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ABSTRACT 

 

 
 

 

This research presents a case for the extension of existing analyses of Australian 

psychiatric scandals beyond the conclusion that such events are an inherent feature of the 

profession by virtue of its failure to resolve the aetiology debate. 

 

A mid-century impasse in the aetiology debate – the continuous shifting over time of 

professional commitment between organic and environmental aetiologies of mental 

illness – has been identified as the catalyst for the emergence of the therapeutic paradigm 

of eclecticism that fostered the deep sleep therapy and ‘Therapeutic Community’ 

programs that were central to Australia’s two infamous psychiatric scandals at 

Chelmsford and Townsville, respectively. While these two affairs were enduring the 

scrutiny of commissions of inquiry, the recommendations of which translated to the 

legislative reform of mental health services in the states of New South Wales and 

Queensland, a third such scandal was unfolding at Newhaven Private Hospital in Victoria 

involving the “injudicious use” of therapeutic LSD.  

 

By the late 1980s and early 90s, a number of former “patients” of Newhaven emerged 

claiming that they had never suffered any mental illness and that the LSD they had 

received had not been administered for therapeutic purposes but rather as a recruitment 

tool for a fringe religious sect known as The Family that had commandeered the hospital 

and the loyalty of a number of its staff. What constituted the scandal at Newhaven, 

however, was the fact that these activities continued unchallenged despite the 

implementation of statutory regulations – the Poisons (Hallucinogenic Drugs) 

Regulations 1967 – designed specifically to protect against the abuse of therapeutic 

hallucinogens. 

 

Having avoided any formal inquiry of its own, the Newhaven case represented not only 

a compelling narrative history opportunity, but also a test of the robustness of the 

prevailing argument that such scandals emerge as a consequence of the profession’s 
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failure to achieve consensus on the aetiology of mental illness against the implication that 

inadequate legislation facilitated the abuse. 

 

Using the case of Newhaven as a working example, this research analyses the historical 

mental health legislation of Victoria and parliamentary debates to construct a legislative 

history of the aetiology debate and confirm its role in the emergence of psychiatric 

scandal, arguing that the Poisons (Hallucinogenic Drugs) Regulations 1967, and indeed 

mental health policy more broadly, were in fact products of the debate. Furthermore, it 

demonstrates how, far from being insulated within the profession of psychiatry, the debate 

itself was informed by wider prevailing social, cultural, political and economic trends. 

 

The abuse of therapeutic LSD unfolded under permissive regulations which reflected the 

permissive nature of broader mental health policy embodied in the Mental Hygiene Acts 

and their signature initiative of deinstitutionalisation. This permissiveness was a symptom 

of the underlying atmosphere of eclecticism that characterised mid-century psychiatry in 

Victoria as it sought to accommodate simultaneously the biological and social bases for 

the eugenic and community-based measures, respectively, that developed in response to 

the co-emergent social forces of the ‘mental hygiene’ and ‘anti-psychiatry’ movements. 
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INTRODUCTION 

The scandalous history of Australian psychiatry 

 

 

“One day somebody is going to write a detailed chronicle of the great LSD scandal and the  

professional hysteria concerning psychedelic substances in the late 1960s.”1 

--- Ronald Conway, consultant diagnostic psychologist,  

Newhaven Private Hospital 

 

In July 2011, industry magazine Australian Doctor published its seventh annual “Top 50” 

supplement entitled ‘50 Medical Scandals’. In compiling this list, editor Dr Kerri Parnell 

explained that the selection committee’s first task was to “define a ‘scandal’”2 – taking 

the Macquarie Dictionary definition of “a disgraceful or discreditable action, 

circumstance, etc.; offence caused by faults or misdeeds”3 as their guide, Parnell went on 

to explain that the committee decided to restrict their search to:  

 

… events that involved a flawed practice or intentional wrong-doing, and perhaps 

involved deception or a cover-up. We deliberately steered away from one-off medical 

errors, or individual cases of medical negligence, instead seeking instances that had 

widespread or lasting consequences for a large number of people.4 

 

The result of their search was indeed a list of fifty instances of where things have gone 

wrong, accidently or deliberately, in medicine. A related result that emerged as a theme 

throughout the list, whether intentionally or otherwise, was the implication that 

                                                      
1 Conway, R. (1988), Conway's Way: Memories, Endeavours and Reflections, Collins Dove, Blackburn, 

p. 98. 
2 Parnell, K. (ed.) (2011), ‘50 Medical Scandals’, Australian Doctor, Reed Business Information, 

Chatswood DC, p. 3. 
3 ibid., p. 3. 
4 ibid., p. 3. In his analysis of contemporary Australian scandals, Emeritus Professor of Political Science 

Rodney Tiffen explains that more than the dictionary definition of a disgraceful or discreditable action 

caused by faults or misdeeds, the significance of a scandal actually resides in the underlying judgment of 

moral opprobrium: “A scandal involves more than just an act of wrong-doing, like a thief robbing a bank. 

Rather it is where the transgression subverts social expectations or where it throws into question the 

adequacy or integrity of public institutions”, (Tiffen, R. (1999), Scandals: Media, Politics and Corruption 

in Contemporary Australia, University of New South Wales Press, Sydney, p. 9). Similarly, Professors of 

Communication Studies James Hull and Stephen Linerman explain that not only does the element of 

wrong-doing within a scandal represent a “breach in moral conduct and authority” but argue further that 

“the transgressions assume additional impact when markers of human difference such as race, gender, 

class, and sexual orientation are involved” (Lull, J. & S. Hinerman (eds.) (1997), Media Scandals: 

Morality and Desire in the Popular Culture Marketplace, Columbia University Press, New York, p. 3). 
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incidences of medical malpractice, misconduct or scandal were an inherent feature of and 

endemic to the practice of medicine. Examples included the Tuskegee syphilis study, 

which was presented as merely a case of “unethical medical research” without reference 

to the permissive state of clinical trial laws of the time, the absence of informed consent 

requirements, or the prevailing racial attitudes of the 1930s in the south of the United 

States;5 similarly the article’s account of the Thalidomide tragedy failed to address the 

prevailing opinion of scientists that the placental barrier blocked the passage of drugs 

ingested by the mother into the foetal bloodstream, or the persistence of the Victorian 

attitude amongst obstetricians that the health and survival of the mother during pregnancy 

was of a higher priority than the health and survival of the baby.6 Despite the global scope 

of this search for the top fifty medical scandals, Australia managed to feature quite 

prominently with what the article described as one of the “darkest chapters in medical 

history”7 – the scandal at Chelmsford Private Hospital, a small psychiatric facility in the 

northern suburbs of Sydney. 

 

In the Australian context, Chelmsford comprises one half of a pair of infamous psychiatric 

scandals that might qualify for such an examination – the other being the Townsville 

Ward 10B affair – but they could easily be joined by a third scandal that transpired at 

Newhaven Private Hospital in Victoria, which has yet to attract the academic or 

professional attention afforded the other two.  

 

Three “causes célèbres”? Chelmsford, Townsville and Newhaven 

 

In the Royal Australian and New Zealand College of Psychiatrist’s (RANZCP) official 

fifty-year commemorative history Menders of the Mind, an entire chapter is dedicated to 

an account of what the authors W.D. and Hilary Rubinstein dubbed “the College’s two 

causes célèbres” or “famous cases” – episodes in the history of the profession which are 

well known but reflect poorly on psychiatry: the Chelmsford Private Hospital deep sleep 

                                                      
5 ibid., p. 5. 
6 ibid., p. 5. 
7 ibid., pp. 8-9. 
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therapy (DST) affair and the Townsville Hospital Ward 10B ‘Therapeutic Community’ 

affair.8  

 

Between 1963 and 1979, twenty-four patients died at Chelmsford Private Hospital.9 This 

might not be an unusual result for a large inner-city general hospital, but for a small 

suburban-Sydney private psychiatric facility this figure was exceptionally high, for, in 

the words of Commissioner John Patrick Slattery, “no one expects the treatment of 

psychiatric patients to be terminal.”10 In his assessment of the deaths that occurred at 

Chelmsford, Commissioner Slattery remarked that “treatment should not kill a patient nor 

should a patient die in the course of, or as a result of, his psychiatric treatment.”11 Despite 

this expectation, the Commission found that the twenty-four patients at the centre of the 

inquiry all died precisely during the course of, or directly as a result of, DST, a 

controversial treatment regularly employed at Chelmsford under the ‘supervision’ of 

psychiatrist Dr Harry Bailey.12 

 

DST as it was administered by Bailey was the result of the amalgamation of the theoretical 

bases of two existing psychiatric therapies – insulin coma therapy and modified 

narcosis.13 Slattery found that Bailey “believed that by using a barbiturate-induced coma, 

rather than an insulin-induced coma, for a continuous period of about 14 days in 

conditions similar to the traditional narcosis treatment, he could obtain the same or better 

results than either insulin coma treatment or narcosis treatment alone.”14 At the inquest 

into one of the deaths at Chelmsford, Bailey himself explained his theory that coma 

brought on by the administration of a cocktail of heavy sedation drugs “serves to block 

the patient’s brain from all input signals and reduces neural activity in the brain to the 

lowest possible level… if the brain can be completely switched off for a short period of 

                                                      
8 Rubinstein, W.D. & H.L. Rubinstein (1996), Menders of the Mind: A History of The Royal Australian and 

New Zealand College of Psychiatrists, 1946-1996, Oxford University Press, Melbourne, pp. xi & 66-178.  
9 Slattery (A.O.), J.P. (The Honourable Mr Acting Justice), Royal Commissioner (1990), Report of the 

Royal Commission into Deep Sleep Therapy, Sydney, vol. 4, p. 30. Chelmsford Private Hospital was 

situated at 2A The Crescent, Pennant Hills, New South Wales, (vol. 1, p. 73). 
10 ibid., vol. 4, p. 1. 
11 ibid., vol. 4, p. 1. 
12 ibid., vol. 1, p. 47. 
13 ibid., vol. 1, p. 47. 
14 ibid., vol. 1, p. 47. 
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time, the mental illness will disappear.”15 He also added: “We do not know why. We just 

know that it works.”16  

 

The legitimate, if vague, theoretical basis for DST was, however, far removed from the 

reality of its administration at Chelmsford. The Commission found that patients were in 

fact given large doses of the barbiturates quinalbarbitone, sodium amytal and Tuinal, 

variously combined with the antipsychotics Neulactil and haloperidol, not only by Bailey 

and other Chelmsford psychiatrists but also by inexperienced and untrained nurses.17 

Patients remained in comas for up to twenty-three out of twenty-four hours for weeks at 

a time and were tube fed a diet of Sustagen and fruit juice only.18 Many developed skin 

infections from having been left in soiled beds.19 Some patients developed respiratory 

infections such as pneumonia as a result of a decreased ability under heavy sedation to 

clear the mucous secretions of the nose and throat that would normally be expectorated 

or swallowed in a conscious patient.20 Furthermore, DST patients were also routinely 

given electroconvulsive therapy and psychosurgery while under sedation, irrespective of 

their particular diagnosis and often without consent.21 Given the inherent dangers of this 

treatment, it was only a matter of time before it killed someone – fourteen months in fact. 

