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I start my talk by stating the obvious: in the Western world, we are facing huge challenges in the field of psychiatry.

A first problem is the significant rise in the number of patients. According to the WHO, depression – and more broadly, anxiety and mood disorders – is becoming disease number one. According to the Trimbos Research Institute, one in four Dutch people meets the criteria for a psychiatric disorder. The fact that psychiatric problems are particularly prevalent among young adults makes the situation even worse. Such an increase not only leads to an overload of healthcare services, it means that the entire society is affected.

The second problem concerns the dominance of the biological paradigm. Despite the lack of scientific evidence, psychiatric disorders are still viewed as biologically determined conditions, requiring medical treatment. Medical almost invariably means pharmacological; in limited cases, electroshock therapy or deep brain stimulation might be used. All these treatments focus solely on symptom reduction, never on the cause. This could not be otherwise, as there is, as of now, no evidence supporting the presumed biological basis of psychiatric problems. Recent research on genetics shows that heritability is limited, and moreover concerns a general disposition. This contrasts with genetic research of actual medical conditions, where more and more disease-specific genes are being identified.

A third problem concerns the neglect of the social factor, particularly in treatment but also more broadly in the study of aetiology. This neglect is all the stranger, in the light of a thesis put forward by the WHO: that the main cause of psychiatric problems can be traced back to traumatic life circumstances.
What we are experiencing today does not come out of the blue. Issues that arise on a societal scale almost always have a long history. Studying this history can provide us with a better understanding of our current problems. With that understanding, we can also, at best, propose better solutions.

In the first part of my talk, I discuss the history of psychiatry in relation to the challenges we are facing today. In the second part, I explain how today’s problems are a continuation of its history, and how little we are aware of this. In my conclusion, I formulate the implications for future policies in psychiatric care.

Psychiatry’s history

The starting point lies in the sixteenth century in present-day Western Europe. During this period, a different society emerged, as the feudal era came to an end and powerful city-states emerged, governing themselves – they would form the basis of future nation-states. The greater concentration of the population in a smaller area necessitated a stronger central authority combined with social discipline. Historically, there are two organizations through which these precursors to modern society sought to control individuals with deviant behavior. The first organization is religion as an institution, encouraging people to follow the commandments of God and especially those of the Church, ensuring they remained not only devout believers but also obedient citizens. The second organization is secular – these are the courts that passed sentences, at first corporal punishment but gradually mainly imprisonment.
Within the larger cities, there was a group that escaped both disciplining organizations. They were not susceptible to the threat of hell and purgatory, nor did they commit crimes, so the courts could not deal with them. This group was named as the 'marginals,' literally those who lived on the outskirts of the city because they were often driven there. It must have been a motley collection of homeless people, vagrants, discarded prostitutes, addicts, the chronically ill, and people with psychotic problems.

To maintain good order, a third form of discipline was conceived for this group. Historically, the starting point is set in France in 1656 when King Louis XIII issued an edict aimed at what is known as 'the great confinement.' All 'marginals' were brought together and locked up in a new kind of institution – the asylum – where they were obliged to work. This measure explicitly framed the maintenance of public order by an increasingly centralized authority. 

Similar things happened in other countries in the same period. In view of the history of psychiatry, it is essential to understand the function of the French asylum and the English and German 'workhouses’. The aim is to protect society from deviant individuals who have not actually broken the law but are still disruptive to public order. Historically, we can observe here the origins of the internment of people who deviate from what is considered normal. The purpose of their internment is discipline, that is, to teach them ‘mores’ and to instill proper morality. 
This group of 'marginals' included the insane. From their description, we can see that today many of them would be diagnosed with psychosis. It is interesting to note that in the initial period of the asylum, the insane were not considered ill. Rather the opposite was the case, in some descriptions we can read that the guards marveled at their robust health. This is in line with the view at the time, as madness was mainly understood as a condition where the beast in man takes over again, and therefore they are dangerous. Hence, they are locked up once more in the asylum itself, usually in the basements. There is no question of treatment.  

