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Anyone who has crossed a railway bridge, walked through a level crossing or spent time at a 

train station in the UK will have encountered carefully-placed posters with one aim in mind: to 

prevent the person reading it, if they were so-minded, from leaping onto the tracks when a train 

approaches, and killing themselves. Produced by Samaritans, a UK-based suicide prevention 

charity, the posters have messages such as ‘We’re in your corner’, ‘Need to talk to someone?’ 

and ‘Desperate? Call us. We listen.’ Samaritans was founded in London in 1953 by vicar Chad 

Varah (1911-2007), and was the first crisis hotline established ‘to befriend the suicidal and 

despairing’.1 Today there are over 200 branches of the charity in the UK and Ireland.  

The strategy of placing Samaritans posters in the vicinity of speeding trains is no 

coincidence. In 2016/2017, 238 people in the UK took their own lives on the railway; during 

the same period, there were over 2,500 suicide attempts on the railway. Although these figures 

amount to only a fraction of the over 6,000 suicides that occur annually in the UK, the very 

public nature of these deaths, which can result in hundreds of people being traumatised by what 

they have experienced explains why Samaritans has addressed this particular issue in their Rail 

Suicide Prevention Programme (RSPP) from 2010 onwards. RSPP provides training for 

railway staff who might come in contact with suicidal individuals, providing post-incident 

support to staff and travellers, working with the media to ensure responsible and sensitive 

reporting of rail suicides and providing community support at high risk locations. So far, 16,000 

railway staff have been trained, and 400 of these individuals have successfully intervened in 

an attempted suicide.2 

Although RSPP has contributed to a reduction in suicides, winning numerous industry 

and charity awards along the way, other initiatives to prevent suicide have not been so 

successful. As Theodore Jun Yoo describes in the introduction to It’s Madness, Seoul, South 

Korea partnered with Samsung Life Insurance and advertising agency Cheil Worldwide in 

2012 to prevent people from jumping off Mapo Bridge, a common suicide spot in a country 

that has one of the highest suicide rates in the world. 3 The initiative involved placing interactive 

LCD panels on the bridge’s guard rails, which illuminated short inspirational messages and 

affirmational images when the handrails were touched. A sculpture showing one person 

                                                           
1 Chad Varah, Samaritans: Befriending the Suicidal (London: Constable, 1985); “The History of Samaritans,” 

https://www.samaritans.org/about-us/our-organisation/history-samaritans, accessed 13 March 2018. 
2 https://www.samaritans.org/for-business/rail-industry-suicide-prevention-programme, accessed 17 March 2018. 
3 Theodore Jun Yoo, It’s Madness: The Politics of Mental Health in Colonial Korea (Berkeley: University of 

California Press, 2016), 4. 

https://www.samaritans.org/about-us/our-organisation/history-samaritans
https://www.samaritans.org/for-business/rail-industry-suicide-prevention-programme
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comforting another on a bench was also erected. Sadly, however, the ‘Bridge of Life’ project 

backfired, with suicide rates quadrupling after the features were introduced. According to Yoo, 

critics of the ‘Bridge of Life’ argued that not only did the trite messages exacerbate the shame 

and anger felt by those contemplating suicide, but the broader campaign did nothing to address 

the ‘core problem– the profound social stigma of seeking help from mental health 

professionals, which leaves suicide as the only conceivable escape’.4 The interactive panels 

were soon removed with the promise that a better prevention programme would soon be 

introduced.5 

These examples bring to mind two of the challenges inherent in attempting to prevent 

mental illness. Although suicide is a complex phenomenon (see the contribution of Mikko 

Myllykangas in this book), it has been commonly viewed by clinicians and social scientists as 

a form, symptom and/or consequence of mental illness. The above-mentioned examples 

highlight this connection and bring to mind two of the challenges inherent in attempting to 

prevent both suicide and mental illness. The first is simply that neither the prevention of suicide 

nor the prevention of mental illness is easy or straightforward. The interactive features of the 

Mapo Bridge probably seemed quite sensible to many intelligent, well-informed people when 

they were being introduced (in fact, the ‘Bridge of Life’ project won a number of advertising 

awards). And yet, they achieved the opposite of what was intended. Although the Samaritans’ 

efforts to reduce railway suicides have been more successful, their efforts have not resulted in 

a precipitous decline in railway suicides. Network Rail’s figures indicate that from 2011 to 

2014, when RSPP was in place, the number of suicides actually increased from 211 to 288.6 

While the numbers decreased in 2015 and 2016, it is difficult to determine how much of this 

has been due to RSPP or to other factors, such as an improving economic picture in the UK 

and reduced unemployment.7 Moreover, it is important to emphasise the sheer amount of effort 

that has been expended to put RSPP into place. It costs a great deal in time and resource to 

deliver a full-day suicide prevention workshop to 16,000 railway employees, to produce 

pamphlets and posters and to provide post-incident support to both staff and travellers. In 

addition to Network Rail, RSPP is supported by the British Transport Police, the Association 

of Train Operating Companies, the Rail Safety and Standards Board and the four relevant trade 

                                                           
4 Ibid. 
5 Ibid, 156. 
6 https://cdn.networkrail.co.uk/wp-content/uploads/2016/11/Incidents-of-suicide.xlsx, accessed 19 March 2018. 
7 G. D. Batty, M. Kivimäki, S. Bell, C. R. Gale, M. Shipley, E. Whitley, and D. Gunnell, “Psychosocial 

Characteristics as Potential Predictors of Suicide in Adults: An Overview of the Evidence with New Results from 

Prospective Cohort Study,” Translational Psychiatry 8 (2018), https://www.nature.com/articles/s41398-017-

0072-8.  
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unions. Much more difficult to calculate is the seven decades of experience Samaritans have 

had in suicide prevention, which has informed the development of the programme. All of this 

expertise, dedication and compassion adds up to a great deal, but people still end their lives on 

the railways. 

Second, even though preventing suicide is a difficult, delicate endeavour, it pales in 

comparison to the challenge of preventing mental illness more generally. Suicide is but one act 

and one that most people struggling with mental illness do not contemplate. Preventing this 

one act does not make the problems leading up to the attempt disappear. Mental illness, in 

contrast, consists of a constellation of different experiences and symptoms caused by a 

multitude of biological, psychological and social factors and mediated by the complex cultural 

context in which it occurs. Making matters even more difficult, researchers, clinicians and 

patients do not always agree on what constitutes a mental illness, let alone what causes one.8   

Attention Deficit Hyperactivity Disorder (ADHD) provides an interesting case in this 

regard. ADHD emerged in the late 1950s as a distinct disorder and quickly became the most 

common childhood psychiatric disorder.9 The predominant conceptualisation of ADHD is that 

it is a genetic, neurological disorder that is not really preventable, but, instead, is treatable with 

stimulant drugs. Alternative explanations for the disorder, however, suggest something quite 

different. There are many commentators, for instance, who have questioned the very validity 

of ADHD as a psychiatric disorder or have argued that it is over-diagnosed.10 The global spread 

of what emerged as an American disorder has prompted further critiques about how it is 

diagnosed and why.11 Supporters of the rights-based neurodiversity movement have also 

claimed that by over-diagnosing ADHD and other disorders, particularly autism, we 

discriminate against ‘non-neuro-typicals’, individuals who present neurological differences of 

various kinds.12 Some might argue, therefore, that the best way to prevent ADHD (and many 

other psychiatric disorders) is simply not to diagnose it so much. 

                                                           
8 For a recent discussion of the nature of mental illness, see John Swinton, ‘Unravelling “Mental Illness”: What 

Exactly Are We Talking About?’, in Migration and Mental Health: Past and Present, ed. Marjory Harper 

(Basingstoke: Palgrave Macmillan, 2016), 21-35. 
9 Matthew Smith, Hyperactive: The Controversial History of ADHD (London: Reaktion, 2012). 
10 Probably the best example of such critiques has come from psychiatrist Allen J. Frances, the chairperson of the 

fourth edition of the Diagnostic and Statistical Manual of Mental Disorders. Allen J. Frances, “ADHD is 

Overdiagnosed, Here’s the Proof,” psychologytoday.com (23 May 2016), 

https://www.psychologytoday.com/us/blog/saving-normal/201605/adhd-is-overdiagnosed-heres-proof, accessed 

22 March 2018. 
11 Matthew Smith, “Hyperactive Around the World: The History of ADHD in Global Perspective,” Social History 

of Medicine 30, no. 4 (2017): 767-87. 
12 Simon Baron-Cohen, “Neurodiversity: A Revolutionary Concept for Autism and Psychiatry,” Journal of 

Childhood Psychology and Psychiatry 58 (2017), 744-47; Bonnie Evans, “The Autism Paradox: How an Autism 

https://www.psychologytoday.com/us/blog/saving-normal/201605/adhd-is-overdiagnosed-heres-proof
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Moreover, there is a significant amount of evidence to suggest that hyperactive, 

inattentive and impulsive behaviour in children can be triggered by a wide range of social and 

environmental factors, ranging from synthetic food chemicals and lead exposure to family 

distress and not enough time spent exercising or in natural surroundings.13 If this is the case, 

preventing ADHD is absolutely possible, but determining what is specifically causing such 

behaviour problems in individual children (or their over-diagnosis) is an arduous task. It may 

well be easier for a parent to seek out a prescription for Ritalin. But is this the right course of 

action for the child? And does it help society more generally learn about the causes of mental 

illness? Probably not.  