 

In July 1964, Bailey recorded the first death of a patient under DST at Chelmsford, a 53 

year old otherwise physically healthy woman.22 Another four patients followed before the 

year was out, and the tally had reached nine by the time the media got hold of the story 

in 1967.23 The death of a Mr Ronald Carter was the first to attract an inquest, and 

consequently the attention of the media, with The Sydney Morning Herald publishing an 

article entitled “Concern at hospital drug policy”.24 The hospital, however, managed to 

maintain a relatively low media profile over the next eleven years, despite the rising death 

toll, until an article appeared in 1978 in the Sydney Sunday newspaper entitled “Zombie 

                                                      
15 ibid., vol. 3, pp. 9 & 24. 
16 ibid., vol. 3, p. 9. 
17 ibid., vol. 1, p. 80.  
18 ibid., vol. 3, pp. 193-195. 
19 ibid., vol. 3, pp. 193-195. 
20 ibid., vol. 3, p. pp. 121-129. 
21 ibid., vol. 3, p. 193. 
22 ibid., vol. 4, p. 1. 
23 ibid., vol. 4, p. 1. 
24 ibid., vol. 1, p. 8. 
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room outrage at hospital”.25 This followed a report that the New South Wales Minister 

for Justice had approached the Department of Health and requested an investigation into 

“allegations of dangerous deep coma therapy being used at a Sydney northern suburbs 

hospital.”26 

 

The emergence of Chelmsford and DST as a fully-fledged scandal eventually came with 

its television debut in the form of a two-part report by 60 Minutes that aired in 1980 and 

1982.27 The public duly responded with letters to various Members of Parliament 

demanding action, and combined with ongoing media coverage of the anti-psychiatry 

campaign jointly waged by the Citizens Commission for Human Rights (CCHR) and the 

newly-formed Chelmsford Victims Action Group, pressure was mounting. The New 

South Wales Shadow Minister for Health formally called for a Royal Commission, first 

in 1987 and again in 1988.28 Finally, following a change of government later that year, 

the “Royal Commission into Deep Sleep Therapy at Chelmsford” was announced in 

August 1988.29 

 

The report of the Royal Commission that was published three years later outlined in detail 

the abuses that had been perpetrated in the name of DST at Chelmsford and highlighted 

the frequency and regularity of the deaths that occurred as a result – in the opinion of 

Commissioner Slattery, “it is this fact above all which has caused public outcry.”30 

Certainly the public, largely through the voice of the media, played a critical role in the 

eventual exposure of the problems at Chelmsford which have been broadly accounted for 

as a reflection of the deeper problems endemic to the profession of psychiatry. Emily 

Wilson in her chapter on Chelmsford in Catharine Coleborne and Dolly MacKinnon’s 

‘Madness’ in Australia agrees that if left to the profession, a resolution of the problems 

at Chelmsford “was by no means inevitable.”31 That the blame should be laid squarely at 

the door of the psychiatric profession is also abundantly clear from the title of the CCHR’s 

                                                      
25 ibid., vol. 1, p. 8. 
26 ibid., vol. 1, p. 8. 
27 ibid., vol. 1, pp. 8-9. 
28 ibid., vol. 1, p. 9. 
29 ibid., vol. 1, p. 9. 
30 ibid., vol. 3, p. 1. 
31 Wilson, E. (2003), ‘Psychiatric abuse at Chelmsford Private Hospital, New South Wales, 1960s – 

1980s’, in Coleborne, C. & D. MacKinnon, ‘Madness’ in Australia: Histories, Heritage and the Asylum, 

University of Queensland Press, St Lucia, pp. 121-131. 
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less academic effort, The Chelmsford Report: Australia’s Greatest Psychiatric Disaster. 

The psychiatric profession is once again identified as the culprit in Brian Bromberger and 

Janet Fife-Yeomans’s Deep Sleep: Harry Bailey and the Scandal of Chelmsford.32 

 

From the perspective of Australian psychiatry, represented by its professional body the 

RANZCP, its response to the experience of Chelmsford had left it in a position where, 

according to RANZCP historians Rubinstein and Rubinstein, “it is at least improbable 

that there could now be a repetition of Chelmsford, and very unlikely indeed that any 

abuses of psychiatric practice analogous to Chelmsford could continue for any long 

period without being officially and critically investigated by the College.”33 Coincidently, 

however, at the very same time, a second psychiatric scandal was unfolding north of the 

border in Townsville. As then Chairman of the Board of Practice Standards and Clinical 

Practice Advisory Committee of the RANZCP, Dr John Ellard, remarked in his 

reflections on the lessons from Chelmsford:  

 

The image of psychiatry was not assisted by the fact that four months later [after the 

publication of the report of the Chelmsford Royal Commission] another Commission of 

Inquiry was to produce another equally condemnatory report on the standard of care in a 

public psychiatric ward in Townsville, Queensland.34 

 

The Commission of Inquiry into the Care and Treatment of Patients in the Psychiatric 

Unit of the Townsville General Hospital between 2nd March, 1975 and 20th February, 

1988 was called in response to “public concern that... the care and the treatment of 

patients in Ward 10B fell far short of that which members of the public are entitled to 

expect in the public hospitals of this State”35 and duly confirmed suspicions that practices 

were in fact “negligent, unsafe, unethical and unlawful.”36 In Townsville sixty-five deaths 

were associated with the “therapeutic community” treatment program advocated by unit 

                                                      
32 A work that Alison Wright, in her MA thesis on Chelmsford, charitably describes as “the only real 

book on the subject”, (Wright, A. (1995), ‘Unique Barbarities’?: A Re-examination of the Chelmsford 

‘Deep Sleep’ Case and the History of Twentieth-Century Psychiatry, MA thesis, Department of History, 

University of Melbourne, p. 6). 
33 Rubinstein & Rubinstein, op. cit., p. 175. 
34 Ellard, J. (1991), ‘Chelmsford and its aftermath’, Psychiatric Bulletin, vol. 15, p. 687. 
35 Carter, W.J. (1991), Commission of Inquiry into the Care and Treatment of Patients in the Psychiatric 

Unit of the Townsville General Hospital between 2nd March, 1975 and 20th February, 1988: Report – 

Volume I: Summary of Findings, Recommendations and Commissioner’s Report, Brisbane, p. 2. 
36 ibid., vol. 1, p. iii. 
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Director Dr John Lindsay – thirty resulted from a medical condition either while still an 

inpatient of the unit or soon (within a month) after their transfer to a medical or surgical 

ward, while the remaining thirty-five committed suicide.37  

 

Based on the assumption of a universal social aetiology of mental illness, the therapeutic 

community approach “rejects drugs and diagnostic, medical and social labelling”38 where 

instead the immersion of the patient in the institution of the community is itself the active 

ingredient in the treatment. Lindsay was firmly of the view that “the smaller communities 

in any society, such as the family, can cause disorder for the individual in his/her 

relationships with others in that community”39 and that only through family therapy can 

the individual complete “the healing or restorative process which reverses the cause of 

the disorder.”40 Born of a novel, cost-effective and expeditious approach to the treatment 

of “psycho-neurotic” and “demoralised” returned servicemen from WWII, the therapeutic 

community promised recovery through: 

 

 The full participation of all its members in its daily life and the eventual aim of 

 resocialisation of the neurotic individual for life in ordinary society [through] regular 

 community meetings, with the emphasis on sharing experiences, feeling and decisions 

 in a communal atmosphere of acceptance, tolerance and flexibility.41  

                                                      
37 ibid., vol. 1, p. 259. 
38 ibid., vol. 1, p. 31. 
39 ibid., vol. 1, p. 33. 
40 ibid., vol. 1, p. 33. 
41 ibid., vol. 1, p. 31. The term “therapeutic community” was first coined by Lieutenant Colonel Thomas 

Main in his paper ‘The hospital as a therapeutic institution’ (1946) based on work done at the Northfield 

Military Hospital in Birmingham during WWII. The idea was taken up by British social psychiatrist 

Maxwell Jones (Social psychiatry: A Study of Therapeutic Communities, 1952) who treated patients 

suffering primarily from personality disorders at London’s Belmont Hospital’s “Industrial Neuroses 

Unit”. The idea that immersion in and engagement with the community could serve as a therapeutic agent 

rested on the assumption that the underlying cause of the illness was also grounded in the social 

environment, and the patient’s biology played no part in the genesis of the illness – the concept of a 

therapeutic community, therefore, was and is the complete antithesis to biological psychiatry. As such, 

the concept has attracted analysis and critique, see Crossley, N. (2006), Contesting Psychiatry: Social 

Movements in Mental Health, Routledge, London & New York; Crossley, N. (1999), ‘Working utopias 

and social movements: an investigation using case study materials from radical mental health movements 

in Britain’, Sociology, vol. 33, no. 4, pp. 809-830; Crossley, N. (1998), ‘R.D. Laing and the British anti-

psychiatry movement: a socio-historical analysis’, Social Science & Medicine, vol. 7, no. 7, pp. 877-889; 

Yates, R. (2003), ‘A brief moment of glory: the impact of the therapeutic community movement on the 

drug treatment systems in the UK’, International Journal of Social Welfare, vol. 12, no. 3, pp. 239-243; 

Mills, J.A. & T. Harrison (2007), ‘John Rickman, Wilfred Ruprecht Bion, and the origins of the 

therapeutic community’, History of Psychology, vol. 10, no. 1, pp. 22-43; Fussinger, C. (2011), 

‘“Therapeutic community”, psychiatry's reformers and antipsychiatrists: reconsidering changes in the 

field of psychiatry after World War II’, History of Psychiatry, vol. 22, no. 86, pt. 2, pp. 146-163; Clark, 
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Once again, the reality of the treatment at Ward 10B was far removed from its theoretical 

framework. Compulsory daily group meetings were essentially confrontational and were 

“frequently characterized by aggressive and provocative verbal abuse and, at times, 

potentially dangerous physically exchanges.”42 Decisions about the use of chemical 

restraint or the seclusion of patients, increases or decreases in medication, or discharge 

“against medical advice” were left to the discretion of the patient group, while 

“unnecessarily high dosages of drugs including Sodium Amytal” were regularly 

administered “to resolve relatively minor problems... and, at times, as a punishment and 

consequential upon a group decision.”43 But complaints to the Board of the Townsville 

General Hospital and later to the Queensland Department of Health were met with various 

defences of Lindsay, particularly his right to practice his preferred treatment program as 

he saw fit.  

 

Unsatisfied with the outcome of conventional complaint channels, victims were forced to 

pursue other avenues, one of which was the office of Queensland MLA Ken McElligott. 

In her article examining ‘The Therapeutic Community at Townsville’s Ward 10B, 1973 

– 87’, Wilson explains that “due to the failure of institutional systems of review to provide 

an adequate response to complainants, many of those involved with the ward were 

compelled to take their grievances to the media,”44 and it was indeed the Courier Mail 

and the Townsville Bulletin that eventually proved most effective in drawing attention to 

McElligott’s public campaigning on behalf of patients and their families that these 

complaints be investigated in greater detail. Increasing political pressure eventually 

forced the appointment of Commissioner William Joseph Carter to investigate allegations 

of abuse at Ward 10B in May 1990.45 

 

Recommendations of the inquiry that were adopted included, for example, that “the 

Honourable the Attorney-General examine and consider the desirability of amending the 

criminal law” and that “the provisions of the Mental Health Services Regulations are 

                                                      
D. (2005), Therapeutic Community Memories: Maxwell Jones, The Planned Environment Therapy Trust: 

Archive and Study Centre Publications 2. 
42 Carter, op. cit., vol. 1, p. vi. 
43 ibid., vol. 1, p. vii. 
44 Wilson, E. (2003), ‘“Eccentric and idiosyncratic treatment philosophies”: the therapeutic community at 

Townsville's Ward 10B, Queensland, 1973-87’, Health and History, vol. 5, no. 2, p. 69. 
45 ibid., p. 62. 
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properly administered and complied with in all psychiatric hospitals and units.”46 

Professionally, according to the Rubinsteins:  

 

 Although the Chelmsford affair overlapped chronologically with the scandal of 

 Townsville Hospital’s Ward 10B, by the time 10B surfaced as an issue for the College, 

 the lessons of Chelmsford had been learnt, and infrastructure and procedure reinforcing 

 the College’s powers were in place to deal with such occurrences.”47  

 

As a result, “the College dealt firmly and speedily with the Townsville scandal”48 by 

expelling Lindsay from its membership, but this move had little effect on the underlying 

cause of the emergence of the scandal in the first place which, in Wilson’s view, was 

characterised by deeply entrenched problems “common to psychiatric practice in 

Australia during the second half of the twentieth century.”49 

 

Meanwhile, Victoria too, it appears, was also suffering from this outbreak of psychiatric 

scandal. Also “chronologically overlapping” with events in New South Wales and 

Queensland, Newhaven Private Hospital, a small psychiatric facility in the Melbourne 

inner-city suburb of Kew, was the scene of a somewhat more complex scandal that 

spanned the later decades of the twentieth century, and continues to draw the attention of 

the media in Victoria to the present day. 