The next significant step in history comes with the Enlightenment. During this period, a new image of man emerges, summarized in the Cartesian phrase "Je pense, donc je suis" (I think, therefore I am). Medicine develops, the focus is no longer on the soul, but also and above all on the mind. Humans are endowed with reason, i.e. the highest thinking capacity, unlike animals which are mindless creatures.
This new view of man provides  a new explanation for madness. Insanity results from the loss of reason; those who are insane can no longer think reasonably. Insanity and irrationality become synonymous. When asked why someone has lost their rational thinking ability, early medical science produces an answer that is entirely in line with the Enlightenment. Some people lose their sanity because they have indulged in a life of passion. The result is an overload of their nervous system, and consequently these people become ill, nervously ill; they suffer from "nervous diseases".
Unnoticed, this statement establishes a connection that continues to play a role in our view of psychiatric problems to this day. At the very moment in history when mental disorders acquire the status of illness, they are also attributed a moral cause, specifically an excess of passions. A person becomes nervously ill because he lacked self-control and indulged in his passions. In other words, mental disorders find their cause in a morally reprehensible lifestyle.
This link between mental disorders and moral causes becomes even clearer when we look at the first medical treatments. Throughout Europe, these treatments are known as the "traitement moral", the moral treatment model. This treatment is applied in specially established institutions, in fact in adapted versions of the asylum, which become the precursors of today’s psychiatric hospitals.

Moral treatment works on two tracks, with the aim of bringing someone back to reason. That is, the patient must acquire a correct moral attitude; the treatment teaches him 'mores'. One track is physical-medical, the other is moral-pedagogical, but the two intertwine. The medical goal is to cleanse and strengthen the weakened body based on various techniques, special diets, and imposed labor. The moral-pedagogical goal is to purify and strengthen the mind based on a disciplining re-education, with emphasis on rest, regularity, and hygiene. The goal is to bring the patient back to reason.

The disciplining-moralizing treatment and the medical-purifying approach intermingle in the daily practice. The psychiatric asylum functions like a vast family with the chief physician as the pater familias. He embodies a morally upright and therefore health-inducing attitude. Patient records show that most of them stayed there for years, and the first psychiatric institutions evolved into mini communities.

When comparing the original asylum with the first psychiatric hospitals, we can observe how the purpose of the asylum is expanded with a second aim. The asylum was established to protect society from deviant and potentially dangerous individuals. The psychiatric asylum extends this to protect the mentally ill individuals from themselves. They have become irrational and are unaware of it, hence the necessity of enforced treatment. 
The first function – the protection of society – has never disappeared and returns today in forensic psychiatry. The second function – to protect someone from their own irrationality – aligns with this and explains why psychiatry is the only medical specialization that until today can order coercive treatment.

Anyone working in contemporary psychiatry will be amazed at the intertwining of a medical and moral perspective on mental disorders in the not-so-distant past. This amazement is explained by the next step in history when psychiatry in the 19th century aimed to become fully integrated into scientific medicine. The new credo is that mental illnesses are brain disorders and therefore must have a physical aetiology. The previous assumption about moral causes is considered outdated.

The belief that mental illnesses have a biological basis doesn't come out of the blue. It is based on the discovery that one of the most frequent disorders during the second half of the 19th century, i.e. paralytic dementia, is caused by syphilis. Note that the moral connotation remains present in the background, as the infection is the result of an immoral lifestyle. From this discovery onwards, the biological paradigm takes hold in psychiatry, resulting in the conviction that every psychiatric condition must have a physical cause. Underneath it all, psychiatry maintains a socio-normative perspective, and for most patients in institutions, the treatment does not change.
In the early 20th century, psychiatry fully acquires its current medical-natural-scientific status, thanks to Emil Kraepelin, the founder of European psychiatry. His life goal was to find physical causes for every psychiatric condition. With a view to this research, he developed the classical psychiatric diagnostics. At the end of his long career, he is scientifically honest enough to admit that he has not found a biological cause for any psychiatric disorder. However, this did not prevent him from sticking to his conviction.

Based on this widely shared belief, treatments in psychiatric hospitals changed, taking on an exclusively medical character. Since they are brain diseases, interventions on the brain are necessary, with techniques such as insulin shock therapy and lobotomy. These methods rely purely on trial and error. Interestingly, the success of the treatment is mainly measured by the observation that patients are calmer and more manageable afterwards. Unfortunately, many patients did not survive these treatments, leading to the search for less invasive approaches.