The rapid increase in the global diagnosis of mental disorders during recent decades 

compels both historians and mental health professionals to consider such issues more seriously. 

The World Health Organization (WHO) estimates that 300 million people worldwide suffer 

from depression alone, making it the leading form of disability globally.14 Although questions 

remain about how conditions such as depression are diagnosed and distinguished from ‘normal’ 

moods and emotional states,15 the social and economic costs of mental illness has prompted 

WHO to prioritise prevention as part of its Mental Health Action Plan: 2013-2020.16 What is 

completely absent from this plan and, indeed, most other attempts to prevent mental illness, is 

any awareness that preventive approaches to mental health are nothing new and that it might 

well be possible to learn from such historical attempts which approaches are worth considering 

in future and which are best confined to the past. 

Context and Historiography 

The prevention of mental illness, for instance, was central to humoral medicine, and has been 

a topic addressed by historians. In Anatomy of Melancholy (1621) Robert Burton (1577-1640) 

provided numerous ways in which to prevent bouts of melancholia, including paying particular 

                                                           
Diagnosis Became Both a Clinical Label and an Identity; a Stigma to be Challenged and a Status to be Embraced,” 

Aeon, https://aeon.co/essays/the-intriguing-history-of-the-autism-diagnosis, accessed 29 March 2018. 
13 Smith, Hyperactive, 127-49; Matthew Smith, An Alternative History of Hyperactivity: Food Additives and the 

Feingold Diet (New Brunswick, NJ; Rutgers University Press, 2011). 
14 World Health Organization, “Depression: Fact Sheet,” http://www.who.int/mediacentre/factsheets/fs369/en/, 

accessed 29 March 2018. 
15 Allan V. Horwitz, “The DSM-5 and the Continuing Transformation of Normal Sadness Into Depressive 

Disorder,” Emotion Review 7 (2015): 209-15. 
16 World Health Organization, Mental Health Action Plan: 2013-2020 (Geneva: World Health Organization, 

2013), 

http://apps.who.int/iris/bitstream/handle/10665/89966/9789241506021_eng.pdf;jsessionid=99E55C0C306D6A4

2ACACF6D3B21A7F1E?sequence=1, accessed 29 March 2018. 

https://aeon.co/essays/the-intriguing-history-of-the-autism-diagnosis
http://www.who.int/mediacentre/factsheets/fs369/en/
http://apps.who.int/iris/bitstream/handle/10665/89966/9789241506021_eng.pdf;jsessionid=99E55C0C306D6A42ACACF6D3B21A7F1E?sequence=1
http://apps.who.int/iris/bitstream/handle/10665/89966/9789241506021_eng.pdf;jsessionid=99E55C0C306D6A42ACACF6D3B21A7F1E?sequence=1
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attention to the quality and quantity of one’s diet.17 Referencing Greek, Roman, Jewish and 

Islamic medical scholars, Burton also discussed the role of the other ‘non-naturals’ (air, 

exercise, sleeping and waking, excretion and passions/emotions) in triggering or forestalling 

melancholia, as well as how the condition tended be associated with old age, when ‘the 

vivifying spirits diminished’.18 Foreshadowing eugenic attempts to prevent mental health that 

emerged during the late nineteenth century and persisted well into the twentieth century, 

discussed by Erika Dyck and Despo Kritsotaki in this volume, Burton also suggested that 

parents susceptible to melancholia avoid procreating.19 Above all, however, humoral medicine 

was about balance, whether that pertained to the six non-naturals or the humors (blood, phlegm, 

yellow bile and black bile) themselves, and balance has remained an important concept with 

respect to mental health both literally (work-life balance) or figuratively (having a balanced 

mind).20 

Just as balance continues to be considered an important concept with respect to mental 

health, controlling excesses in certain behaviours and habits was thought to be a preventive 

measure. During the early nineteenth century, for instance, physicians began to suspect 

masturbation or onania as a possible cause of mental disease. 21 Such concerns followed more 

general attacks on masturbation that emerged during the eighteen century, including Onania, 

purported to be written by the English surgeon John Marten in 1712 and L’ Onanisme by the 

influential Swiss physician Samuel-Auguste Tissot (1728-1797) in 1758.22 Tissot argued that, 

while masturbation could cause both bodily and mental ills, the latter were more serious and 

                                                           
17 Robert Burton, Anatomy of Melancholy (London: John Lichfield and James Short for Henry Cripps, 1621), 234-

53.  
18 D. C. T. Maksimov, “Burton’s Anatomy of Melancholy: Philosophically, Medically and Historically,” Part II, 

History of Psychiatry 7 (1996), 352. 
19 Ibid; Burton, Anatomy of Melancholy, 229-34. 
20 For more information about how the concept of balance has evolved, see the Wellcome Trust-funded project at 

the University of Exeter: “Lifestyle, Health and Disease: Changing Concepts of Balance in Modern Medicine,” 

http://onbalance.exeter.ac.uk/, accessed 10 April 2018.  Such ideas are explored in a recent special issue of 

Palgrave Communications entitled ‘On Balance: Lifestyle, Mental Health and Well-Being’, which highlights not 

only the ancient roots of such ideas, but their ongoing relevance.  Ali Haggett, “On Balance: Lifestyle, Mental 

Health and Wellbeing,” Palgrave Communications (2016), https://www.nature.com/articles/palcomms201675; 

Peter Kinderman, “Knots and Black Holes: Why We’re All Prone to Madness and What We Can Do About It,” 

Palgrave Communications (2016), https://www.nature.com/articles/palcomms201674; Ayesha Nathoo, 

“Initiating Therapeutic Relaxation in Britain: A Twentieth-Century Strategy for Health and Wellbeing,” Palgrave 

Communications (2016), https://www.nature.com/articles/palcomms201643; Matthew Smith, “A Fine Balance: 

Individualism, Society and the Prevention of Mental Illness in the United States, 1945-1968,” Palgrave 

Communications (2016), https://www.nature.com/articles/palcomms201624, all accessed 10 April 2018. 
21 Philipp Gutman, “On the Way to a Scienta Sexualis: ‘On the Relation of the Sexual System to the Psyche in 

General and to Cretinism in Particular’ (1826) by Joseph Häussler,” History of Psychiatry 17 (2006): 45-53. 
22 Thomas W. Laquer, Solitary Sex: A Cultural History of Masturbation (New York: Zone Books, 2003); Philipp 

Gutman, “‘About Confusions of the Mind Due to Abnormal Conditions of the Sexual Organs’ by Herman Joseph 

Löwenstein,” History of Psychiatry 17 (2006): 107-33. 

http://onbalance.exeter.ac.uk/
https://www.nature.com/articles/palcomms201675
https://www.nature.com/articles/palcomms201674
https://www.nature.com/articles/palcomms201643
https://www.nature.com/articles/palcomms201624
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were caused in part by an increase in the flow of blood to the brain and exhaustion, but also by 

the ‘shame and shocking remorse’ which followed the act.23 By 1826, Würzburg physician 

Joseph Häussler, was claiming that madhouses were full of individuals who had indulged in 

masturbation, and that it could cause suicide, too.24 Paradoxically, not satisfying the sexual 

instinct could also be dangerous, resulting in either nymphomania or ‘melancholy of the 

religious kind’.25 The ‘women of harems’ and ‘many a nun’ were often victims of such 

conditions.26 Masturbation continued to be identified as a cause for insanity throughout the 

nineteenth century (indeed, madness emerged as the primary danger associated with the act), 

with puberty being a particular period of concern.27 Within asylums, attempts were made to 

limit the practice in order to halt the further deterioration of patients’ health. For instance, 

David Yellowlees (1835-1921), superintendent of Gartnavel Asylum in Glasgow, was so 

convinced that stopping his male patients from masturbation for a period of months would cure 

them that he devised a wire ring that was attached to the flaccid penis, making an erection 

virtually impossible.28  

Although interest in masturbation as a cause for insanity faded during the twentieth 

century, due in part to the work done by sex researchers such as Havelock Ellis (1859-1939) 

and, later, Alfred Kinsey (1894-1956), concern about the role of alcohol in the onset of mental 

illness has persisted. Excessive alcohol consumption can kill in numerous ways, but concerns 

about the impact it could have on the mind begin to be expressed during the eighteenth century. 