 

Newhaven was the site of a pioneering study in Australia during the early 1960s 

conducted by resident psychiatrist Dr Lance Howard Whitaker50 using a new psychiatric 

drug called lysergic acid diethylamide (LSD or LSD-2551). LSD was administered as an 

adjunct to conventional psychotherapy to expedite the treatment of a variety of psychiatric 

illnesses.52 The results of the study were inconclusive and successes with the technique 

                                                      
46 Carter, op. cit., vol. 1, p. xiii. 
47 Rubinstein & Rubinstein, op. cit., p. 175. 
48 ibid., p. 176. 
49 Wilson, ‘“Eccentric and idiosyncratic treatment philosophies”’, op. cit., p. 60. 
50 Whitaker went by his middle name, Howard, and only used his first initial, and even more rarely his 

first name, in publications and official correspondence. He will be referred to throughout as Dr Whitaker, 

and where necessary, Dr Howard Whitaker. 
51 From the German lysergsäure-diethylamid. The figure 25 denotes it as the 25th derivative of lysergic 

acid. For simplicity it will herein be referred to as LSD. 
52 Whitaker, L.H. (1964), ‘Lysergic acid diethylamide in psychotherapy. Part I: Clinical aspects’, Medical 

Journal of Australia, vol. 1 (January 4), pp. 5-8; ‘Lysergic acid diethylamide in psychotherapy. Part II: 

Results’, Medical Journal of Australia, vol. 1 (January 11), pp. 36-41. 
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over the next two decades were variable. Eventually, the side-effects of LSD were found 

to outweigh its potential therapeutic benefits and by 1975 it was entirely abandoned by 

psychiatrists as being of no therapeutic value.53  

 

While this work in and of itself was largely uncontroversial at the time, the concurrent 

emergence of illicit LSD resulted in a broader social issue whereby its recreational abuse 

by the youth counterculture served to irreparably damage its reputation and research 

potential. According to medical historian Erika Dyck, by the mid-1960s:  

 

The methodological questions raised by clinical LSD experimentation were subsumed in 

a moral panic over drugs. Popular reports about the drug’s dangers gave detractors 

additional ammunition for undermining LSD treatments on moral and ethical grounds 

without engaging in the thorny methodological debates over the use of controls in drug 

trials.54  

 

As the recreational abuse of LSD reached what was described as “epidemic” proportions 

resulting in “increasing reports of serious mental disorder, traffic accidents and deaths by 

misadventure,”55 by association the psychiatric profession’s continued use of the drug for 

therapeutic purposes was becoming untenable. The scandal, however, that emerged 

during the late 1980s and early 90s surrounded a number of former “patients” of 

Newhaven Private Hospital who had come forward claiming to be suffering from long-

term side effects of LSD. Moreover, they complained that their “treatment” had not been 

designed to address any conventional medical diagnosis but rather, bizarrely, exploited 

                                                      
53 Ryle, G. (1990), ‘The Family and its use of drugs’, The Age, 10 September; Elias, D. (1992), ‘Inquest 

to probe psychiatry of swinging “sixties”’, The Age, 14 March; Duncan, E. (1993), ‘Doctor who helped to 

push for ban on LSD’, Progress Press, 15 June, p. 8. 

Recently, however, the therapeutic application of LSD has undergone something of a revival. In 2014 the 

results of the first clinical trial using LSD-assisted psychotherapy, conducted in Switzerland and 

sponsored by the Multidisciplinary Association for Psychedelic Studies (MAPS), were published in the 

Journal of Nervous and Mental Disease. According to the study’s authors, “These results indicate that 

when administered safely in a methodologically rigorous medically supervised psychotherapeutic setting, 

LSD can reduce anxiety, suggesting that larger controlled studies are warranted”, (Gasser, P. et al. (2014), 

“Safety and efficacy of lysergic acid diethylamide-assisted psychotherapy for anxiety associated with life-

threatening diseases”, Journal of Nervous and Mental Disease, vol. 202, no. 7, p. 513). 
54 Dyck, E. (2005), ‘Flashback: psychiatric experimentation with LSD in historical perspective’, 

Canadian Journal of Psychiatry, vol. 50, no. 7, p. 386; consequently, Dyck continues, “the history of 

LSD experimentation in psychiatry often elicits conflated images of dangerousness and unethical medical 

research but seldom considers the relatively more complicated issues related to cultural influences on 

medical theory and practice”, (ibid., p. 386). 
55 The Royal Australasian College of Physicians, ‘The Hallucinogenic Drugs – Their Use and Abuse’, 

Medical Journal of Australia, January 27, 1968, p. 146. 



 

 
 

18 

 

the hallucinatory effects of the drug to serve the recruitment ambitions of a reclusive 

Melbourne religious cult known as The Family. Furthermore, it was subsequently 

discovered that at least three of the Newhaven psychiatrists were in fact members of this 

cult, and that the ownership of the hospital had been assumed by its leader.56  

 

Next came the call for answers. The Newhaven Victims Action Group was formed and 

the Citizens Commission for Human Rights started up a campaign for a Royal 

Commission.57 No such inquiry ever eventuated however, and since psychiatrists had 

already abandoned the therapeutic use of LSD some years earlier nor was there any 

satisfaction to be had in calling for a ban on the drug. Of the three cult psychiatrists, one 

left the cult and relocated to regional Victoria to take up the position of Psychiatrist 

Superintendent of the Beechworth Mental Hospital, one remained loyal to the cult but 

transferred from psychiatry to general practice, and the third returned to his home country 

of New Zealand.58 Newhaven Private Hospital closed in 1992 and was converted to a 

private residence.59 The occasional story about some element of Newhaven, LSD and The 

Family continues to appear in the Melbourne media in the absence of any satisfactory 

conclusion to the affair, each time reflecting poorly on the profession of psychiatry. Yet 

the profession continues to remain effectively silent on the implication that cases such as 

Newhaven reflect fundamental problems with its discipline, while some psychiatrists 

have even conceded that the Chelmsford and Townsville affairs emerged as a direct result 

of the failings of their peers and of their craft.  

 

In his article on ‘Chelmsford and its aftermath’ published in the Psychiatric Bulletin, 

psychiatrist John Ellard admitted that “the events of the last few decades in Sydney and 

elsewhere in Australia make it clear that psychiatry can go very badly wrong and that if 

we do not put our house in order, there are others that would be pleased to do it for us.”60 

                                                      
56 Cox, M. (1990), ‘Sect LSD shock’, Sunday Sun, 20 May, p. 1; also Elias, D. (1983), ‘Sect “used drug 

sessions”’, The Age, September, p. 2: “According to former members, she [Anne Hamilton-Byrne] used 

Newhaven Private Hospital in Normanby Road, Kew, as a recruiting ground as well as the centre for the 

drug-induced ‘clearings’ in the late 1960s.” 
57 Eastgate, J. (1990), ‘Mind control at Newhaven Hospital: how Victorian psychiatrists subverted 

religion’, Citizens Committee on Human Rights Newsletter, August/September, p. 1. 
58 Eadon, D. (1980), ‘SA man states he was… Used in L.S.D. experiment’, About Town, July, Adelaide, 

p. 1. 
59 Elias, D. (1986), ‘Psychiatric hospital used by cult to shut down after financial troubles’, The Age, 13 

November, p. 20. 
60 Ellard, op. cit., p. 688. 



 

 
 

19 

 

Similarly, in a second article outlining his thoughts on ‘The lessons from Townsville’, 

Ellard urged his medical colleagues “not to believe that such matters [as Townsville] do 

no more than demonstrate the general inefficiency and turpitude of psychiatrists,”61 and 

rather encouraged them to identify in these events opportunities to collectively review 

and improve the administration and delivery of their service, warning again that “if we 

do not discover and correct our failings it will be done for us in a manner which we may 

not enjoy.”62 Similarly, with regard to the problems with LSD at Newhaven, prominent 

Melbourne psychiatrist Dr Eric Seal declared that “the use of these drugs [hallucinogens] 

has fostered one of the major medical and social crises of our age.”63  

 

Extending the analysis of Australian psychiatric scandals 

 

What is of further interest still, in the context of Australian psychiatry at least, is 

historians’ apparent disinterest in challenging psychiatry’s claim to complete 

responsibility for these scandals. The accounts of Chelmsford and Townsville as they are 

presented in the College history convey a sense of the profession’s ownership of these 

events which he authors claim are regrettably regarded by the profession as “the two great 

scandals involving Fellows of the College.”64 Historians of psychiatry are instead 

seemingly content to fall back on the classic problem for psychiatry of the absence of an 

agreed aetiology of mental illness as an adequate and comprehensive explanation of the 

underlying cause of these scandals. Implicit in this analysis is the assumption that the 

aetiology debate functions solely within the bounds of the profession and as such remains 

immune from any external social, cultural, political or economic influences. As the host 

of the debate, the psychiatric profession is therefore ultimately to blame. 

 

In her re-examination of the Chelmsford deep sleep case, Wright was not content to accept 

the abuses as “purely the product of one protagonist’s personal quirks and flaws.”65 

Despite looking more broadly to the profession as a whole she still only went as far as 

explaining Chelmsford as “the consequence of a powerful permissiveness that has 

                                                      
61 Ellard, J. (1991), ‘The lessons from Townsville’, Modern Medicine, vol. 34, no. 7, p. 35. 
62 ibid., p. 35. 
63 Seal, R.E. (1970), ‘The current status of the hallucinogenic drugs’, Australian and New Zealand 

Journal of Psychiatry, vol. 1 (June), p. 64. 
64 Rubinstein & Rubinstein, op. cit., pp. xi & 166. 
65 Wright, op. cit., p. 1. 
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pervaded the psychiatric profession in this century,”66 underwritten by what she identified 

as a tradition of ‘eclecticism’ – “the belief that since mind and body are essentially 

inseparable, the ‘physical’ and ‘psychological’ in psychiatry can and should be similarly 

united.”67 Wright concluded that the consequence of this theory’s expression in practice 

was that “physical treatments devoid of any real rationale [such as DST] have become an 

acceptable part of psychiatric practice.”68 This analysis stops short, however, of the depths 

probed by other social historians discussed below, content for the scandal of Chelmsford 

to remain a consequence of the psychiatric profession and its failure to come to grips with 

the apparently dual nature of mental illness.  