An alternative came about from the 1950ties, based on the accidental discovery that certain drugs could suppress the symptoms of psychotic flare-ups. Twenty years later, numerous variants were on the market, and psychiatric treatment became synonymous with pharmacological treatment. These drugs act exclusively on symptoms and are classified by patients as either 'uppers' or 'downers'. The latter are the most frequent, suppressing deviant and disruptive behavior. Unfortunately, all these drugs have significant and often irreversible side effects.

The scale of these effects is such that from 1960 onwards a critical movement called anti-psychiatry emerged in the bosom of psychiatry itself. Young psychiatrists questioned the biological basis of mental disorders because no new discovery had followed paralytic dementia. They became increasingly convinced that the causes of mental problems must be sought in social factors. Moreover, the diagnostic system based on Kraepelin was no longer scientifically viable. It became obvious that a new approach was needed, and for a couple of decades, psychiatry moved in the social-psychological direction, along with the then upcoming psychotherapy.  

However, the focus on psychosocial factors was short-lived. From 1980 onwards, Western society evolves towards a hard market logic that transformed even healthcare into a profit-driven industry. Psychiatric practice and research are dominated by the pharmaceutical industry, narrowing the biological approach to the pharmacological paradigm.

At the turn of the millennium, there is a revival of Kraepelinian beliefs, thanks to strong lobbying by the pharmaceutical industry. A plea is echoed to replace the term "mental disorders" with "brain disorders." Diagnostics is moving in a new direction, with descriptions of symptoms as the first step towards discovering the underlying disease. The accompanying manual, the DSM, is used worldwide and gets a new edition every few years. Twenty years down the road, the researchers share the same experience as Kraepelin and his collaborators: despite worldwide research, no single physical aetiology is found for psychiatric disorders, at most some unclear correlations. Their reaction is also the same as Kraepelin: they stand by their conviction.

The most recent illustration of this approach is the publication of the fifth edition of the DSM, in which psychodiagnostics is little more than an extensive list of headings. Compared to the previous editions, the number of possible labels has increased significantly. The predictable consequence is that the number of people given a psychiatric label also increases, as does the number of prescriptions for drugs. With this edition, it also becomes public knowledge that more than half of the contributors to the manual have financial ties to the pharmaceutical industry.

Nevertheless, the increase in the number of psychiatric patients is not only due to the increase in the number of possible diagnoses. It is obvious that there is also a real increase in the number of people with psychiatric problems. In my introduction, I pointed out that according to the WHO, depression is about to become the most frequent disorder worldwide. What is going on?
Today’s problems are a continuation of the past
This brings me to the second part of my presentation: how can we understand current problems in psychiatry based on this historical overview?
1. The first thing we can learn from history is that mental disorders are of moral, or in more contemporary terms, of socio-normative nature. Historically, psychiatry started in this field, and that remains the case until today. Nowadays, we may not realize this anymore, or it might even be denied.

2. In connection with this, there is a largely new observation: the cause of psychiatric disorders must be sought primarily in social conditions, and not in biological factors.

Today, just as at the beginning of psychiatry, the main reason why someone is considered mentally disordered is because they do not meet society’s criteria for normality. This sounds surprising, but all in all, it can be easily demonstrated based on an analysis of a DSM diagnosis. With almost every DSM label, we can recognize the following reasoning.

A diagnosis relies on ticking off a description of traits, emotions, and behaviors grouped into headings – note: not a description of medical symptoms. Intelligence is a trait, anger is an emotion, moving is a behavior. The description itself indicates that a particular trait, emotion, or behavior occurs too much or too infrequent and is abnormal precisely for that reason. The word "too", in all kinds of variants, is the decisive cutting-point for whether a diagnosis is granted. This is not strange in medical diagnostics, think of body temperature and blood pressure. The main difference with an actual medical diagnosis is that in the case of psychiatry, there are no quantitative norm tables available, and certainly no medical measuring instruments. 
To illustrate, I refer to two diagnostic criteria for ADHD:
· Often does not seem to listen when spoken to directly. 

· Often fidgets with or taps hands or feet or squirms in seat.
How "often" must something occur before it can be considered "often"? The assessment is subjective, the decision rests on an intuitive judgment by the diagnostician, in this case often enough a teacher. More than enough research shows that different people give different assessments and thus make different diagnostic judgments. The reliability of such a diagnosis is extremely low.