As Jonathan Reinarz and Rebecca Wynter describe, George Cheyne (1671-1743) warned that 

liquor could exacerbate the ‘English malady’ in 1733, during the height of the gin craze.29 The 

British Quaker physician John Coakley Lettsom (1744-1815) would also in caution in 1789 

that excess alcohol consumption could cause ‘epilepsy, melancholy, madness and suicide’, also 

                                                           
23 Evan H. Hare, “Masturbatory Insanity: The History of an Idea,” Journal of Mental Science 108 (1962):1-25. 
24 Gutman, “On the Way,” 48. 
25 Ibid, 49. 
26 Ibid. 
27 Allan Beveridge, “Madness in Victorian Edinburgh: A Study of Patients Admitted to the Royal Edinburgh 

Asylum under Thomas Clouston, 1873-1908,” Part II, History of Psychiatry 6 (1995): 133-56; Laurent Sueur and 

Andrew Hodgkiss, “French Psychiatrists on the Causes of Madness, 1800-1870: An Ambiguous Attitude before 

an Epistemological Obstacle,” History of Psychiatry 7 (1997): 267-75; Catharine Coleborne, “White Men and 

Weak Masculinity: Men in the Public Asylums in Victoria, Australia, and New Zealand, 1860s-1900s,” History 

of Psychiatry 25 (2014): 468-76. 
28 Jonathan Andrews, “A Failure to Flourish? David Yellowlees and the Glasgow School of Psychiatry: Part 2,” 

History of Psychiatry 8 (1997): 333-60. 
29 Jessica Warner, Craze: Gin and Debauchery in an Age of Reason (London: Profile Books, 2003); Jonathan 

Reinarz and Rebecca Wynter, “The Spirit of Medicine: The Use of Alcohol in Nineteenth-Century Medical 

Practice”, in Drink in the Eighteenth and Nineteenth Centuries, eds. Susanne Schmid and Barbara Schmidt-

Haberkamp (London: Pickering and Chatto, 2014), 131-33. 
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describing the symptoms of delirium tremens and alcohol psychosis.30 This was despite the fact 

that, as Reinarz and Wynter demonstrate, alcohol was also used as a treatment for other mental 

afflictions.31 Alcohol was also linked to degeneration and madness throughout Europe and 

during the early American republic.32 Other intoxicants were also associated with madness both 

as a cause to be prevented and as a potential treatment. Cannabis, as with many currently illicit 

drugs, was used therapeutically for mental illness during the nineteenth century, only to be 

prohibited during the early twentieth century.33 But while concerns about ‘reefer madness’ 

(made infamous in a 1936 American film) grew, some still thought it could be therapeutic for 

mental disorders, including depression.34 Today, while marijuana can be used medically to treat 

many conditions (ranging from glaucoma to the side effects of chemotherapy) and has been 

legalised in some countries, there is also evidence that high-potency cannabis can cause 

schizophrenia.35 

Concern about alcohol and other intoxicants were aligned with both ongoing research on 

brain pathology and its relationship to mental health and broader interests in public health and 

social progress during the late-nineteenth and early-twentieth century. These parallel 

developments often overlapped. Many asylums in both southern Europe (especially Italy) and 

the southern American states, for instance, contained poverty-stricken patients suffering from 

a form of pellagra, a vitamin deficiency disease.36 Pellagra, caused by lack of niacin, causes a 

range of physical symptoms, but can also affect the brain, resulting in mental disturbance. It 

became more common in regions where traditional crops that contained niacin were replaced 

                                                           
30 Reinarz and Wynter, “Spirit of Medicine”, 131. 
31 Ibid, 132-33. Beer was also used as an incentive for patient labour in Victorian asylums. Niall McCrae, “The 

Beer Ration in Victorian Asylums,” History of Psychiatry 15 (2004), 155-75. 
32 Patricia E. Prestwich, Drink and the Politics of Social Reform (Paolo Alto, CA: The Society for the Promotion 

of Science and Scholarship, 1988); Rafael Huertas and C. M Winston, ‘Madness and Degeneration, II. Alcoholism 

and Degeneration,” History of Psychiatry 4 (1993), 1-21; Patricia E. Prestwich, “Female Alcoholism in Paris, 

1870-1920: The Response of Psychiatrists and of Families,” History of Psychiatry 14 (2003), 321-36; Matthew 

Warner Osborn, Rum Maniacs: Alcoholic Insanity in the Early American Republic (Chicago: University of 

Chicago Press, 2014). 
33 James H. Mills, Cannabis Britannica: Empire, Trade, and Prohibition, 1800-1928 (Oxford: Oxford University 

Press, 2003), 73-76. 
34 James H. Mills, Cannabis Nation: Control and Consumption in Britain, 1928-2008 (Oxford: Oxford University 

Press 2013), 30. 
35 R. M. Murray et al., “Cannabis-Associated Psychosis: Neural Substrate and Clinical Impact,” 

Neuropharmacology 124 (2017): 89-104. 
36 Mary Katherine Crabb, “An Epidemic of Pride: Pellagra and the Culture of the American South,” 

Anthropologica 34 (1992): 89-103; José Lázaro, “The Concept of ‘Delusion’ in Spanish Psychiatry,” History of 

Psychiatry 7 (1996): 124-25; Alan M. Kraut, Goldberger’s War: The Life and Work of a Public Health Crusader 

(New York: Hill and Wang, 2003); Octavian Buda, “The Face of Madness in Romania: The Origin of Psychiatric 

Psychiatry in Eastern Europe,” History of Psychiatry 21 (2010): 286; David Gentilcore and Egidio Priani, “‘San 

Servolo Lunatic!’: Segregation and Integration in the Life Cycle of Pellagra Patients at Venice’s Provincial 

Asylums (1842-1912),” in Segregration and Integration in the History of the Hospital, eds. K. Stevens Crawshaw 

and K. Vongsathorn,  (Rotterdam: Clio Medica, in press). 
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by corn, which does not contain the vitamin.  While the precise cause of the ‘pellagra psychosis’ 

was biological, the fact that the poor, including African Americans in the southern states, were 

most vulnerable highlighted that the disorder also had profound social origins.37 Similarly, 

although general paresis of the insane, caused by tertiary syphilis, affected a broader 

socioeconomic spectrum than did pellagra, it was similarly a biological cause infused with 

social and moral significance.38 

More generally, however, concerns about public health and social progress increasingly 

dovetailed with those surrounding mental illness towards the close of the nineteenth century.  

As western societies industrialised and urbanised, alarms were raised about how such 

developments could affect mental health, causing disorders such as neurasthenia, which itself 

was rooted in new ideas about neurology.39 Although it is still diagnosed in Asia, diagnoses of 

neurasthenia gradually declined following the First World War, and the disorder was finally 

dropped from the DSM in 1980 (it is still included in the WHO’s International Classification 

of Diseases).40 By the end of the nineteenth century, however, it was a popular diagnosis in 

many western countries, a ‘disease of civilisation’ that afflicted sensitive people (typically, 

white, middle-class and educated) who were not able to cope with the sensory overload that 

came with hectic city living.41 Along with electrical ‘cures’ that aimed to replenish depleted 

nervous energy (such as electrical belts), sufferers and those at risk from neurasthenia could 

consider lifestyle changes to alleviate the symptoms or prevent the disorder altogether. 

Included amongst these interventions was not only the ‘rest cure’ described in the semi-

                                                           
37 Patrizia Guarnieri, “The History of Psychiatry in Italy,” History of Psychiatry 2 (1992): 297-98. 
38 Gayle Davis, The Cruel Madness of Love: Sex, Syphilis and Psychiatry in Scotland, 188-1930 (Amsterdam: 

Rodopi, 2008); Jennifer Wallis, Investigating the Body in the Victorian Asylum: Doctors, Patients, and Practices 

(Basingstoke: Palgrave Macmillan, 2017). 
39 Such concern followed the warnings issued the previous century by George Cheyne in The English Malady 

(1733), and by Thomas Trotter in his 1807 text View of the Nervous Temperament and George Hayden in An 

Essay on the Wear and Tear of Human Life (1846). George Cheyne, The English Malady; or, A Treatise of 

Nervous Disease (London: C. Strahan, 1733); Thomas Trotter, View of the Nervous Temperament (Troy, NY: 

Wright, Goodenow and Stockwell, 1807); G. T. Hayden, An Essay on the Wear and Tear of Human Life (Dublin: 

Fannin and Co., 1846). See also Roy Porter, “Nervousness, Eighteenth- and Nineteenth-Century Style: from 

Luxury to Labour,” in Cultures of Neurasthenia: From Beard to the First World War, eds. Marijke Gijswijt-