 

Similarly, in her article on Townsville, Wilson makes much the same observation that 

“psychiatry has historically been more susceptible to certain problems than other medical 

specialties due to the result of an ongoing debate within psychiatry in regard to the causes 

of mental illness.”69 This she offers as the sole explanation underlying the resultant 

“defensiveness within psychiatry, which in turn has led to an unusually high value being 

placed on innovation in treatments”70 that she argues “characterised the adoption of the 

therapeutic community at Ward 10B.”71 

 

While these analyses don’t quite qualify for membership of what Australian social 

historian Milton Lewis has identified as the ‘internalist’ tradition within the history of 

psychiatry, neither do they entirely meet his definition of a ‘contextualist’ history – rather 

there remains opportunity for these analyses to be extended. In the late 1980s, prompted 

by the upcoming bicentenary of European settlement in Australia, “a spate of local 

historiographical products”72 appeared in Australian historical scholarship, including 

Lewis’s Managing Madness: Psychiatry and Society in Australia 1788 – 1980 (1988), 

and his contemporary Stephen Garton’s Medicine and Madness: A Social History of 

                                                      
66 ibid., p. 1. 
67 ibid., p.4. 
68 ibid., p. 77. Although, reading through the report of the Royal Commission it seems that DST was 

actually less devoid of rationale than devoid of evidence. 
69 Wilson, ‘“Eccentric and idiosyncratic treatment philosophies”’, op. cit., p. 64. 
70 ibid., p. 64. 
71 ibid., p. 65. 
72 Alison M. Turtle (1989), ‘Review of Medicine and Madness: A Social History of Insanity in New South 

Wales 1880-1940, Stephen Garton, and Managing Madness: Psychiatry and Society in Australia 1788-

1980, Milton Lewis’, Journal of the History of the Behavioral Sciences, vol. 25, no. 3, p. 234. 
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Insanity in New South Wales 1880 – 1940 (1988). These works were collectively 

reviewed as “by far the two most comprehensive histories to date of psychiatry and 

insanity in Australia,” with their publication “constitut[ing] a milestone in the history both 

of medicine and of the behavioural sciences in this local context.”73  

 

According to Lewis, “The field tends to be divided between the ‘internalists’, who focus 

on the history of psychiatry as if the social context were unimportant, and the 

‘contextualists’, who believe that psychiatry is significantly influenced by social 

forces.”74 Although ‘internalist’ might be a useful description of these histories of 

psychiatric scandal in Australia in the sense that in both cases historians have located the 

underlying causes as internal to the psychiatric profession, the analyses are by no means 

as narrow as Lewis’s definition of an ‘internalist’ history as merely “a progression 

towards some preferred conception of its [the profession’s] nature.”75 However, because 

for these histories the professional aetiology debate is ultimately to blame, with little 

attention given to any external influences informing said debate, then nor do they quite 

meet Lewis’s requirements for ‘contextualist’ histories which “stress the formative 

influence of social factors, whether these are identified primarily as social values or 

economic forces.”76 

                                                      
73 ibid., p. 234. Garton and Lewis are also recognised as leading authorities by other PhD candidates in 

the history of Australian psychiatry, (c.f. Cheryl Day’s PhD thesis Magnificence, Misery and Madness: A 

History of the Kew Asylum 1872 – 1915 (1998), and Ann Westmore’s PhD thesis Mind, Mania and 

Science: Psychiatry and the culture of experiment in mid-twentieth century Victoria (2002) – Westmore 

also, fourteen years later, recognised these texts as two of the three “most comprehensive works on the 

history of psychiatry in twentieth century Australia,” p. 7) – as such, Lewis and Garton immediately 

became the first port of call for contextualising LSD-assisted psychotherapy and its misuse at Newhaven 

within the broader historiography of psychiatry in Australia, and will be regularly consulted throughout 

this thesis to support its claims.  
74 Lewis, M. (1988), Managing Madness: Psychiatry and Society in Australia 1788-1980, Australian 

Government Publishing Service, Canberra, p. xi. Australian Doctor on Tuskegee and thalidomide could 

be considered examples of internalist accounts of medicine; this is also consistent with Lewis’s 

generalisation that internalist accounts tend to be produced by authors within the profession, while 

contextualist accounts tend to be produced by authors trained in the humanities (Lewis, op. cit., p. xi). 
75 ibid., p. 32. 
76 ibid., p. 32. Lewis’s strongest influence is Vieda Skultans’ English Madness: Ideas on Insanity, 1580 – 

1890 (1979) and Madness and Morals: Ideas on Insanity in the Nineteenth Century (1975):  

 

 Vieda Skultans, for example, argues that human behaviour only makes sense in the light 

 of the values by which it is governed and so what counts as disorder will depend upon 

 ideals of behaviour in any given period or culture. She asserts that psychiatric ideas 

 cannot be understood solely in terms of their development from earlier ideas; that is, a 

 purely ‘internalist’ perspective will not do. Psychiatry deals with human behaviour and 

 is influenced by attitudes  and values significant at a particular time. It follows that 

 psychiatric history must be, at least in part, social history. 
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Stephen Garton also highlighted the presence of this trend for psychiatric histories to 

assume either an internal or contextual flavour, although what Lewis termed ‘internalist’ 

history Garton named ‘progressivist’, where the historian “traces the evolution of ideas 

about madness” along a “linear evolution [that] culminates in modern psychiatry.”77 

According to Garton, progressivist histories:  

 

 ... uncritically assume that modern theories of mental illness are correct and thus 

 construct a narrative that traces the passage from ignorance and superstition to science. 

 It is a tale of important discoveries and great medical men, one that obscures the social 

 context in which  ideas are produced and excludes theories, popular in their time, which 

 are not part of the lineage of modern medical science.78 

 

As an alternative to ‘progressivist’ history of insanity, Garton also recognised social 

control theory and the Foucauldian goal of understanding “how these [psychiatric] 

knowledges were organised and how they were inextricably linked with specific social 

institutions,”79 a tradition within which he locates his own task of establishing the social 

context of committal and treatment and the construction of a patient population. 

 

In his paper on ‘Continuity in Australian psychiatry’ (1985), Lewis remarked that “their 

Whiggism aside, the approach of the ‘internalists’ is not so much wrong as incomplete.”80 

Once again, though the above analyses of Chelmsford and Townsville certainly offer 

                                                      
As an example of an economic history of psychiatry, Lewis offers Andrew Scull’s original manuscript 

Museums of Madness: the Social Organisation of Insanity in Nineteenth-Century England (1979) – later 

reworked as The Most Solitary of Afflictions: Madness and Society in Britain, 1700 – 1900 (1993), which 

argues that capitalist market forces were responsible for the rise of the institution of the lunatic asylum and 

the subsequent emergence of psychiatry as the dedicated medical discipline responsible for the 

management of insanity, which until that point had been largely regarded as a social problem. 

As an example of the related social control theory of insanity, Lewis gives Michel Foucault’s Madness 

and Civilization: A History of Insanity in the Age of Reason (1964) which argues that the “Great 

Confinement” of the mad was driven by the prevailing social values of “the Age of Reason” that feared 

madness as the absence of order and reason, combined with the bourgeois determination that madness 

rendered its victims incapable of contributing fairly to the labour market, therefore necessitating their 

removal from mainstream society. 
77 Garton, S. (1988), Medicine and Madness: A Social History of Insanity in New South Wales, 1880-

1940, New South Wales University Press, Kensington, p. 2. 
78 ibid., p. 2. 
79 ibid., p. 4. Importantly, Garton also identifies and discusses the criticisms and limitations, as he sees 

them, of the social control theory of insanity, see pp. 4-5.  
80 Lewis, M. (1985), ‘Continuity in Australian psychiatry’, Patients, Practitioners and Techniques: 

Second National Conference on Medicine and Health in Australia 1984, Attwood, H. & R.W. Home, 

Medical History Unit & Department of History and Philosophy of Science, University of Melbourne, p. 

33. 
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more than a traditionally internalist history in their identification of the psychiatric 

aetiology debate as the cause of the scandals, the role of continuously evolving social 

attitudes and values underlying, informing and shaping that debate and the profession that 

hosts it remain unexplored, and the histories remain incomplete.  

 

 The history of psychiatry seems to possess a dual aspect. On the one side, it is 

 concerned with the development of ideas, theories and clinical practice. On the other 

 side, it is concerned with attitudes and values and other social forces. A complete 

 historical account of Australian psychiatry should pay attention to the two faces of 

 psychiatry.81 

 

More recently, the internalist-externalist debate has been discussed by Edwin Wallace82 

in the introductory chapter on historiography of his edited volume with John Gach, The 

History of Psychiatry and Medical Psychology (2008), where it is framed “in terms of the 

dichotomy between intellectual and social history.”83 Wallace remarks that up until the 

last thirty years or so, the large majority of psychiatric history has been produced by 

practitioners rather than historians, resulting in histories that benefit from clinical 

knowledge and experience, but ultimately suffer from a degree of Whiggism and a neglect 

of “the impact of ‘externalist’ factors (cultural, political, economic, etc.) on 

institutionalised medicine and psychiatry.”84 On the other hand, he also warns that 

although “social historians have performed immense services for both historiography and 

the psychiatric profession”, they too are often guilty of “ignoring the internal, theoretical, 

investigational, and clinical determinants of psychiatric practice.”85 For Wallace, neither 

a purely internalist or externalist approach can produce a satisfactory history – “the 

history of psychiatry… cannot be credibly chronicled and comprehended merely by 

                                                      
81 ibid., p. 41. 
82 Wallace defines the debate as follows: “By ‘internalism’ I mean attention to the line of development of 

theory and practice within the particular discipline itself and the preference for causal explanations that 

link ideas to ideas, theorist-practitioners to theorist-practitioners, and intellectual trends to intellectual 

trends. Until lately, this has been the overwhelming approach in the history of ideas in general and in the 

histories of science and medicine in particular. ‘Externalism’, by contrast, refers to emphasis on the 

political, social, economic, and general cultural context of ideational currents and disciplinary 

developments; it favours causal explanations of theory and practice invoking these contexts” (Wallace, E. 

IV, ‘Historiography: Philosophy and Methodology of History, with Special Emphasis on Medicine and 

Psychiatry; and an Appendix on “Historiography” as the History of History’, in Wallace, E. & J. Gach 

(eds.) (2008), History of Psychiatry and Medical Psychology: With an Epilogue on Psychiatry and the 

Mind-Body Relation, Springer, New York, p. 42.  
83 ibid., p. 42. 
84 ibid., p. 37. 
85 ibid., p. 37. 
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addressing either just external socioeconomic or internal intellectual factors.”86 Offering 

the history of Freud as an example, Wallace explains: 

 

While some of Freud’s biographers have, like Ernest Jones, promoted his originality, 

others, like Henri Ellenberger, have stressed the degree to which his work was a 

consequence of a long history of mesmeric and Romantic philosophical trends… Each 

grasps a facet of the truth but requires the other for completeness. Social historians have 

recently pointed historians of science, medicine and psychiatry to the fact that intellectual 

and professional disciplines do not develop in socioeconomic and political vacuums. In 

crucial respects such specialties are both determined by, and unwittingly serve, these 

wider sociological currents.87 

 

In Wallace’s view, the complete historian of psychiatry “will have to become acquainted 

with the practical problems with which psychiatry has to contend”88 while at the same 

time equip him/herself with “a broader base in social, cultural, political, religious, and 

intellectual history than any other medical or science historian.”89 For Wallace, “the 

history of psychiatry is best pursued as a subspecialty of the history of civilisation.”90 

Similarly, historian of science Petteri Pietikainen agrees that “when we study madness 

we simultaneously study human nature.”91 Pietikainen explains that he took as the starting 

point for his work Madness: A History (2015) the underlying assumption that “culture 

shapes madness” but also accepts that the reverse is true, such that “the ways in which we 

understand ourselves, our fellow humans and the surrounding reality” are equally 

influenced by our experience of madness.92 Consequently, “to study madness historically 

is to study the intellectual and the socio-cultural changes that constitute varieties of human 

experience.”93 

 

Ultimately, Pietikainen’s work draws more from the contextualist tradition – as a self-

confessed “socially oriented intellectual historian” he is of the view that madness is an 