Analysis of the ADHD diagnosis reveals another feature of the DSM approach that is not given enough attention: the headings boil down to a description which, unnoticed and courtesy of the use of an acronym, is pushed forward as an explanation of what is being described. A child cannot pay attention and sit still because it has ADHD. In full the sentence reads: a child cannot pay attention or sit still because he cannot pay attention and cannot sit still. One step further, and the use of acronyms as diagnoses leads to reification and consequently creates the illusion that we are indeed dealing with a genuine disease.

This reasoning applies to just about all DSM diagnoses: there are no objective norm tables, descriptions are confused with explanations, and the criteria used are social-normative in nature. Disorders are disruptive because certain features are over- or under-represented, and therefore disruptive to the patient's social environment. This becomes even more evident when we examine the treatments that are consistent with this form of diagnosis.

Something we give too little thought to is that the implicit reasoning in a DSM diagnosis determines the goal of treatment in an equally implicit way. Reading between the lines, a DSM label gives the following message: certain behaviors, traits, or emotions occur too much or too little, so treatment should make up the deficit or decrease the excess. Applied to ADHD, treatment is successful when a child who doesn't pay enough attention and moves too much, pays more attention to things he needs to pay attention to and moves less in circumstances where he needs to sit still.

In practice, this leads to a pharmacological approach with drugs rightly divided into "uppers" and "downers". What is too low must go up, what is too high must go down. In Belgium and the Netherlands, we can notice a worrying evolution in recent years: for unruly children, neuroleptics are increasingly prescribed, that is, the most severely dampening drugs. If psychotherapy is used at all, it is usually behavioral therapy, with little attention to the patient's subjective experience and almost exclusively with the aim of teaching the correct, i.e., socially desirable behavior.

Viewed this way, contemporary psychiatry functions in an extremely ambiguous way. It presents itself as a full-fledged part of medical science, it pretends to treat brain disorders that are presumably genetically determined and result in all kinds of abnormal behaviors and emotions, and that we have the right drugs for that. A not even that thorough study shows a very different reality: there is no evidence of a specific genetic predisposition, there are no demonstrable brain abnormalities, there are no objective medical measures of the abnormal behavior. Psychoactive drugs never act on the causes; they are mainly suppressive. The main reason a person is pinned on a psychiatric diagnosis is that his behavior and emotions are disruptive to his social environment.
These observations lead to a certain conclusion, and then to an important question. The conclusion is that contemporary psychiatry, just like its predecessors, is part of the practices by which a society imposes its citizens the normality belonging to that society. Those who deviate are literally abnormal. The care for problems that individuals experience themselves is channeled to the field of psychotherapy, i.e. to the waiting lists. The question I pose in this regard is whether the socially normative character of psychiatry is wrong, and if we should stop it as soon as possible?

My answer might be surprising to some of you. In my opinion, this is not wrong, it is even necessary. The history of psychiatry shows that its social-normative character is part of its core mission. The fault lies not in its disciplining nature, but in its denial, and even more so in the medicalization of what is mainly socially deviant behavior. Let me explain myself. 

Every society imparts its own interpretation of what normality is, that is, how men, women, and children should behave; what manners are permissible, in dealing with others and with oneself. Every society imparts this normality through upbringing, education, religion, and ideology. Those who break the law are punished. Those who deviate from the norm are called to order, especially if these deviations are harmful to others and to the society in general. As I mentioned in my introduction, psychiatry emerged precisely to perform this function. The way it does so can be very different, from caring reeducation with the Quakers to killing people with disabilities with the Nazis.

When the social-normative nature of psychiatry is denied and medicalization takes its place, this denial has far-reaching consequences. Behaviors and emotions that are threatening to a society are labeled as illnesses. An ethical and moral discussion about which behaviors and emotions we consider acceptable and which ones we do not, consequently becomes impossible; you do not discuss a disease, you cure it. What follows is often imposed treatment to make someone ‘healthy’ again.
An example from the recent past illustrates what I mean. Until 1950, the West lived in a patriarchal society that strongly repressed physicality and sexuality. Especially for women, this had extremely negative consequences, causing a large number of them to exhibit deviant behaviors and emotions. As long as these deviations were considered as manifestations of an illness — think of hysteria and neurasthenia — their treatment remained medical-psychiatric, with disastrous consequences for the "patients" – Lisa Apignanesi's famous study Mad, bad and sad. A history of women and mind doctors is an eye-opener in this respect. It took a long fight to convince the public opinion that their aberrant behaviors and emotions were the consequences of a particular societal model. As long as their behavior was exclusively studied from a medical point of view, it was impossible to organize an ethical discussion about the equality of men and women.  Once that discussion became possible, the net result was a societal change, including a different understanding of the relationship between men and women.