Hofstra and Roy Porter (Amsterdam: Rodopi, 2001), 31-49; Mark Micale, Hysterical Men: The Hidden History 

of Male Nervous Illness (Cambridge, MA: Harvard University Press, 2008); David Schuster, Neurasthenic Nation: 

America’s Search for Health, Happiness, and Comfort (New Brunswick, NJ: Rutgers University Press, 2011). 
40 Pamela Yew Schwartz, “Why is Neurasthenia Important in Asian Cultures?,” Western Journal of Medicine 176 

(2002): 257-58. 
41 For a good overview of neurasthenia, see Marijke Gijswijt-Hofstra and Roy Porter, eds., Cultures of 

Neurasthenia: From Beard to the First World War (Amsterdam: Rodopi, 2001). See also Brad Campbell, “The 

Making of ‘American’: Race and Nation in Neurasthenic Discourse,” History of Psychiatry 18 (2007): 157-78; 

Tracy Loughram, “Hysteria and Neurasthenia in Pre-1914 British Medical Discourse and in Histories of Shell 

Shock,” History of Psychiatry 19 (2008): 25-46; Schuster, Neurasthenic Nation; Jessica Slijkhuis and Harry 

Oosterhuis, “‘Paralysed with fear and worry’: Neurasthenia as a Gender-Specific Disease of Civilisation,” History 

of Psychiatry 24 (2013): 79-93. 
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autobiographical The Yellow Wallpaper (1892), but also suggestions to take up exercise and 

spend time in the great outdoors. As David Schuster describes in Neurasthenic Nation, 

concerns about neurasthenia provided momentum for the formation of the first American 

National Parks.42 

Late nineteenth- and early twentieth-century psychiatric thought often portrayed heredity 

as the primary cause of mental illness. This interpretive framework problematized preventive 

efforts and fostered a pessimistic outlook on the prospects of cure and the functions of asylums, 

tendencies exacerbated by the rising numbers of chronic patients which swelled the resident 

population of asylums,43 and by Kraepelin’s elaboration of dementia praecox, characterised 

predominantly as an incurable condition affecting younger patients which was marked by 

progressive deterioration.44 Yet in practice British psychiatrists argued that mental disorder 

arose from the interplay of social factors and hereditary predisposition. Writing in 1858, John 

Conolly (1794-1866) explained how asylums were filled by those from the ‘poorer ranks of 

life’, describing a patient whose ‘sole inheritance was poverty and labour, and a brain 

predisposed to disease’. She was, he noted, ‘industrious, and led a correct life’, but ‘to ensure 

good and clothing, and the shelter of a roof, it was necessary for her to work fourteen hours a 

day. No pleasures, no healthful exercise, were part of her lot’.45   

Nineteenth-century psychiatrists, in other words, were cognisant of the role played by 

poverty and unemployment in bringing patients to the asylum, even if they did little in this era 

to tackle the issue. They did, however, advocate other social interventions which they claimed 

could lower the burden of mental illness. Thus, Henry Maudsley (1835-1918) sought to restrict 

women’s access to education, cautioning that young women’s intellectual work could only be 

accomplished at the expense of their reproductive health, and indeed the strength of the race 

more broadly. 46 Meanwhile, the Edinburgh psychiatrist Thomas Clouston (1840-1915) 

                                                           
42 Charlotte Perkins Gilman, The Yellow Wallpaper (London: Virago, 1981 [1893]); Schuster, Neurasthenic 

Nation. 
43 Andrew Scull, Museums of Madness: The Social Organization of Insanity in Nineteenth-Century England 

(Harmondsworth: Penguin Books, 1982). 
44 R. M. Ion and M. D. Beer, “The British Reaction to Dementia Praecox, 1893-1913: Part 1,” History of 

Psychiatry 13 (2002): 285-304; R. M. Ion and M. D. Beer, “The British Reaction to Dementia Praecox, 1893-

1913: Part 2,” History of Psychiatry 13 (2002): 419-32. Paradoxically, Richard Noll has argued that the emergence 

of dementia praecox in American asylums gave superintendents hope that they could explain, if not treat, the 

symptoms endured by many of their patients. Kraepelin’s emphasis on the biology of the disorder, in turn, helped 

to give American asylum physicians a certain degree of scientific respectability. Richard Noll, American Madness: 

The Rise and Fall of Dementia Praecox (Cambridge, MA: Harvard University Press, 2011). 
45 John Conolly, Case Studies from the Physiognomy of Insanity (1858), reprinted in Sander L. Gilman, ed., The 

Face of Madness: Hugh W. Diamond and the Origin of Psychiatric Photography (New York: Brunnner/Mazel, 

1976) 33, 38. 
46 Henry Maudsley, “Sex in Mind and in Education,” Fortnightly Review 15, no. 88 (1874): 466-83.  



 10 

published a book for the public in which he outlined to his readers how diet, education and 

lifestyle could prevent the development of mental disorder.47 Psychiatrists also increasingly 

looked beyond the walls of the asylum in their quest to prevent the onset of chronic mental 

illness, focussing on incipient or so-called borderline cases of mental illness. Reasoning that 

insanity was more easily cured if caught at its onset, the British Medical Association and 

Medico-Psychological Association unsuccessfully lobbied in 1896 for a revision to the lunacy 

legislation which would allow up to six months treatment without the need for certification and 

admittance to an asylum.48 

Although prevention featured prominently in discussions of mental illness prior to the 

twentieth century, there was little coordinated effort on the part of governments or social 

reformers to take specific steps to prevent mental illness as had been the case in addressing 

public health issues such as clean water, sanitation or vaccination. Campaigners, such as 

Dorothea Dix (1802-1887), and groups, such as the Alleged Lunatics’ Friends Society (founded 

in 1845), had begun to lobby for the rights of the mentally ill during the mid-nineteenth century, 

but their focus was on those already dealing with mental disorder, rather than those susceptible 

to it. This situation would change markedly during the twentieth century, beginning with the 

emergence of the mental hygiene movement and the child guidance movement. 

Both the mental hygiene and child guidance movements would become influential 

throughout Europe and the Americas,49 but initially emerged in the United States as part of the 

Progressive Era reforms, which took place between 1870 and 1920.50 In the US, mental hygiene 
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was often associated with the National Committee for Mental Hygiene, which was founded in 

1909 by former asylum patient, author and reformer Clifford Beers (1876-1943) and the 

pioneering Swiss-American psychiatrist Adolf Meyer (1866-1950).51 Similarly, child guidance 

can be traced to the influential Juvenile Psychopathic Institute in Chicago, which was founded 

by psychiatrist and criminologist William Healy (1869-1963) in the same year.52 Imbued by a 

combination of progressive social reform and Darwinian eugenics that may seem odd today, 

but existed in tandem for many decades, both movements concentrated on restoring the 

mentally ill to health and identifying and pushing for preventive strategies.  Each combined a 

focus on the provision of prophylactic and therapeutic clinical services with an emphasis on 

lobbying government for policies aimed at the prevention of mental illness and the better 

treatment of the mentally ill. 

The clinical approach of both the child guidance and mental hygiene movements was not 

only preventive, but also involved a multidisciplinary work where psychiatrists, paediatricians 

and other physicians collaborated with psychologists and psychiatric social workers, an 

approach that would endure well after the Second World War.53 Although there was some 

overlap between the disciplinary boundaries, the physicians in these tripartite units dispensed 

medical advice, while the psychologists provided clinical assessments, and the social workers 

worked with families – often in the community – to determine the environmental causes of 

disorder and take steps to prevent mental illness in vulnerable individuals. Psychiatric social 

workers emphasised the therapeutic aspects of their work, arguing that mothers suffering from 

their own unresolved issues often inadvertently caused children’s problems through inadequate 

parenting. Resolution of the child’s problems, in other words, could only be accomplished if 

mothers were treated by psychiatric social workers as patients in their own right. This concept 

widened the therapeutic lens from the individual patient to his or her family as a whole. 

Educating the public about mental hygiene and child guidance was also a vital component of 
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such work. Depending on the country involved, funding for such activities could come from 

the public purse or charities, including The Commonwealth Fund of New York, which funded 

– amongst many other initiatives – the London Child Guidance Clinic and a mental hygiene 

centre at Yale University Medical School.54 In England, the 1937 amalgamation of three of the 

four main mental health charities into the National Association for Mental Health served to 

strengthen and coordinate voluntary action in the promotion of mental health and prevention 

of mental illness.55 

In addition to the newly-created child guidance clinics, other therapeutic spaces were 

established to curtail asylum admissions by providing care to incipient cases of mental distress. 