                                                      
86 ibid., p. xxi. 
87 ibid., p. 24. Highlighting Darwinian evolution as another example Wallace remarks that “histories of 

the concept of evolution focusing on the social ambiance of burgeoning capitalism and individualism do 

not, for example, rule out the determinative role of other, disciplinary internal factors” (ibid., p 10). 
88 ibid., p. 37. 
89 ibid., p. 6. 
90 ibid., p. 6. 
91 Pietikainen, P. (2015), Madness: A History, Routledge, Abingdon & New York, p. 7. 
92 ibid., p. 7. 
93 ibid., p. 7. 
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ambiguous and relative concept, to which “many different social, medical, judicial and 

religious meanings have been attached”94 throughout history such that it “can be 

understood only in terms of degree, and of the prevailing medical and cultural beliefs 

about human nature, normality and deviance.”95 Furthermore, because “these beliefs 

change when we move from one historical period to another, and from one place to 

another”, it therefore follows that “there have not been, and there will never be, universal 

and timeless rules regarding how madness manifests itself.”96 Indeed, Pietikainen’s 

subscription to a contextualist approach that promotes the search “beyond the confines of 

medicine and psychology” to the “spheres of culture, society and ideas” is embodied in 

his choice of “madness”, as opposed to “psychiatry”, as the focus of his history.97 

 

The choice of “the harsher word, madness” over “some softer term – mental illness or 

mental disturbance” as the subject of Andrew Scull’s Madness in Civilization (2015) was 

also deliberate.98 For Scull, madness – defined by him as essentially an absence of reason 

– has co-existed with humanity across all time and space and as such offers a richer source 

for historical study than merely our attempts to manage it.99 Psychiatry, by contrast, as a 

focus of study restricts the historian to the nineteenth century onwards and the medical 

realm.100 This is not to deny the significance of the medicalisation of madness for its 

sufferers – Scull notes the success of the treatment of syphilis as an example – however, 

equating medicalisation with essentially biological psychiatry, he also argues that: 

 

…despite the plethora of claims that mental illness is rooted in faulty brain biochemistry, 

deficiencies or surpluses in this or that neurotransmitter, the product of genetics… the 

aetiology of most mental illness remains obscure, and its treatments are largely 

symptomatic and generally of dubious efficacy.101    

 

                                                      
94 ibid., p. 6. 
95 ibid., p. 3. 
96 ibid., p. 3. 
97 ibid., p. 6. 
98 As was his choice of title, a deliberate nod to Foucault; Scull, A. (2015), Madness in Civilization: A 

Cultural History of Insanity, from the Bible to Freud, from the Madhouse to Modern Medicine, Princeton 

University Press, Princeton, p. 11.  
99 ibid., p. 11. 
100 ibid., pp. 12-13. In Scull’s opinion, a focus on the history of psychiatry rather than madness excludes 

experiences of madness in other realms such as literature, art, and theatre, for example (p. 15). 
101 ibid., p. 14. 
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“And with no x-rays, no MRIs, no PET scans, no laboratory tests that allow us to proclaim 

unambiguously that this person is mad, that person sane,” Scull continues, “the 

boundaries between Reason and Unreason remain shifting and uncertain, contested and 

controversial.”102 Despite this, he promises “to give psychological medicine its due, but 

no more than its due,” and as such rejects it as a starting point or central focus of his 

history in favour of madness more broadly which he regards as encompassing “a social 

and cultural salience and importance that dwarf[s] any single set of meanings and 

practices.”103  

 

Examples of such social and cultural histories of medicine include Linda Bryder’s 2009 

work A History of the Unfortunate Experiment at National Women’s Hospital. Bryder 

challenged the validity of the “national outcry” that erupted in support of the finding of a 

Commission of Inquiry that Auckland gynaecologist Dr Herbert Green’s conservative 

management of carcinoma-in-situ of the cervix (CIS) amounted to nothing more than an 

experiment to test a pre-formulated theory that resulted in the death of women from 

cervical cancer.104 Bryder argues that Commissioner Silvia Cartwright’s and the New 

Zealand public’s condemnation of Green and the National Women’s was heavily 

influenced by the force of the feminist movement against a prevailing patriarchal medical 

system. Bryder’s research suggests that Green’s program in no way contravened any 

international norms in the management of CIS at the time, and in fact revealed that there 

was no generally accepted treatment for CIS, essentially vindicating Green’s view that 

“the policy adopted at National Women’s Hospital was no more an experiment than any 

medical decision made every minute, every day, by almost every doctor in New 

Zealand.”105  

 

Not content to leave both the professional and public interpretation of the events at 

National Women’s as simply that of a typical medical scandal perpetrated by “a fanatical 

egoist hell-bent on proving his theories on carcinoma in situ at the expense of his 

patients,”106 rather, Bryder’s revision of the history does away with the perception of a 

                                                      
102 ibid., p. 15. 
103 ibid., p. 15. 
104 Bryder, L. (2009), A History of the 'Unfortunate Experiment' at National Women's Hospital, Auckland 

University Press, Auckland. 
105 ibid., p. 197. 
106 ibid., p. 198. 
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scandal and instead explains Green’s therapeutic preferences as simply an artefact of that 

particular time and place in medical history.107 

 

In a similar spirit Edward Shorter and David Healy took up the classic case of a perceived 

abusive medical therapy, electroconvulsive therapy (ECT), and sought to explain why 

what was, and still remains, a safe and effective therapeutic option developed, and still 

retains, a reputation as “a case study in medical brutality, a damaging, cruel and useless 

procedure.”108 Their book Shock Therapy: A History of Electroconvulsive Treatment in 

Mental Illness (2007) admits that even today “ECT [is] highly stigmatised, both among 

patients and many physicians”109 and therefore poses the question “how can it be that a 

safe and effective medical procedure should garner such vitriolic negative criticism?”110 

Furthermore, considering the recent recovery of its reputation and its increasing use in 

modern psychiatric practice, Shorter and Healy also ask “what factors have contributed 

to this renewed acceptance of somatic therapies in contemporary psychiatry?”111  

 

Given that the theoretical framework for and mode of delivery of ECT has changed very 

little since it was first developed, through its decline, and into its resurgence, then the 

variations in its popularity over time according to Shorter and Healy can only be 

explained by changing intellectual climates and social attitudes. They argue that the 

decline in the clinical use of ECT can be partly accounted for by the concurrent rise in 

popularity of social psychiatry, in particular Freudian psychoanalysis, combined with the 

emergence of the first psychotherapeutic drugs in the early 1950s.  

 

                                                      
107 Bryder’s thesis was strongly contested, however, in a book edited by University of Auckland professor 

of law Joanna Manning entitled The Cartwright Papers: Essays on the Cervical Cancer Inquiry of 1987-

88 (2010). Bryder’s interpretation of the episode at National Women’s is described as anti-feminist and 

thesis-driven and the quality of her research and her manipulation of data to support her position are 

questioned. See also Else, A. (2010), ‘The "unfortunate experiment" and the Cartwright Inquiry, twenty 

years on: why getting it right matters’, Women's Studies Journal, vol. 24, no. 2, pp. 2-7; Jane Gunn 

(2010), ‘Review of A History of the 'Unfortunate Experiment' at National Women's Hospital and The 

Cartwright Papers: Essays on the Cervical Cancer Inquiry of 1987-88’, Journal of Primary Health Care, 

vol. 2, no. 3, pp. 260-261. 
108 Shorter, E. & D. Healy (2007), Shock Therapy: A History of Electroconvulsive Treatment in Mental 

Illness, Rutgers University Press, New Brunswick, New Jersey & London, p. 144. 
109 ibid., p. 5. 
110 ibid., p. 2. 
111 ibid., p. 3. 
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However, the wider public perception of ECT as a barbaric, punitive treatment that 

produced nothing more than “spasms, fits, shock, coma and shame”112 and “significant 

and severe memory loss and brain damage”113 was largely the product of the anti-

psychiatry movement of the 1960s which constructed ECT as the weapon of choice of the 

medical elite for the effective social control of the emerging anti-establishment minorities 

such as the “gays” and “blacks”.114 Shorter and Healy reference famous cases such as 

psychiatrists’ failure to “cure” homosexual musician Lou Reed,115 and quote an American 

psychiatrist’s reluctance to use ECT for fear of community backlash because “they don’t 

want Jewish doctors shooting electricity into the brains of black people – its racism.”116 

In another anecdote, a fellow American psychiatrist describes the potential for achieving 

even greater results in the treatment of depression using ECT but ultimately laments that 

“we don’t because of the public outcry against it.”117 

 

According to Shorter and Healy, the tool that was most successfully employed by the 

anti-psychiatrists in the propagation of their message throughout the otherwise 

uninformed public was simply the medium of film and literature.118 Exploiting the 

unfortunately violent (though mostly safe) image of ECT, Ken Kesey’s novel and the 

subsequent film version of One Flew Over the Cuckoo’s Nest (1962 and 1975), and films 

such as The Snake Pit (1948) and Shock Treatment (1964) entirely demonised ECT in the 

public consciousness. The authors explain that “Kesey’s portrayal became the primary 

source of information on ECT,”119 and soon “patients and their families began to refuse 

electrotherapy on the grounds of having seen the film.”120 Shorter and Healy’s book is an 

attempt, like Bryder’s, to use the history of a misunderstood example of medical “abuse” 

in order to dispel the stigma of scandal and understand both it and its misrepresentation 

rather as artefacts of their time and place in medical history. 

                                                      
112 ibid., p. 2. 
113 ibid., p. 2. 
114 ibid., pp. 144-150. The social control, however, took the form of the inaccessibility of ECT for said 

minorities – “In the United States by the 1990s, the massive rejection of ECT among the poor and the 

marginalised meant that ECT had acquired the same social profile that psychoanalysis had once enjoyed: 

the typical ECT patient was highly educated, middle-class and urban” (p. 149). 
115 ibid., p. 144. 
116 ibid., p. 149. 
117 ibid., p. 148. 
118 ibid., p. 150 – as Shorter and Healy explain, “The problem is that ECT lends itself beautifully to 

cinematic dramatisation.” 
119 ibid., p. 154. 
120 ibid., p. 152. 
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Equally as controversial and scandalous as ECT was the psychiatric profession’s brief 

love affair with lobotomy. Jack D. Pressman took up the challenge of redressing the 

popular perception of the inhumanity of lobotomy with a different approach to that taken 

by Shorter and Healy. Rather than dissecting the range of external social, cultural and 

political factors that influenced both doctors’ and the public’s views, his book Last 

Resort: Psychosurgery and the Limits of Medicine (1998) suggests that the negative 

perception of lobotomy, and by extension the psychiatric profession, is the product of an 

unsophisticated framework through which the process of medical “progress” is popularly 

understood.121  

 

For Pressman, the first clue that the existing framework for understanding medical 

progress was insufficient was the prevailing tradition in medical history to glorify 

examples of medical triumph – he remarks that:  

 

 ... customarily, the saga of medical science has been told through detailed expositions of 

 medicine’s most visible successes – the kinds of innovations that placed their creators in 

 the Pantheon of Nobel prize winners. Such case studies suggest themselves as the 

 likeliest place in  which to examine the development of modern medicine.122  

 

Thus an effective test of the robustness of this model lay in its application to a classic 

example of medical failure such as lobotomy, popularly regarded as one of the most 

regrettable episodes in the history of psychiatry.  

 

Pressman showed that history’s judgment of psychosurgery as “our most visible icon for 

everything that is dangerous and bad about uncontrolled medical science”123 is, upon 

closer examination of the historical evidence, unsupported by fact. He rejected the 

reputation of psychosurgery “as something that occurred on the far periphery of accepted 

practice”124 and instead offered his support for the view that psychosurgery was “not an 

aberrant event but very much in the mainstream of psychiatry.”125 The mechanisms within 

                                                      
121 Pressman, J.D. (1998), Last Resort: Psychosurgery and the Limits of Medicine, Cambridge University 

Press, Cambridge, p. 2. 
122 ibid., p. 2. 
123 ibid., p. 3. 
124 ibid., p. 3. 
125 Valenstein, E. (1986), Great and Desperate Cures: The Rise and Decline of Psychosurgery and Other 

Radical Treatments for Mental Illness, Basic Books, Inc., New York, p. xi, quoted in Pressman, p. 4. 
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the practice of medicine by which psychosurgery was taken up and propagated were 

entirely orthodox, but the process ultimately became tarred with same brush that painted 

the picture of the emotionless lobotomy victim that resulted from the operation.  