Applying the same reasoning to our contemporary society is harder, but more necessary than ever. To give you an example: many children are diagnosed with ADHD because they do not meet the social norm: sit quietly at your school desk and pay attention. Once we realize that these are social norms, we can start an important discussion: is it really necessary in 2023 to lock up children between six and twelve years old in a classroom five days a week, where they have to sit still and pay attention at the same time to the same subject? Is it not awkward that we are still using a model that belongs to the previous, authoritarian society which is surely outdated?  A different pedagogical approach, halving the number of hours in the classroom and continuing many activities outside, might well halve the number of diagnoses. Such a discussion only becomes possible if we move away from the idea that ADHD is a brain disorder that needs to be cured. If we acknowledge that we use social norms as the basis for a psychiatric diagnosis, we can have an ethical debate about them.
This allows me to take the next step. Not only does a psychiatric diagnosis rest on social norms, in many cases, psychiatric conditions are caused by the compelling ideals that a society imposes. Each society mirrors time-bound ideals to its citizens, which also means that every society produces its own deviations. Our Western free-market society emphasizes excellence, personal social engineering and constant competition, not only with others but also with oneself. If one tries hard enough, anyone can succeed, the sky is the limit – that has been the message for the past three decades.
Such imposed normality causes two types of deviance. The best-known group consists of people who fail to live up to these high expectations. Their "symptoms," in inverted comma’s, are very diverse: anxiety and depression, burnout, eating disorders, addiction, self-harm. The second group is smaller and consists of individuals who conform all too well to the social ideal. Their "symptoms," again in inverted comma’s, have to do with narcissism and psychopathy. In this respect, we can notice that contemporary psychiatry is increasingly reclaiming its original forensic character.

If we want to understand the connection between our current neoliberal society and the increase of these disorders, we need to look at sociological studies of the past thirthy years. A neoliberal free-market society causes a sharp increase in socio-economic inequality. This started around 1980 and has since reached enormous proportions. In 1980, the 1 percent richest people owned less than 20 percent of the general wealth; today, this 1 percent owns 60 percent. Sociological research consistently shows that high socio-economic inequality has profoundly negative effects on the psychosocial health of the entire population. Specifically, this means a significant increase in the number of people who drop out with physical and mental complaints, with the increase being particularly striking among children and young adults. This endorses the warning issued by the WHO:  the number of people growing up in traumatic circumstances is increasing and this is the main explanation for the global rise in depression. It is not a brain disease but an expression of despair caused by life circumstances. If we want to turn the tide and reduce the number of people with mental and other problems, the solution will not be medical, let alone pharmacological. What we need, is a social change.
CONCLUSION: The need for an ethical revival in psychiatry

I come to my conclusion. We do need an ethical awakening in psychiatry, i.e. a loud and strong wake-up call on three fronts:
1. There its the need to recognize that the criteria for mental and behavioral disorders are essentially social, not medical. Social implies that they are time-bound and tied to a certain type of society.

2. Secondly, there is the need to recognize that the causes of aberrant behavior and emotions are largely social. In psychiatry, medical diseases are the exception, not the rule.

3. Thirdly, there is the need to acknowledge that the recent rise in mental disorders and the change in their nature has everything to do with the social changes of the last four decades, resulting in the rise of inequality. 

Therefore, it is my suggestion that psychiatry is charged with a third function, alongside the two others. I have already mentioned its two traditional functions:
1. Protection of the social order from disturbed and therefore potentially dangerous individuals.

2. Protection of the disturbed individual from himself.
The third and hence new function is to explicitly raise a critical voice about the pathogenic effects of our current society, combined with the formulation of concrete, scientifically based proposals for taking preventive action.
In view of the rising numbers, we need to start this as of now. 

Em. Prof. Dr. Paul Verhaeghe
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Questions for the workshops:

If psychiatric conditions are caused by social factors, how can we organize a residential treatment that takes this social factor into account?

If psychiatric disorders are caused by social conditions, what must be done to change these conditions?

If psychiatric diagnostics are based on social norms about (ab)normality, which are the contemporary norms? Are they still acceptable?
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