In Brighton, Dr Helen Boyle (1869-1957) sought to circumvent the restrictions of the 1890 

Lunacy Act which required patients to be certified as insane before they could secure asylum 

treatment, establishing a charitable hospital in 1905 for women suffering from nervous 

disorders.56 Founded from a bequest in Henry Maudsley’s will, the Maudsley Hospital opened 

in 1923 to provide in-patient and out-patient treatment for early cases of mental disorder, 

although it did not fully adhere to this brief in practice.57 Legislative reform followed: the 1930 

Mental Treatment Act aimed to increase the number of people seeking early treatment for 

mental health problems in England and Wales by providing for voluntary and out-patient 

treatment. 

While the mental hygiene movement developed new sites of mental health care, another 

approach was to redesign existing spaces, such as factories and other workspaces, so as to 

enhance mental wellbeing in populations which had hitherto not been subject to psychiatric 

and psychological scrutiny. By the late nineteenth century, factories had come to epitomise all 

the undesirable by-products of the industrial revolution for many critics, undermining skilled 

labour, individual creativity and freedom in an environment that was as hazardous to 

psychological well-being as it was to physical health. Although this critique originated from 

the left, it resonated with employers seeking to boost output, and was sanctioned by the British 
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government during the First World War as a means of increasing munitions production. 

Vocational guidance sought to tackle the problem of the demotivated worker by identifying 

appropriate jobs for individuals’ temperaments and aptitudes, but in practice the rise in 

mechanisation and repetitive work tasks restricted this objective. Occupational health 

practitioners, industrial psychologists and industrial welfare supervisors therefore argued that 

industrial workspaces should be reconfigured into sites of health improvement which catered 

for workers’ physiological needs but also addressed their psychological well-being, 

compensating for unrewarding work tasks and helping to minimise the impact of neurotic 

illness on industrial outputs. Accordingly, managers were encouraged to improve lighting, 

heating and seating arrangements, and provide their workers with canteens, bathrooms, first 

aid facilities and a range of welfare and recreational provisions. 58  

Growing scrutiny of industry, in turn, prompted doctors to diagnose a large proportion 

of the industrial workforce with a psychological disorder.  Public health investigator James L. 

Halliday (1897-1983), for example, argued that around a third of all industrial workers 

incapacitated from work were suffering from psychoneuroses, although four fifths of these 

cases were misdiagnosed with a physiological ailment.59 Other studies suggested that a 

substantial number of those in work were battling with neuroses which had, in part, been 

triggered by excessive working hours and monotonous work.  Industrial health researcher 

Russell Fraser, for example, claimed that 30 per cent of the workers he surveyed suffered from 

some degree of neurosis.60 Surveys such as this suggested a hidden burden of mental illness 

concealed within the population – one which posed a threat to national prosperity as much as 

to individual happiness. 

The emphasis on prevention accelerated during and after the Second World War in 

response to domestic and military pressures. On the home front in Britain, the mass evacuation 

of children drew attention to children’s psychological development and ways of protecting their 

mental health. Surveying of the impact of evacuation on children, psychologist Susan Isaacs 
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(1885-1948) acknowledged that the strength of the family tie had not been fully taken into 

consideration. ‘It seems an extraordinary thing that we should have allowed so much neglect 

of human feeling and personal issues’, she observed.61 Contributors to Isaacs’ survey included 

leading British psychiatric social worker Sybil Clement Brown (1899-1993) and the 

psychologist John Bowlby (1907-1990), so it is perhaps unsurprising that the survey helped 

create a climate in which Bowlby’s attachment theory – the idea that a child’s emotional 

development depended upon their bond with their primary caregiver – gained widespread 

acceptance, and that child guidance and psychiatric social work was subsequently embedded 

within the welfare state as part of a broader programme of post-war reconstruction.62  

Eager to avoid the high levels of shell shock that had been experienced during the First 

World War, British military psychiatry invested in prevention during the Second World War, 

though the success of such initiatives has been debated by historians.63 Efforts to provide 

therapy to large groups of armed forces personnel who displayed psychological and 

psychosomatic symptoms would, however, have a profound impact on post-war psychiatric 

practice. Pioneered at Northfield and Mill Hill hospitals, a number of psychiatrists developed 

this into the post-war therapeutic community model, which argued that all relationships within 

mental hospitals could be used to accomplish therapeutic goals.64 Although the objective here 

was to transform inpatient care, it highlighted the role played by social environments and 

interpersonal relationships in promoting mental health.65 For Maxwell Jones (1907-1990), one 

wartime pioneer of the therapeutic community, the experience demonstrated psychiatrists’ 

ability to prevent mental illness by intervening in people’s family life and social environment 

before individuals became incapacitated by their symptoms.66 
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In the US, the military demands of the War saw psychiatry reach unprecedented levels 

of authority and prestige. In order to prevent psychiatric casualties, the American military 

screened recruits for psychological fitness and ultimately rejected 12 per cent on psychiatric 

grounds, six times the figure for the First World War.67 Despite these measures, there were 

over one million psychiatric hospital admissions during the war. Regardless of the effectiveness 

of such screening, military psychiatrists, such as William C. Menninger (1899-1966) were 

confident that the lessons learned during the war could be applied to civilian populations.68 

Given that the war had emphasised the apparently massive scale of mental illness within 

American society, which was also reflected in a post-war asylum population of nearly half a 

million people, the prevention of mental illness became a priority for both psychiatrists and 

politicians.69 Responding to this desire for preventive psychiatry was a relatively new approach 

to mental health: social psychiatry. 

The term ‘social psychiatry’ was first used in Germany during the first decades of the 

twentieth century to describe an approach to psychiatry focussed on identifying the causes of 

mental disorder and determining how to prevent them.70 As Heinz-Peter Schmiedebach and 

Stefan Priebe note, however, there was a strong eugenic component to the term in Germany.71 

Georg Ilberg’s (1862-1942) 1903 paper on the topic, for instance, stated that 60-70 per cent of 

all cases of mental disease were heritable, so the ‘first task of social psychiatry was to prevent 

intermarriage between healthy and mentally ill persons’.72 By the time of the Third Reich, 
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social psychiatry had ‘amalgamated with racial hygiene and euthanasia came to be promoted 

as a therapeutic measure’, resulting in approximately 200,000 deaths.73 

Following – and influenced by – the Second World War, however, social psychiatry 

became associated with focussed on investigating and changing the environmental conditions 

that shaped mental health, rather than addressing hereditary factors.74 Although social 

psychiatry gained the most traction in the United States where it influenced both the 

deinstitutionalisation and community mental health movements, it was influential in many 

other countries as well, with the International Journal of Social Psychiatry and Social 

Psychiatry (along with more general psychiatric journals) being the main outlets for research.75 

A ‘preventive psychiatry’, social psychiatry was also highly interdisciplinary, as social 

psychiatrists worked collaboratively with a range of social scientists (typically sociologists, 

anthropologists and psychologists) to carry out epidemiological studies.76 Among the most 

influential of the studies that emerged were Mental Disorder in Urban Areas (1939) by 

Chicago School sociologists Robert E. L. Faris (1907-1998) and H. Warren Dunham (1906-

1985); Social Class and Mental Illness (1958) by psychiatrist-sociologist team Frederick 

Redlich (1910-2004) and August B. Hollingshead (1907-1980); Mental Health in the 
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Metropolis by a multidisciplinary team including social scientists Leo Srole (1909-1993 and 

Marvin Opler (1914-1981); and the still-running Stirling County Studies (in Nova Scotia, 

Canada), which was led by psychiatrist/sociologist Alexander H. Leighton (1908-2007) and is 

now led by his widow, Jane Murphy Leighton (b. 1929).77 

These studies and others tended to emphasise the role of social factors, including poverty, 

social isolation, class tensions and various aspects of the urban environment, as being important 

considerations in the epidemiology of mental illness.78 While their authors tended not to delve 

too deeply into the political ramifications of such theories or argued that more research needed 

to be done before policy decisions could be made, there were exceptions to this reticence.79 

The final reports of the Joint Commission on Mental Health and Illness (1961) and the Joint 

Commission on the Mental Health of Children (1969), for instance, detailed specific measures 

to tackle poverty and social isolation.80 One of the top recommendations of the latter 

Commission in their Crisis in Child Mental Health: Challenge for the 1970s was a universal 

basic income to mitigate the risks to mental health associated with extreme poverty.81 

More generally, social psychiatry’s emphasis on prevention nevertheless accorded with 

the progressive politics of the Kennedy and Johnson administrations in the US.82 In a 1963 

speech to Congress, John F. Kennedy (1917-1963) argued that the best way to deal with the 

financial and emotional burden of mental illness was prevention and, specifically, addressing 

‘the harsh environmental conditions’ believed to cause it.83 Three weeks before Kennedy’s 

assassination in November 1963, the Community Mental Health Centers Construction Act was 

passed, paving the way for hundreds of community mental health centres (CMHCs) to be built 

across the US. After Kennedy’s death, an amendment was passed providing funding for the 
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staffing of these centres. As the founding director of the National Institute for Mental Health, 

Robert H. Felix (1904-1990) stressed, such centres were not only meant to treat the thousands 

of people currently residing in asylums, but also – and more importantly – they were to be 

heavily involved in prevention, including what Felix described (but did not define) as ‘social 

action’.84 Felix urged that psychiatrists, along with the psychiatric social workers, 

psychologists and others working in CMHCs, become more ‘civically active’.85 

By the 1970s and 1980s, however, most CMHCs were struggling financially and 

prevention was dropping in their list of priorities.86 Similarly, social psychiatry was losing its 

intellectual and political influence. Within psychiatry, biological (especially genetic) 

explanations for mental illness were becoming more popular, alongside pharmaceutical 

treatments.87 Social psychiatry itself became somewhat fragmented. While some radical 

psychiatrists continued to press for political change, including improved civil rights for the 

mentally ill, others gravitated towards transcultural psychiatry and still others simply moved 

from the field altogether.88 It could also be argued that white, middle class, male social 

psychiatrists shied away from investigating certain factors, while over-emphasising others. 