 

For Pressman, it is inadequate, and plainly untrue, to broadly view psychosurgery as just 

psychiatry’s most famous failure and an unpleasant blemish on the history of an otherwise 

distinguished profession – rather, he concluded that “the new lesson that emerges from 

the psychosurgery story, then, is that our usual models of understanding how medicine 

progresses are deeply flawed.”126 

 

Loose legislation: the Poisons (Hallucinogenic Drugs) Regulations 1967, and the 

“great LSD scandal” at Newhaven Private Hospital 

 

Like existing analyses of the Chelmsford and Townsville episodes, an elementary 

analysis of Newhaven might also point to the aetiology debate as the underlying cause of 

the scandal. Wright explained Chelmsford as the manifestation of the aetiology debate in 

the form of one practitioner’s blind commitment to a purely physical therapy devoid of 

any psychological rationale; Wilson accounted for Townsville as the consequence of a 

psychiatric department’s adherence to a particular therapy for innovation’s sake as a 

means of defence of its philosophical position. In this tradition, the historian of psychiatry 

could similarly argue that the injudicious use of LSD-assisted psychotherapy was the 

extreme application of a therapy that comprised both organic (the LSD) and 

environmental (the psychotherapy) elements within the sympathetic paradigm of 

eclecticism that emerged in the mid-twentieth century in response to the psychiatric 

profession’s continued failure to resolve the issue.  

 

As something of a hybrid therapy, it represented a novel and different choice for an 

emerging generation of practitioners for whom the discovery of an effective treatment 

claimed a higher priority than their commitment to any one philosophy that might explain 

it. As a therapy that comprised both organic and environmental elements that emerged 

into a therapeutic paradigm that encouraged cooperation between philosophies, LSD-

                                                      
126 ibid., p. 5. 
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assisted psychotherapy was vulnerable to the broadest of interpretations according to the 

individual practitioner’s personal therapeutic orientation, where the degree of 

interpretation was all that differentiated use from abuse.127 As Wright remarked, with the 

emergence of the view that “the mental and physical are intrinsically united in nature and 

ideally combined in treatment, the eclectic tradition has expanded the possibilities and 

power of psychiatry to the point where ‘anything goes’.”128  

 

This view of the Newhaven episode, which sees events within psychiatry as exactly that 

– generated by and insulated within the profession – is consistent with existing analyses 

of similar psychiatric controversies. The case of Newhaven, however, presents an 

opportunity to develop this analysis. During the campaign for a formal inquiry, a former 

Victorian Department of Health medical officer by the name of Dr John Rutter suggested 

that the episode at Newhaven was not just another example of psychiatry gone wrong as 

a consequence of its failure to resolve the aetiology debate, but was instead the result of 

problematic legislation governing the therapeutic use of LSD, specifically the Poisons 

(Hallucinogenic Drugs) Regulations 1967.  

 

In various media interviews given in the wake of the emergence of the Newhaven scandal, 

Rutter claimed that the system was abused by unscrupulous practitioners and declared 

that from his perspective, “the Health Department regulations for checking on LSD 

supplies w[ere] unsatisfactory – and useless.”129 Referring to the failure of Newhaven 

psychiatrists in particular to adhere to the regulations, Rutter also observed that “what 

they [Newhaven psychiatrists] did was not illegal, but highly unethical. We [the 

Department] knew, but we couldn’t do anything about it.”130 The Department was 

essentially powerless under the regulations to prescribe how warranted practitioners 

                                                      
127 The significance of the flexibility of LSD has been noted by Dyck with reference to its research 

potential: “For psychoanalysts, the drug released memories or revealed the unconscious; for 

psychotherapists, it brought patients to new levels of self-awareness; and for psychopharmacologists, 

LSD reactions supported contentions that mental disorders had chemical origins”, (Dyck, op. cit., p. 383). 

She went on to emphasise this point again in her work on the history of psychedelic research in 

Saskatchewan, Canada, noting that “Ideas arising out of the LSD trials suggested that mental illness had 

biological and social precedents and thus required treatments tailored to both sets of needs. LSD 

treatments offered individuals a conscious experience that initially seemed to support theories from both 

biochemists and psychoanalysts” (Dyck, E. (2007), ‘Land of the living sky with diamonds: a place for 

radical psychiatry?’ Journal of Canadian Studies, vol. 41, no. 3, p. 57). 
128 Wright, op. cit., p. 77. 
129 Cox, ‘Sect LSD shock’, op. cit., p. 1. 
130 Ryle, ‘The Family and its use of drugs’, op. cit. 
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exercised their rights to use hallucinogenic drugs in their practices. All that could be done 

under the regulations in the event of non-compliance was the issue of a penalty of not 

more than $200 to the offending practitioner.131  

 

For Rutter, the misuse of LSD at Newhaven happened because the law did not prohibit it. 

Furthermore, as the author of a news article that appeared in the Sunday Telegraph 

triumphantly declared, the most scandalous element of the Newhaven episode was the 

additional revelation that all of this was unfolding, “with the approval of the Victorian 

Health Department, which also supplied the drugs.”132 Department of Health documents 

revealed that the regulations were in fact cobbled together to satisfy the ransom demands 

of sole manufacturer Sandoz Pharmaceuticals who insisted that the Victorian Department 

of Health take over full responsibility for the distribution of LSD as a condition of their 

continued supply. The Department was reluctant to assume this responsibility, however 

it bowed eventually to pressure from psychiatrists already using LSD in their practice and 

who needed the agreement of the Department to be able to continue.  

 

The loudest voice amongst the calls for the Department to acquiesce to Sandoz’s 

conditions was the psychiatrist who was largely regarded as Victoria’s LSD “expert”, Dr 

Howard Whitaker. By virtue of his expertise he was subsequently appointed to the three-

person panel advising the Minister in the task of composing the regulations. Unbeknownst 

to the Department, he was also a resident at Newhaven and a member of The Family.133 

The regulations he authored merely provided that all practitioners in Victoria using LSD 

hold a government-issued warrant to do so, conditional upon their membership of the 

                                                      
131 Poisons (Hallucinogenic Drugs) Regulations 1967 (Victoria). 
132 Sutton, C. (1987), ‘LSD for mental patients: Government approval for secret sect’s hospitals’, The 

Sunday Telegraph, 23 August. 
133 ‘Lysergic Acid Diethylamide, Psilocybin and Psylocin’, letter to The Secretary, Poisons Advisory 

Committee from Dr R.J. Farnbach, Chief Health Officer (Victoria), 28th September 1966, ‘Hallucinogens’ 

file, Department of Health (Victoria). Chapter 6: Disciplining the “problem child”: the Poisons 

(Hallucinogenic Drugs) Regulations 1967 discusses in detail how these regulations came into being.  

Interestingly, the influence of self-interest on the regulation of therapeutic LSD was not isolated to this 

example in Victoria – in a recent article on the renewed interest in LSD therapy, Dyck briefly recounts the 

story of LSD’s regulation in Canada where initially, despite the difficulties posed by the emergence of the 

thalidomide tragedy, the medical community sought to protect LSD from regulation, however, according 

to Dyck, “a few years later, under pressure from the Senate led by Senator Hartland Molson of the 

Molson Brewery family, physicians yielded to the recommendations of policy-makers” to restrict access 

to therapeutic LSD. “Suffice to say,” Dyck continues, “the leading therapeutic application was using LSD 

to treat alcoholism, and Senator Molson pushed the law forward, while the brewing industry enjoyed 

regulations that helped bring beer to market” (Dyck, E. (2015), ‘LSD: a new treatment emerging from the 

past’, Canadian Medical Association Journal, vol. 187, no. 14, p. 1080). 
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College. Beyond that, they only required that a treatment logbook be kept by each 

warranted practitioner, that the drugs be stored in a locked cabinet, and that the drugs be 

administered in a hospital.134 The regulations were essentially cosmetic, and as such, were 

largely ignored by the majority of LSD practitioners in Victoria, but were deliberately 

misappropriated by a few. The most significant consequences were felt at Newhaven. 

 

The role of the peculiarities of legislation in the emergence of a case of “scandalous 

behaviour”135 in a nineteenth-century asylum in Victoria has been examined by historian 

Dolly MacKinnon in her chapter ‘Bodies of Evidence: Dissecting Madness in Colonial 

Victoria (Australia)’ in Sarah Ferber and Sally Wilde’s edited volume The Body Divided: 

Human Beings and Human ‘Material’ in Modern Medical History (2011). MacKinnon 

charts a dispute between the Superintendent of Kew Asylum, Dr William Beattie-Smith, 

and the Government Pathologist for the Colony of Victoria, Dr James Neild, over access 

to asylum corpses as an exposition of how the intersection of various pieces of legislation 

impacted on the course of research in mental science and education in anatomy, and the 

underlying socio-cultural influences that informed the legislation.  

 

This particular scandal emerged in 1900 with the publication in The Argus of an article 

reporting ‘An Ineffective Post Mortem The Result of Medical Interference’.136 Under the 

Coroners Acts 1890 and 1896, Dr Neild, as Government Pathologist, was required to 

conduct a post-mortem examination in the case of a death in a state institution for the 

purpose of determining and collecting evidence in support of the cause of death. When 

he arrived at Kew Asylum to examine the body of patient James B.F., however, he 

discovered that “the brain had already been examined”137, thereby compromising the 

integrity of his own investigation and findings. This interference had been perpetrated 

(and not for the first time) by Dr Beattie-Smith who in his additional role as lecturer in 

anatomy at the University of Melbourne claimed jurisdiction over the corpse for 

dissection under the Anatomy Act 1886.  

                                                      
134 Prior to the introduction of the regulations psychiatrists who wished to use LSD as part of their 

practice obtained supplies directly from the manufacturer Sandoz on an as-needs basis. 
135 MacKinnon, D. (2011), ‘Bodies of Evidence: Dissecting Madness in Colonial Victoria (Australia)’, in 

Ferber, S. & S. Wilde (eds.), The Body Divided: Human Beings and Human 'Materials' in Modern 

Medical History, Ashgate, Burlington, p. 75. 
136 ibid., p. 75. 
137 ibid., p. 75. 
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MacKinnon argues that the body of patient James B.F. became “a contested object for 

these two medical men who both considered that they could not do their respective jobs 

properly without access to post-mortem evidence” and in order to understand the fate of 

the remains of asylum patients more broadly “we must first analyse what access medical 

men had to corpses within the interconnected legislation that governed the legally 

qualified medical men who conducted post-mortems instigated by the coroner, and/or 

performed dissection for teaching purposes in nineteenth-century Victoria.”138 

MacKinnon goes on to show that “gradual legislative change governing access to asylum 

bodies, post-mortems and dissection”139 was fuelled by successive campaigns for reform 

embodied in a series of public inquiries into asylums in Victoria, and underwritten by the 

fledgling profession of psychiatry’s quest to achieve the imprimatur of science.140 

 

More recently, the impact of legislation pertaining to therapeutic LSD specifically has 

been thoroughly analysed in the US context by Matthew Oram.141 The aim of this work 

is not to provide a social context for the emergence of a psychiatric scandal, however – 

rather, its analysis of the development of legislation is offered to account for the decline 

of LSD psychotherapy research in the US beyond the traditional explanation that blamed 

the rise in recreational abuse.142 Oram argues that it was in fact the Kefauver Drug 

Amendments 1962 formal requirement for proof of efficacy that effectively shut down 

LSD research, as randomised double-blind placebo-controlled trials came to be regarded 

                                                      
138 ibid., p. 77. 
139 These were the Yarra Bend Asylum Inquiries and libel case (1852-1853, 1858-1859 and 1862); Kew 

Asylum Inquiry (1876); and the Royal Commission into Asylums for the Insane and Inebriate (1884-

1886) (ibid., p. 80). 
140 According to MacKinnon, “medical men conducting post-mortems and dissection on nineteenth-

century asylum patients under the laws of the state increasingly attempted to claim a scientific basis for 

the cause of death from mental disease” (ibid., p. 80); for a discussion of psychiatry’s claim to scientific 

status see also Westmore op. cit. 
141 Oram, M. (2014), ‘Efficacy and enlightenment: LSD psychotherapy and the drug amendments of 

1962’, Journal of the History of Medicine and Allied Sciences, vol. 69, no. 2, pp. 221-250; Oram, M. 

