what extent were these tendencies evident in 
other socialist states, and how did this affect the experience of patients and clini-
cians? In addition, is it possible to characterise socialism as advocating a species 
of psychopolitics—either in opposition to an imagined capitalist psychopolitics or 
as a feature of these economic arrangements—and if so, what are its distinguish-
ing features? Critically examining the effects of economic arrangements on the 
practice of psychiatry, as well as the theorisation of relationships between the eco-
nomic order and the constitution of the psyche, offers ways of understanding the 
resilience but also contingency of these arrangements.

Three additional issues strike me as particularly important and worthy of further 
thought. The first is the way psychiatry and mental health are capable not just of 
politicisation but of generating distinctive modes of politics—arrangements that 
we may refer to generally as psychopolitics but more specifically as, for example, 
neuro-politics or trauma politics. Here, the history of trauma theory and its recep-
tion offers a particularly resonant example of the way a psychiatric concept might 
achieve significant political status. As we saw in Chapter 3, it was the political 
claims of anti-war Vietnam veterans and their clinicians, drawing on theories devel-
oped to explain the persisting symptoms of Holocaust survivors, that helped trans-
form Post Vietnam Syndrome into post-traumatic stress disorder. Once installed in 
DSM-III, the diagnosis was a mechanism to make the suffering of several kinds of 
victims legible and legitimate: veterans and other victims of war; victims of rape, 
assault, and other forms of violence; and survivors of life-threatening accidents, 
injuries, illnesses, and natural disasters. Soon, however, the category expanded to 
include not just direct victims but traumatised witnesses, such as first responders. 
Associated forms of trauma were also hypothesised, such as intergenerational and 
collective trauma. And, as scholars like Ruth Leys have shown, trauma and PTSD 
soon transcended the clinical realm, were installed in culture, and instrumentalised 
in the academy.2 In addition, as Didier Fassin and Richard Rechtman argued in 
an important book, trauma gave certain groups the status of legitimate victims.3 
Yet this political visibility comes with caveats. It can be bestowed from afar in 
a hegemonic gesture (in Fassin and Rechtmann’s example, in disaster regions of 
the Global South). It can be used to promote or justify violence. And not everyone 
qualifies as a suitable victim because victim status remains a political question. In 
the early literature on PSTD, for example, Black veterans appear to have been di-
agnosed with the condition less frequently than white veterans perhaps because, as 
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one study suggested, ‘[t]he [B]lack male presenting as distrustful, angry, and with 
a combat history has considerable potential to alarm white clinicians, potentiating 
diagnostic error and treatment failure.’4 Thus, though PTSD has in theory put more 
clinical emphasis on the traumatic event itself, it is still possible to extend or deny 
the diagnosis to certain individuals or groups. Tracing the implications of the vari-
ous forms of trauma politics thus remains an important task.

This leads to a second encompassing issue: the interactions between psychiatry 
and marginalised communities, both historically and in the present. While a critical 
approach to the history of psychiatry and mental health indicates that psychiatry 
has at times been used against the powerful, it is less clear whether it has helped 
or hindered the pursuit of equity and justice—either conceptually, or in material 
terms. While this inheres in many contexts, it is particularly relevant in terms of the 
Global North/South divide. An increasingly globalised psychiatry not only raises 
the problematic and perhaps irresolvable tension between the universal and the 
particular, but asks questions about equity of access to research (including research 
design) and treatment. Critics of global mental health argue that it is not sufficient 
to import Western notions of mental health into the Global South and that a better ap-
proach is to trouble Western certainties by including clinicians and patients from 
the Global South as equal partners in research efforts. Similarly, therapeutics nor-
malised in Western contexts may be difficult to apply elsewhere; these attempts 
could be the subject of further historical research. In the present day, global flows 
of psychopharmaceuticals are one important avenue for assessing these effects.

The third and final point returns to the problem of ‘kinds’ canvassed in the In-
troduction and evident throughout this book—the fact that there is no consensus 
on both what mental illness ‘is’ or, indeed, whether this lack of certainty matters. 
An increasing appreciation of the complexity of the brain and the corresponding 
brain–body system will likely make this problem of kinds a persistent issue, as 
researchers strive to show the neurological correlates of symptoms and behaviours 
as a way to make mental illness unimpeachably ‘real.’ For that reason, a critical ap-
proach to mental health requires taking seriously the influence of neuroscience and 
biomedicine on the way that mental health is conceptualised. Reframing biomedi-
cal factors as biocultural appears a particularly urgent task as AI capabilities in-
crease and shape the nature of inquiries into psychiatric distress. Thinking critically 
about kinds also impels attention to questions of degree—that is, how to maintain 
distinctions in severity; to distinguish between, for example, a patient suffering 
from schizophrenia and a patient suffering from social anxiety; distinctions that 
guide the allocation of resources and attention. For this reason, putting all forms 
of mental disorder under the umbrella of ‘mental health’ is not only inaccurate but 
also unjust.

As I have suggested in this book, such imprecision is central to, and perhaps 
constitutive of, both psychiatry as a discipline and the notion of mental health it 
sustains. Indeed, my sense is that the euphemistic, ambiguous quality of ‘mental 
health’ identified by Huw Green and cited in the Introduction is precisely what 
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explains the concept’s durability and continued expansion into much of contempo-
rary life. By signifying both illness and health, mental health exemplifies the flex-
ibility and adaptability that the sum of its discourses presents as personal virtues 
and therapeutic aims. In this way, it absorbs and reproduces some of the central 
paradoxes of psychiatry, whose own expansion from the asylum to mainstream 
medicine charts a similar path from niche concern to general application, from 
florid madness to the infinite varieties of human distress. For that reason, to the 
extent that psychiatry and mental health have made human distress their object, 
their longevity is guaranteed, because the problem they confront is probably in-
soluble. If that is the case, then history suggests that what we call mental illness is 
both a test of our humanity and also a confirmation of it. If we are to really move 
past stigma and not just engage in ‘benevolent othering,’ then hard truths—about 
the reality of mental illness, but also about the limits of our knowledge about such 
conditions—must not be stigmatising.5 Pursuing critical histories of psychiatry and 
mental health not only contextualises present challenges but poses possibilities for 
alternative futures.
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