What a twenty-first century observer might describe as child abuse (sexual, physical, 

emotional) can be found in the psychoanalytical literature of the period, but such cases do not 

tend to emerge in the contemporaneous epidemiological studies.89 Similarly, although race and 

racism loomed (and continues to loom) large in some discussions about the epidemiology of 

mental illness, its role was not as predominant as one might have expected.90 Faris and 

Dunham’s study of schizophrenia in Chicago during the 1930s, for instance, found that poverty 

and social disorganisation were much more significant predictors of mental disorder than 

race.91 Neither Hollingshead and Redlich’s survey of class and mental illness in New Haven, 
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Connecticut, nor the Midtown Manhattan Study addressed race to any significant extent. In the 

former case, New Haven during the 1950s had yet to experience the migration of African 

Americans that would follow in subsequent decades; in the latter case, the Midtown 

investigators simply made a decision not to include African American or Puerto Rican New 

Yorkers in their influential survey. 

Politically, the progressive politics that ushered in the Great Society welfare policies 

during the 1960s were swept aside amidst economic turmoil during the 1970s and an eventual 

turn to the right in the US, the UK and many other countries during the 1980s. The emphasis 

on prevention that had been central to thinking about mental health for much of the twentieth 

century and, indeed, previous centuries, was marginalised in the search for better and more 

profitable drug therapies. While there have been recent efforts by the World Health 

Organization (through their Social Determinants of Health agenda) and mental health charities 

to put prevention at the forefront of not only mental health research, but also public policy, 

politicians and political parties have been reluctant to take direct action. In Britain, statutory 

and voluntary organisations have increasingly emphasised the importance of prevention since 

the turn of the twenty-first century, but calls to focus ‘more attention “upstream” into 

promotion, education, prevention and early intervention’92 have made little headway given the 

government’s failure to redress the gap in funding allocated to mental health providers versus 

other NHS health care providers.93 Moreover, there is very little awareness amongst policy 

makers or mental health professionals of the rich history of preventive approaches to mental 

health.94 It is quite possible that those eager to prevent mental illness today and in future neglect 

to learn the lessons of past attempts. 
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Although it would be easy to blame policy makers and mental health professionals for 

not paying close enough attention to their history, historians of psychiatry and mental health 

should also shoulder part of the blame for this lack of awareness. Despite the fact that the 

history of psychiatry and mental health is arguably the most popular topic within the history of 

medicine, boasting its own journal and dedicated book series, the history of preventing mental 

illness has simply not attracted as much attention from historians as it might have.  Prevention 

tends to get mentioned in passing, rather than being the primary basis of inquiry, and when it 

is addressed more thoroughly, it tends to be dismissed as a chimera.95 It is possible that this is 

the case because most histories of psychiatry and mental health have been written during a 

period when the idea of preventing mental illness was waning or simply overlooked. The 

ultimate objective of this volume is to change this state of affairs, partly to emphasise a theme 

in the relevant historiography that has been overlooked, but also – and more importantly, 

perhaps – to stoke and inform debate and conversation about how to prevent mental illness and 

improve mental health in the years to come. 

Contents 

This volume has its origins in a conference and witness seminar held at the University of 

Strathclyde’s Ross Priory, on the bonny banks of Loch Lomond, in 2016. The two-day event 

was generously funded by the Arts and Humanities Research Council (UK) and the Wellcome 

Trust, and began with a witness seminar featuring three American and three British 

psychiatrists with experience of social psychiatry, community mental health care and 

psychiatric epidemiology. Following the witness seminar, a series of historical papers were 

given on the topic of ‘Preventing Mental Illness: Past, Present and Future’, and it is from this 

conference that the majority of the chapters in this volume derive.   

The first three chapters of Preventing Mental Illness converge upon the idea that the 

foundations of mental health are set early in life, and examine the different ideas and practices 

of mental illness, violence and crime prevention for children, adolescents and youths in 

twentieth-century America. Focusing on the 1940s and 1950s, Dennis Doyle investigates the 

ways in which psychiatrists, within the framework of preventive psychiatry and mental 

hygiene, linked comic books with the prevention of emotional and behavioural troubles, in 

particular violence. Based on different understandings of the human imagination, comic book 

opponents argued that comic books caused misbehaviour, violence and delinquency and that they 
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should not be sold to minors, while comic book defenders contended that comic books did not 

cause but actually helped prevent juvenile delinquency. This debate on comic books highlights 

that mental health experts were asserting their responsibility to educate and protect the public 

in this new era of popular culture and mass media, and not only prevent mental illness but 

various social ills.  

The increasing popularity of comics was part of the flourishing youth culture and 

expanding youth market after the Second Wold War. But, as children and adolescents were 

acquiring new social roles and cultural value, adults became increasingly worried about their 

mental health and demeanour. Against this background adolescent medicine was established 

as a distinct medical/paediatric field and, as Iain Ferguson argues, acne was constructed as a 

psychological and social problem of adolescence. In post-war America acne came to be seen 

as a cause and effect of emotional turmoil, mainly stress, experienced by teenagers with busy 

lives and problematic family and social relationships, but also as a threat to adolescents’ present 

and future social position, as well to the social order. Therefore, its early and efficient treatment 

could not only prevent facial disfigurement, but also mental illness, social maladjustment, 

antisocial behaviour, sexual promiscuity, delinquency and even social disorder and racial 

unrest. With all this at stake, professionals, adolescents and parents were willing to try a variety 

of treatments, from sedatives and tranquilisers to hypnosis and surgery, even if some of these 

methods proved dangerous. 

Looking more closely at juvenile delinquency, Erin Lux shows how the changing social 

roles of children and adolescents, as well as the effects of the Second World War – mainly the 

disruption of families and ‘normal’ life – and the challenges of the Cold War, raised anxiety 

about youths and motivated the reform of the juvenile justice system in the USA. Between the 

1940s and the 1960s many states adopted a new preventive and rehabilitative model, with 

longer treatment-oriented sentences and the engagement of various agents: the police, social 

and health services, and increasingly psychiatry. The new model was soon challenged, 

however, partly because of a lack of supporting research and evidence, but also because of the 

long sentences and extensive interference into the lives of children who had committed no 

crimes. This was deemed as unconstitutional by the late 1960s, when ideas about individual 

rights had changed dramatically. And, while the expansion of penal institutions to meet the 

increased incarceration needs was initially portrayed as a progressive and positive step, the 

massive size and brutality of these institutions was eventually condemned.  

While not concentrating on childhood and adolescence, the following chapter 

demonstrates that prevention was inextricably linked with safeguarding the mental health of 
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young people outside the US too. Despo Kritsotaki argues that models of prevention in 

twentieth-century Greece continuously focussed on the protection of childhood, as well as the 

education of the public. Alongside these continuities, discourses on prevention became more 

systematic and diverse in the second half of the twentieth century, and their orientation shifted 

in the 1940s from physical to psychosocial issues, before biological/genetic approaches 

resurfaced in the 1970s. The chapter analyses these trends within the context of Greek social 

and political conditions, and developments of the mental health field. However, it interprets 

the restricted practical impact of prevention discourses as indicative of the difficulties and 

shortcomings of prevention policies beyond Greece.  