(2016), ‘Prohibited or regulated? LSD psychotherapy and the United States Food and Drug 

Administration’, History of Psychiatry, vol. 27, no. 3, pp. 290-306. 
142 Examples of this conclusion include Dyck, E. (2008), Psychedelic Psychiatry: LSD from Clinic to 

Campus, The Johns Hopkins University Press, Baltimore; Lee, M.A. & B. Schlain (1985), Acid Dreams: 

The CIA, LSD, and the Sixties Rebellion, Grove Press, New York; Stevens, J. (1987), Storming Heaven: 

LSD and the American Dream, Atlantic Monthly Press, New York; Doblin, R. (2000), Regulation of the 

Medical Use of Psychedelics and Marijuana, PhD thesis, Department of Public Policy, Harvard 

University, Cambridge – Rick Doblin’s (founder of MAPS) PhD research also specifically examined the 

legislative control of therapeutic LSD in the US yet he too also saw recreational abuse as a major 

contributing factor to the demise of LSD in the medical realm, remarking that up until 1989 the “FDA’s 

changing policies of psychedelic research acceptance and growing disapproval closely track the social 

and political concerns about the non-medical use of psychedelics”, (Doblin, p. 3). 
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as the gold standard for achieving this,143 however this was a study design that was 

entirely incompatible with LSD psychotherapy.144 As Oram explains, randomised double-

blind placebo-controlled trials: 

 

…were not well suited to test all treatments, particularly those that utilized psychological 

elements, and it carried with it the assumption that drug therapies worked through a direct 

biological action. Isolating psychological factors from drug effects widened the boundary 

between psychiatry’s pharmaceutical and psychological treatments – drugs were treated as 

acting objectively on the brain, psychotherapy as acting subjectively on the mind. This 

development caused considerable difficulty for LSD psychotherapists, whose treatment 

was neither purely pharmaceutical nor psychological.145  

 

Nor was this the first time that the unique properties of LSD had come into conflict with 

prevailing expectations about “proper scientific methodology”146 – as Dyck reports, the 

work of Osmond and Hoffer on the treatment of alcoholism in Canada encountered 

criticism from the Addictions Research Foundation (ARF) which claimed that “the results 

presented misleading conclusions” on the grounds that “investigators had not employed 

appropriate controls isolating the reaction of the drug from other influences.”147 When the 

results of the ARF’s own LSD trials demonstrated the ineffectiveness of LSD under 

controlled conditions, the Canadian researchers “responded by arguing that the research 

design itself functioned as a contributing factor to the poor results,” claiming that “the 

ARF study failed to investigate the subject’s experience but merely measured the 

existence of a reaction.”148 The significance of the Canadian example, for Dyck, lay in the 

broader outcomes of the raised awareness of the value of subjective reactions and the 

engagement of clinical investigators in “methodological debates about the authority of the 

controlled trial.”149 

  

                                                      
143 Oram, ‘Efficacy and enlightenment’, op. cit. p. 224. 
144 The particular form of “LSD psychotherapy” discussed here was the technique developed in the 1950s 

by Humphry Osmond and Abram Hoffer for the treatment of alcoholism which comprised a course of 

preparatory psychotherapy sessions, a single LSD-session, and follow up psychotherapy to reflect on the 

LSD experience. 
145 Oram, ‘Efficacy and enlightenment’, op. cit., p. 224. 
146 Dyck, E. (2006), ‘“Hitting highs at rock bottom”: LSD treatment for alcoholism, 1950 – 1970’, Social 

History of Medicine, vol. 19, no. 2, p. 324. 
147 ibid., p. 324. 
148 ibid., pp. 325-326. 
149 ibid., p. 326. 
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Back in the US, even though LSD psychotherapists could argue that their technique was 

first and foremost a psychotherapy – which was not subject to the same scientific rigour 

and regulation as drug therapies and was therefore of little interest to authorities – rather 

than a chemotherapy, because it made use of a drug as an adjunct, it still fell under the 

jurisdiction of the FDA which now demanded proof of efficacy for all drugs.150 As 

researchers were forced to prioritise trial design, therapeutic method suffered and the 

subsequent poor results sealed the fate of therapeutic LSD.  

 

The strong emphasis on controlled trials that assessed only the biological action of a 

therapy reflected a prevailing therapeutic paradigm within which the Kefauver Harris 

Amendments were produced that was heavily organic. Like the situation in Victoria, the 

aetiological preference of the time that informed the regulations did not actually stem from 

any form of professional consensus however, but rather represented a growing 

commitment more broadly to the “magic bullet theory” of drug efficacy that emerged from 

the recent discovery of antibiotics in the 1930s and 40s.151  

 

--- 

 

The aim of this thesis then is to use the previously undocumented example of Newhaven 

to enrich the aetiology debate analysis of Australian psychiatric scandals by integrating it 

with Rutter’s remarks on the regulations to present a history of Victorian mental health 

legislation as a history of the psychiatric aetiology debate. It further demonstrates the 

social, cultural, political and economic construction of the legislation from which it 

follows that the aetiology debate was equally constructed, as was, therefore, the 

psychiatric scandal that emerged from it. Linda Bryder attributed Herbert Green’s demise 

not just to the politics of the medical profession but to the force of the feminist movement; 

Edward Shorter and David Healy identified fears of prevailing attitudes around 

homophobia and racism underlying psychiatrists’ decisions to avoid prescribing ECT. 

                                                      
150 Oram, ‘Efficacy and enlightenment’, op. cit., p. 233. 
151 ibid., p. 231. In a subsequent paper examining an additional feature of the 1962 amendments, namely 

the requirement that research sponsors file with the FDA a Notice of Claimed Investigational Exemption 

for a New Drug (IND) prior to commencing research, Oram also identifies the thalidomide episode as 

another contributing factor underlying the introduction of regulations that valued randomised double-

blind placebo-controlled trials to determine proof of efficacy (Oram, ‘Prohibited or regulated?’ op. cit., p. 

292). 
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This thesis will argue that in the case of the Poisons (Hallucinogenic Drugs) Regulations 

1967 and the LSD scandal at Newhaven, the aetiology debate – as it manifested in the 

permissiveness of the Mental Hygiene Acts under which the regulations were produced – 

was accountable only to the extent that was less a reflection of psychiatry’s commitment 

to the paradigm of eclecticism due to its therapeutic value and more an accommodation 

of the broader co-emergent mental hygiene and anti-psychiatry social movements.152  

 

In their article ‘Psychiatry and its institutions in Australia and New Zealand: An 

overview’ (2006), historians Catharine Coleborne and Dolly MacKinnon addressed the 

phenomenon of deinstitutionalisation as it emerged in Australia during the twentieth 

century, remarking that broadly, “there are various explanations for the evolution of this 

process, one being that ‘changing ideas, psychotropic drugs and the expansion of 

psychiatric services outside the hospital’ environment meant that this was considered 

possible”153, however, amongst these changing ideas the principles of the mental hygiene 

movement and the anti-psychiatry movement are clearly identifiable. Coleborne and 

MacKinnon explain that “mental hygiene was a major ideological force in health and 

education policy and practice and had a profound influence on psychiatry and institutional 

care”154, but also report that “the rise of the anti-psychiatry movement also played a role” 

in shaping debates around community care.155 By interpreting it as a product of a mental 

health policy flexible enough to simultaneously accommodate the biologically-aligned 

agenda of the mental hygiene movement and the socially-aligned agenda of the anti-

psychiatry movement, this thesis will interpret the scandal at Newhaven not simply as a 

consequence of the inherent failings of psychiatry due to the persistence of its aetiology 

debate, but as an artefact of its time and place in the social history of psychiatry in 

Victoria.156 

                                                      
152 This finding echoes Dyck’s observation in her article on the history of the use of LSD in the treatment 

of alcoholism that “In some ways, the history of the disease reveals more about changing political and 

social attitudes towards drinking than medical innovation” (Dyck, ‘“Hitting highs at rock bottom”’, op. 

cit., p. 314). 
153 Coleborne, C. & D. MacKinnon (2006), ‘Psychiatry and its institutions in Australia and New Zealand: 

an overview’, International Review of Psychiatry, vol. 18, no. 4, p. 375. 
154 ibid., p. 374. 
155 ibid., p. 376. 
156 To an extent this interpretation follows in the tradition of Dyck’s analysis of the Saskatchewan LSD 

experiments in terms of the formative role of place – Dyck observes that “During the period after the First 

World War, other medical and psychological researchers joined [Abram] Hoffer in Saskatchewan and 

formed part of a dynamic research group whose contributions were pioneering and controversial, but also 

expressed a slightly different approach to mental health that can be partly explained by the place where 
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The evidence supporting this thesis is drawn largely from two main sources: the archive 

of Victorian historical legislation and the Victorian Parliamentary Debates (Hansard), and 

the 900-page file labelled “Hallucinogens” held by the Victorian Department of Health.157 

Additional resources include the archives of the Royal Australian and New Zealand 

College of Psychiatrists and Queen’s College, University of Melbourne; the Medical 

Journal of Australia and the Australian and New Zealand Journal of Psychiatry; the 

Royal Commission and Commission of Inquiry into Chelmsford and Townsville, 

respectively; the Mental Hygiene/Health Authority of Victoria Annual Reports; the 

Public Record Office of Victoria (PROV) mental health records; the Citizens Committee 

on Human Rights (CCHR); the Kew Historical Society; and national, state and local 

newspapers (primarily The Age, the Herald Sun, and the Progress Press). 

 

Part I of the thesis will illustrate how mental health legislation and parliamentary debate 

in Victoria has been a manifestation of the aetiology debate since the earliest days of the 

colony. Furthermore, it will highlight the coincidence of each major shift in psychiatric 

thinking as it was reflected in the mental health legislation of the time with major external 

social, cultural, political and economic events. Chapter 1 traces the first shift in 

psychiatric thinking in Victoria from a merely colonial custodial approach to an 

environmental understanding of the origins of mental illness as Enlightenment-inspired 

“moral therapy” migrated to the colonies by the second half of the nineteenth century. 

Chapter 2 describes the return to an organic view by the turn of the century as Darwin’s 

theory of evolution by natural selection fuelled theories of hereditary degeneration within 

psychiatric circles. Chapter 3 documents a further swing back towards a social psychiatry 

as new Freudian-inspired psychodynamic psychotherapies firmed as the leading weapons 

in the treatment of the new, and apparently non-physical, condition emerging from the 

battlefields of World War I known as “shell-shock”. Finally, Chapter 4 will chart the 

arrival of the paradigm of eclecticism – under which the cause of mental illness could 

                                                      
the research occurred,” (Dyck, ‘Land of the living sky with diamonds’, op. cit., p. 43). She goes on to 

argue that “Ideas about place shaped the LSD experimentation as place became an intellectual conception, 

partly ideological and partly about a specific location, with its own historical, political, and social 

connections to the local environment. The emergence of psychedelic psychiatry in Saskatchewan suggests 

that the intellectual and geographical climate of experimentation produced a set of conditions that 

influenced medical research in ways that were not experienced elsewhere” (ibid., p. 43). This thesis aims 

to make a similar argument but with a temporal rather than spatial/geographical focus. 
157 Obtained under Freedom of Information Act 1982 (Victoria), 30 July 2012, Department of Health, ref. 