The impact of social psychiatry on prevention, underlined by Kritsotaki for Greece, is 

investigated in depth by Mat Savelli for Yugoslavia. In the early post-war period the new 

Communist state and the medical profession envisioned a reformed Yugoslav society and a 

socialist health care system, which would prioritise prevention. Necessitated by the material 

and political conditions of the time, this approach continued interwar trends, but was fully 

developed in the 1960s and 1970s by psychiatrists who had studied in Britain, France, and the 

United States. They drew upon British and West European psychiatric thought, especially 

social psychiatry, and argued that mental illness could be prevented only if relationships within 

the family, the workplace, and broader society were transformed, and if the whole of society 

became engaged to the improvement of people’s health. The chapter illustrates these ideas by 

focusing on three psychiatric fields, addiction, suicidology and military psychiatry, and closes 

in the 1990s, when the collapse of Yugoslavia and the brutal war invalidated the optimistic 

vision of psychiatry as able to prevent mental illness through social change. 

Suicide prevention forms the subject of the next chapter, but in a completely different 

geographical and temporal frame: Finland from the 1860s to the 2010s. Suicide has been 

connected to mental illness at least since the nineteenth century, either as one of its forms or 

symptoms, but, as Mikko Myllykangas shows, it has also been understood as multifaceted 

phenomenon, the prevention of which has been a central concern among scientists and policy-

makers. Myllykangas highlights paradigms shifts and shifting patterns of biological, social and 

psychodynamic models of suicide research, underlining the enduring connection between 

prevention practices and scientific discourses of suicide aetiology. Prevention strategies 

attempted throughout this period included social and economic improvements, anti-alcoholism 

campaigns, public health initiatives and education, and anti-depression medication, and sought 

to tackle a range of perceived causes, such as individual mental illness and genetics, national 

psychological and physical characteristics, or social factors, such as urbanisation, 
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industrialisation and poverty The chapter argues for a more comprehensive model of suicide 

prevention, which will meaningfully combine socially oriented, neuropsychological and 

neurochemical research.  

Moving from self-harm to interpersonal violence, Matthew Gambino researches the 

origins of risk management in the USA during the 1960s and 1970s, focusing on the work of 

psychologist John Monahan, who argued that mental health professionals could and should 

make specific forms of violence prediction. Aware of anti-psychiatry and the social movements 

of the time, he understood that violence prediction might turn mental health professions into 

agents of social control, but concluded that it was not possible for clinicians to completely 

disengage from broader social welfare matters. His work was in line with broader trends – risk 

management became central in medical practice during the second part of the twentieth century 

– but also foresaw the emergence of risk assessment as a social management mechanism in 

neoliberal ‘risk societies’. Today, the issue of whether violence can be predicted remains 

unresolved, and mental health professionals are still sceptical about their role in risk 

management. However, it has become a standard task of mental health practitioners, sometimes 

at the expense of therapeutic work, and, with deinstitutionalisation and the increase of patients 

living in the community, has expanded psychiatry’s social control functions.  

The social roles of mental health professionals are further explored in the next two 

chapters. Lucas Richert and Matthew DeCloedt stress that the radical psychiatry movement 

in late 1960s and 1970s America demanded radical political and social change, and challenged 

the mental health care reform that was inspired by social and preventive psychiatry. For radical 

psychiatrists, community-based psychiatry could not prevent mental illness, as it aimed not at 

social change but at social peace, and did not empower patients, but continued to oppress them. 

But patients did not stay passive: during the same period, a dynamic ex-patient movement 

emerged, which in some cases excluded professionals, even radical psychiatrists. For these 

patient activists, a way to prevent mental illness was to prevent its diagnosis and treatment by 

professionals. Richert and DeCloedt analyse the relationships between patient activism and 

radical psychiatry, and highlight the latter’s multifaceted ideology, which led early on to 

internal divisions and unintended consequences. 

In the penultimate chapter of the volume Erika Dyck reconsiders the recent history of 

eugenics and sterilisation in Canada, in order to approach the precarious balance between 

individual freedom and protection in mental illness prevention from a different perspective. 

She studies how debates on the sterilisation of people with psychiatric or intellectual disabilities 

during the 1970s were affected by the changing social and legal context, notably the 
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legalisation of contraception and abortion, and growing deinstitutionalisation. These 

developments fuelled concerns over the sexual life of individuals with intellectual disabilities 

living in the community, while human and patients’ rights movements defended the liberty and 

autonomy of these individuals. Therefore sterilisation, which was directed more at women than 

men, was reconfigured as a humanitarian policy that could ensure personal hygiene and 

(sexual) freedom. In other words, in the post-war period, when older eugenic theories on 

heredity were discredited scientifically, and individual rights were given priority over the 

concerns of the state, eugenics did not become extinct, but transformed into ‘newgenics’. This 

adopted the language of rights, moved from mental to personal hygiene, and prioritised a socio-

economic rather than a hereditary approach to prevention.  

Sterilisation was not the only form of prevention that targeted women more often than 

men. Turning to post-war Britain, the final chapter of the volume highlights that, while health 

and wellbeing information became increasingly available since the 1960s, mental health 

campaigns were usually aimed at women and information on male mental health was scarce. 

Ali Haggett argues that this reflected – and reinforced – prevailing gendered assumptions: 

women were thought of as more prone to mental illness, responsible for the health of their 

families, and more likely to seek mental health information, while the stereotype of the ‘strong, 

silent man’, who did not need and/or did not seek medical advice, did not show his emotions 

and/or did not suffer psychologically persisted. Even the feminist movement, in its own way, 

added to the neglect of men’s psychological health, by bringing to the fore the medical, legal 

and social disadvantages and unmet needs of women. Today in Britain, Haggett concludes, 

gendered assumptions on mental vulnerability and the stigma of mental illness endure and 

hinder prevention. Therefore, along with the challenges faced by women, we are encouraged 

to understand and address the ways in which men are biologically and culturally vulnerable to 

mental ill health. 

Conclusion 

It is not by mistake that the subtitle of this volume reads Past, Present and Future. Throughout 

the conference that spurred this book, there was copious discussion about how current and 

future attempts to prevent mental illness and improve mental health should be informed by 

those of the past. While some of these lessons tell us what we perhaps ought to do, it is worth 

emphasising that many of them focus on what we should avoid. During the final summary 

session that concluded the conference, the collected group of historians and mental health 

professionals concentrated on what the future steps to prevent mental illness should be. 
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Although there was no unanimity in terms of what should be done, we thought it worth 

mentioning some of the recommendations. Overall, the suggestions our contributors had can 

be divided into three broad categories: 1) demystifying and, perhaps, de-medicalising mental 

illness by changing the way we think and talk about it; 2) getting serious about the 

socioeconomic determinants of mental illness; and 3) investing in more research focussed on 

the prevention of mental illness. 

The first category of recommendations illuminates a strange tension that often emerges 

when historians discuss mental health and illness. On the one hand, historians are keen to 

emphasise the historical and cultural contingency of mental illness, that what is considered 

‘mad’ in one time and place may well be considered ‘normal’ in another. On the other hand, 

there is an increasing desire amongst historians, not least those who participated in the 

‘Preventing Mental Illness’ conference, to try to use historical insights to improve the ways 

society deals with mental illness.  One way to resolve this apparent – and possibly false – 

dichotomy, according to our conference participants, is to demystify and, in turn, destigmatise 

mental illness. A strategy frequently adopted in anti-stigma campaigns is to emphasise how 

common mental health problems are. As Frank Reilly argues in the foreword to this volume, 

for example, mental health problems affect all of us in one way or another at different points 

in our lives. Acknowledging that some kinds of ‘madness’ may in fact be absolutely ‘normal’ 

(for instance, the depression that follows bereavement, the stress and anxiety that accompanies 

parenthood or the dementia that comes with advanced age) may make us less likely to see those 

with more pronounced mental health problems as categorically different from the rest of us. 

There is no consensus that this approach is necessarily effective, however. Having researched 

healthcare professionals’ efforts to educate the public about mental illness in Britain over a 

hundred year period, one member of the editorial team (Long) concludes that many people find 

this argument unconvincing because they recognise that experiences currently lumped together 

under the heading mental health problems diverge significantly. Such campaigns may succeed 

in making acute, short-term and less severe mental health problems more social acceptable, 

while doing little to unpick the stigma of enduring and severe mental illnesses. Long argues 

that structural discrimination, rather than public ignorance, underpins the stigmatisation of 

mental illness. She suggests that campaigns led by grassroots groups which depict the 

experiences of individuals who live with serious mental health issues and highlight how their 
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lives are made more difficult by forms of structural discrimination that stem in part from 

government policies would have more impact.96 

Indeed, engaging with and supporting service user and survivor-led grassroots groups 

could help further efforts to adopt a more rights-based approach to mental health, for these 

organisation have, since their inception in the 1970s, championed this agenda.97  One of our 

witness seminar participants, for instance, observed that in the last fifty years enormous strides 

(if also some backwards steps) have been made in establishing and safeguarding the rights of 

women, ethnic and racial minorities, LGBT people and people with certain types of disabilities. 

Can we really say this about the mentally ill when we consider the high percentages of homeless 

and imprisoned people who have diagnosed mental disorders? If we adopted a more rights-

based approach to mental health and worked towards eliminating the barriers the mentally ill 

face with respect to employment, access to healthcare and a basic standard of living, we might 

be less likely to treat them as the ‘other’,98 particularly if service users are meaningfully 

involved themselves in this agenda. Such thinking can reinforce some of the messages behind 

the neurodiversity movement, which encourages society to find ways to adapt to people who 

experience and interact with the world differently, rather than expecting the ‘neuroatypical’ to 

do all the adapting. Indeed, there may be some merit in adopting the social disability model, 

which contends that people are disabled by society’s failure to adjust to their needs, as a means 

of improving access and rights for people who experience mental health problems.99 Such an 

approach would however need to be tailored to the distinctive needs experienced by people 

with mental health problems, acknowledging that many service users do not view themselves 

as having a hidden physical impairment. 100 

Given that stereotypes of mental health and illness are often set early on in life, our 

participants also believed that developing ‘mental health literacy’ early in life was essential to 
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changing perceptions.101 Reflecting on the principles of the early twentieth-century child 

guidance and mental hygiene movements, some of our participants suggested that improving 

children’s understandings of mental health might both reduce stigma and highlight the wide 

range of risk factors connected to poor mental health. If children are willing and able to 

articulate when they are struggling with stress and anxiety, not only does it becomes easier to 

offer them support, but it also improves our understanding of what contributes to good or bad 

mental health. Recent research on Adverse Childhood Experiences (ACEs), for example, has 

emphasised the role of stressors (including domestic violence, abuse, parental abandonment, 

neglect and growing up with parents who spend time in prison or struggle with addiction issues) 

in the development of mental health problems in later life.102 Children exposed to such factors 

are also connected to other chronic diseases (such as heart disease and type 2 diabetes), and are 

more likely to be violent, to abuse drugs and alcohol and to end up in prison. Although 

focussing on reducing ACEs is undoubtedly an important approach to reducing mental illness, 

improving the mental health literacy of children may also lead to new and more nuanced 

insights about what factors influence mental health and how they may change over time. Does 

severe acne affect the mental health of young people as severely as the researchers studied by 

Iain Ferguson suggested? Perhaps comic books are no longer thought to lead children 

inextricably to the asylum, but are today’s concerns about violent video games or social media 

similarly misguided? Or are we right to be concerned? Might there be other stressors that do 

not fall into the ACEs framework that should be considered? Ensuring that conversations with 

children about mental health are not merely unidirectional will help to build a more 

sophisticated understanding of the factors that improve and damage mental health. 

As many researchers have stressed, dealing with ACEs is more than a public health issue; 

it is also a political issue,103 which leads to the second category of recommendations made by 

our participants: addressing the socioeconomic determinants of mental health. The link 

between socioeconomic deprivation and mental illness is one that has been supported by a great 

deal of research stretching back many decades (at least to the work of Faris and Dunham in the 

1930s), but governments have not often been willing to translate such theories into practice. It 
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could argued that an exception to this was the mental health reforms of the Kennedy and 

Johnson administrations in the US, but these involved changing the mental health system, 

rather than American society itself.104 Nevertheless, one of the recommendations made by our 

participants was also articulated by mental health reformers during the 1960s, namely, 

establishing a universal basic income (UBI), which would guarantee a basic standard of living 

to all. A UBI would not only help to reduce poverty and inequality, but empower individuals 

to seek out more meaningful forms of work, including entrepreneurial activities, caring for 

relatives and volunteering for causes important to them. As a number of trials are indicating, 

people who receive UBI often experience reduced levels of stress, as well as other health 

benefits.105 Given that common mental health conditions, such as depression, are often co-

morbid with other costly chronic diseases, it is time to consider such bold and systemic policy 

changes if we are serious about preventive medicine and public health. Lobbying for a shift in 

government policies could help counter the structural discrimination which Long identifies as 

significant factor which stigmatises service users. Indeed, socioeconomic determinants should 

be viewed as significant factors in both primary and tertiary prevention, pointing to the need to 

view both agendas as complementary, and to resist calls to artificially pit one against the other. 

We should be campaigning for adequate funding to support all aspects of mental health 

prevention and care, rather than unwittingly collude in the defunding of mental health care by 

advocating for support of one aspect, at the expense of another. 

The potential benefits of policies, such as UBI, may well have significant implications 

for the mental health of subsequent generations as well.  Intriguing results in relation to mental 

ill health and epigenetic change have emerged from the ‘Dutch Hunger Winter Families Study’, 

and associated famine projects.106 These studies suggest that nutritional deprivation at specific 

points in gestation may have profound implications for the development of substantive mental 

illness in adulthood. Given the prevalence of man-made as well as natural famine disasters 

world-wide, the specific targeting of certain famine-afflicted cohorts may play a major role in 

mental illness prevention. It is not just in the developing world, or regions of civil strife, that 
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these associations are found, however. Research amongst economically deprived areas of the 

north of England and north-east Scotland has identified children who are simultaneously obese 

and malnourished, with early indications of elevated levels of mental ill-health linked to 

nutritional deprivation in gestation and early childhood.107 Early intervention can alleviate, and 

even reverse, the epigenetic impact, but requires a targeted and inevitably expensive support 

system that has historically been unpopular with politicians with an eye on the next election. 

But there is some encouraging work in relation to depression that returns to the long-held belief 

in the importance of a mind-body balance. Work in Ireland on the ‘gut-brain axis’ is 

demonstrating how intestinal bacteria play a crucial role in precipitating, and preventing, major 

depression.108 This new field of ‘psychobiotics’ offers hope of large-scale improvements in the 

prevention of mental illness by literally following our gut instincts. It also serves as an 

intriguing example of the cyclical nature of psychiatric thought. As this volume highlights, 

many initiatives in the field of preventive mental health care evolved out of the development 

of social psychiatry in the twentieth century. Epigenetic research, however, merits comparison 

with late nineteenth- and early twentieth-century psychiatric approaches, which also stressed 

the interplay of genetic and socio-economic factors: the novelty in part stems from the 

utilisation of this understanding to outline novel ways of preventing mental illness.  

Exploring the role of epigenetics in mental health connects to the third and final category 

of recommendations made by our participants, specifically, increasing the amount of research 

devoted to investigating the wide range of factors implicated in the onset of mental illness and 

how to eradicate them. Although a great deal of funding was allocated to epidemiologic studies 

during the early years of the National Institute of Mental Health in the US, for instance, funding 

in subsequent decades has gravitated increasingly towards treatment and, chiefly, the 

development of new drugs. As Nicolas Henckes has recently argued in his provocatively-titled 

chapter, ‘Magic Bullet in the Head’, such investment has not been as beneficial as the 

proponents of psychopharmacology have claimed.109 Our conference participants believed that 

research should focus instead on two areas: 1) exploring new or under-researched explanations 
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for mental illness; and 2) exploring how to implement more established findings. The first 

category could include factors ranging from perinatal trauma and sport-related head injuries to 

the role of atmospheric pollutants, food chemicals and high THC cannabis in specific disorders. 

On the one hand, the role of some specific factors, such as atmospheric lead, are relatively well 

established, but further research is needed to determine the full implications of such findings 

(for example, whether other chemicals in our environment may cause mental health problems). 

On the other hand, there is a need for much more open-minded and creative research that 

investigates unexpected causes. Often history can be a good starting point for such 

explorations. There is a clear link, for instance, between recent interest in the role of 

inflammation in depression and research on the relationship between allergy and mental health 

problems that dates back to the early twentieth century.110   

The second area of research – determining how to implement such research findings – 

may require just as much imagination and blue-sky thinking, but is no less necessary. Most 

theories about how to prevent mental illness do not lend themselves to simple or easily 

implemented policies. We know, for example, that children who experience sexual abuse have 

a higher chance of struggling with mental health problems. Knowing that does not make the 

prevention of sexual abuse any easier. Moreover, as this volume demonstrates, the causes of 

mental illness are numerous. While a progressive policy, such as a UBI, might have the 

potential to make a considerable dent in checking mental illness, it should not be implemented 

on its own, nor will the suspected benefits that come with it occur immediately. The prevention 

of mental illness requires both a faith in what research findings suggest and a willingness to 

invest in the mental health of subsequent generations.   

Above all, our conference participants and the contributors to this volume were 

convinced that the prevention of mental illness should be a far greater priority for researchers, 

clinicians, policy makers, politicians and society more generally than it is at present. As the 

history of preventing mental illness demonstrates, it has only been in recent decades that 

prevention has not taken a central role in discussions about mental health and illness. We hope 

that this volume helps to put prevention back in the forefront of mental health research and 

policy. Although the chapters that follow indicate that the path to prevention is neither easy nor 

straightforward, it would be madness not to embark upon it. 
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