F12/0316. 
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comprise both organic and environmental elements simultaneously – as the biological and 

social bases of the mid-century mental hygiene and anti-psychiatry movements, 

respectively, sought to co-exist. 

 

Part II will focus on the story of the therapeutic use of LSD in Victoria and will document 

how the regulations that facilitated the LSD scandal at Newhaven unfolded within this 

prevailing professional paradigm of eclecticism. Chapter 5 reviews the therapeutic origins 

of LSD and details the first systematic investigation using LSD-assisted psychotherapy 

in Victoria by Australian LSD pioneer Dr Lance Howard Whitaker. By the mid-1960s, 

LSD use had moved beyond the medical realm to the extent that state intervention was 

now required to control its abuse – Chapter 6 outlines how the Poisons (Hallucinogenic 

Drugs) Regulations 1967 (Victoria) were drawn up and implemented in response to this 

crisis and examines the consequences of this for the psychiatric profession. Chapter 7 

reveals the results of subsequent Department of Health inspections into the therapeutic 

use of LSD as confirmation of the inadequacy of the Regulations to prevent the kinds of 

abuses that were being perpetrated at Newhaven. Meanwhile, the very aspect of LSD that 

had precipitated the demise of its therapeutic credentials overseas, namely its sacramental 

value due to its consciousness-expanding properties, was attracting the attention of 

influential medical and academic types in Victoria, and Chapter 8 explains how Dr 

Whitaker in particular came to regard the spiritual healing of the soul as a legitimate 

aspect of his practice, and to employ LSD as the primary tool for achieving this. Finally, 

Chapter 9 explains how this broadening of the definition of mental illness facilitated the 

infiltration of a fringe religious group known for its sacramental use of hallucinogens into 

a private psychiatric facility, and more significantly, into its drug cabinet.  

 

The thesis will conclude with the argument that the Poisons (Hallucinogenic Drugs) 

Regulations 1967 and the LSD scandal that ensued can best be understood as the result 

of the implementation by the Victorian government of a widely interpretable set of 

regulations under duress from, and grounded in the expertise of, a psychiatric profession 

looking to accommodate the broadest definition of mental illness yet. This does not 

necessarily constitute a failure of the profession, however, which at the time was busy 

negotiating something of a compromise after a century of oscillation between biological 

and social aetiologies of mental illness that had culminated by the mid-twentieth century 
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in the policy of deinstitutionalisation. The Newhaven LSD scandal could be interpreted 

as merely another expression of the psychiatric aetiology debate, manifested in the form 

of eclectically-grounded mental health legislation, but this thesis will argue that the 

aetiology debate is to blame only to the extent that it was shaped by prevailing social 

trends in the form of the convergence of the mental hygiene and anti-psychiatry 

movements. In so doing, we shall, as Pressman did before us, understand the Newhaven 

LSD scandal as a product of its social environment. 
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PART I 

Legislating lunacy in Victoria: 

the aetiology debate as mental health policy 

 

 

The aetiology debate – the continuous shifting of allegiances from organic to 

environmental aetiologies of mental illness and back again – and by extension the 

profession of psychiatry more broadly, has been blamed, and has blamed itself, for the 

emergence of the scandals that unfolded at Chelmsford and Townsville. The debate should 

not be conceived of as a conflict, however, and the problems did not originate in a 

philosophical disagreement between psychiatrists in that sense; nor were the problems the 

result of an incompatibility of respective treatment regimes with prevailing views on the 

origins, and therefore appropriate therapeutic techniques for, mental illness. In fact, quite 

the opposite appeared to be the case. In the decades leading up to the commencement of 

the DST and therapeutic community treatment programs at Chelmsford and Townsville 

respectively, neither the case for the organic nor the environmental basis of mental illness 

was in a position to claim any clear dominance. Rather, an alternative option had presented 

itself: the view that the underlying cause of mental illness, and therefore the theoretical 

basis of therapy, could be either organic or environmental or some combination of both. 

This approach was described as “eclectic” and what it translated to in practice was 

therapeutic freedom. 

 

Eclecticism was almost an inevitable response to what was emerging as something of a 

theoretical stalemate within psychiatry. By mid-century, the argument for the biological 

basis of mental illness implicit in the practice of preventative treatment, not to mention 

the proclaimed successes of the first of the psychopharmaceuticals, chlorpromazine, could 

not be ignored. Yet on the other hand, nor could the argument for the environmental 

origins of mental illness as psychotherapy programmes delivered across community-based 

clinics also continued to produce results. Both camps had simultaneously undeniable 

claims to theoretical dominance that the profession had no choice but to accommodate, 

and the only possible way it could do this was by adopting a paradigm of eclecticism. The 

natural consequence, however, of this move to broaden the spectrum of possible 
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underlying causes of mental illness was an equivalent broadening of the range of possible 

therapies. Wright summarised the case of Chelmsford, for example, as: 

 

 …an indirect, unfortunate and perhaps unintended consequence of twentieth-century 

 psychiatric eclecticism in its broadest sense – the all-embracing ideological 

 integrationism which has come to characterise psychiatry in its quest for survival and 

 supremacy. In particular, the eclectic project has posited an ill-defined metaphorical and 

 mystical relationship between mind and body – reducing any distinction between them 

 almost to the point of meaninglessness – which in turn has encouraged a pervasive 

 permissiveness in psychiatric theory and practice.158 

 

Similarly, the consequences of the “ongoing debate within psychiatry in regard to the 

causes of mental illness” was also identified as the underlying cause of the problems at 

Townsville.159 A similar explanation could readily be offered to explain the scandal at 

Newhaven. The culmination of the aetiology debate in the paradigm of eclecticism 

facilitated the emergence of a conveniently compatible theoretical framework for the 

newly developed technique of LSD-assisted psychotherapy, which itself appeared to be 

something of a hybrid treatment that incorporated elements of organic and environmental 

theories in its combined use of a drug and psychotherapy. Furthermore, the permissive 

atmosphere of eclectic psychiatry where “anything goes”160, where such therapeutic tools 

as lobotomy and ECT at the one end of the spectrum and occupational therapy and 

psychoanalysis at the other were all regarded as equally and simultaneously valid, 

facilitated an environment conducive to the appropriation of LSD from a mental therapy 

to a spiritual one.  

 

This analysis might suffice if the non-medical use of therapeutic LSD represented the 

scandal in its entirety. The goings-on at the hospital was only half of the story however – 

what constituted the scandal was the additional fact that it happened at all, that 

psychiatrists’ activities were not illegal, and that even after authorities were made aware 

of the situation and after regulations were implemented that should have served to rein in 

such activities, still the inappropriate use of LSD at the hospital continued. Any history 

                                                      
158 Wright, op. cit., p. 75. 
159 Wilson, ‘“Eccentric and idiosyncratic treatment philosophies”’, op. cit., p. 64. 
160 Wright, op. cit., p. 77. 
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of this scandal, therefore, must address the role of legislation governing the use of LSD 

within the practice of psychiatry in Victoria. 

 

On 1 January 1967, the Poisons (Hallucinogenic Drugs) Regulations 1967 came into 

effect in Victoria to provide for the safe use of LSD in a therapeutic context only. Despite 

the introduction of these tighter controls, it subsequently came to the attention of health 

authorities that “some psychiatrists were too enthusiastic, continually administering it 

[LSD] to their patients,”161 but even under the new regulations authorities discovered that 

little could actually be done to interrupt the activities at Newhaven. Instead, the Victorian 

Department of Health took the deliberate step of recruiting Dr John Rutter, former senior 

medical officer in the Poisons Division (who was “dead against” the therapeutic use of 

LSD162) as a countermeasure, not to police use, but eradicate it. “One of the reasons I was 

transferred into the position was to stop the drug,”163 Rutter told the Progress Press, 

which he finally achieved by “getting a list of the doctors showing the amounts they 

used.”164 But Rutter’s victory did not come until 1975 when the therapeutic use of LSD 

was eventually banned by the Department, by which time an estimated four thousand 

Victorians – legitimate psychiatric patients and unsuspecting victims of a manipulative 

cult alike – had been subjected to its effects.165  

 

For Rutter, the LSD scandal at Newhaven, unlike Chelmsford and Townsville, was not 

the result of the psychiatric profession’s indecision regarding the nature of the underlying 

cause of mental illness, but the failure of the Victorian Department of Health to produce 

effective legislation. The very fact that he was tasked with putting a stop to the misuse of 

therapeutic LSD amounted to an admission that it couldn’t be achieved by applying the 

regulations, which in his view were entirely “unsatisfactory and useless.”166 The 

regulations were useless because they had no bearing on how psychiatrists elected to use 

the drug within their individual practices167 – they were designed to satisfy the bare 

                                                      
161 Miller, op. cit., p. 4. 
162 ibid., p. 4. It was Dr Rutter’s opinion that LSD “was unpredictable and nobody knew enough about it” 

because it had “never had a proper clinical trial to justify its use” (Daley & Crawford, op. cit.).  
163 ibid., p. 4. 
164 Duncan, ‘Doctor who helped to push for ban on LSD’, op. cit., p. 8. 
165 Daley & Crawford, op. cit. 
166 Cox, ‘Sect LSD shock’, op. cit., p. 1. 
167 Furthermore, the regulations were administratively disconnected from mental health legislation. The 

middle of the century marked the beginning of a new administrative structure for mental health care in 
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minimum requirements for the resumption of the supply of LSD from Sandoz but were 

otherwise deliberately permissive to allow individual practitioners maximum freedom in 

their interpretation of LSD-assisted psychotherapy. Inadequate as the regulations may 

have been, this does not necessarily constitute a failure of the Department of Health to 

the exclusion of the influence of the aetiology debate however.  With respect to their 

permissiveness, the regulations, and the degree to which they were respected by 

psychiatrists, were a product of and were entirely consistent with prevailing broader 

mental health policy that could be regarded as equally as permissive.168  

 

The Mental Hygiene Acts (the Mental Hygiene Authority Act 1950 read together with the 

principal act, the Mental Hygiene Act 1933) were characterised by the policy initiative 

known as “deinstitutionalisation” which comprised both organically-oriented 

preventative treatment measures and environmentally-oriented community-based care.169 

Implicit in this policy, therefore, was the simultaneous accommodation of both organic 

and environmental aetiologies of mental illness, or a philosophy of eclecticism. The 

mental health policy under which the abuse of therapeutic LSD unfolded, and which 

subsequently informed the Poisons (Hallucinogenic Drugs) Regulations 1967, was the 

culmination of a century’s worth of shifting attitudes between organic and environmental 

accounts of mental illness, and like the Mental Hygiene Acts, the formative influence of 

the dominant view at any given time on policy is evident in the historical legislation and 

the parliamentary debates that shaped them from the earliest days of the Australian 

colonies. The legislation was to blame, as Rutter might have it, but only to the extent that 

                                                      
Victoria and the policy that informed psychiatric practice was governed separately by the newly created 

Mental Hygiene Authority (MHA), which itself was a product of a separate act, the Mental Hygiene 

Authority Act 1950 (previously mental health policy was determined by the Mental Hygiene Branch of the 

Department of Health, and although the MHA was still administratively located within the Department of 

Health, it did acquire a degree of autonomy from Health that the preceding branch did not share – see 

Mental Hygiene Authority Act 1950 (Victoria)). The Poisons (Hallucinogenic Drugs) Regulations 1967, 

however, that specifically made provision for the use of mental health practitioners only, were brought 

down under the Poisons Act 1962 exclusively, responsibility for which lay with the Poisons Division and 

was therefore somewhat removed from the concerns of the MHA. Also, the penalty outlined in the 

regulations for the failure to comply with the “useless” restrictions was so minor that it failed in its role as 

a deterrent. 
168 The primary author (and one of only three members of the select committee advising the Minister on 

the therapeutic use of LSD) of the regulations, Dr Howard Whitaker, was himself a psychiatrist – 

specifically the “expert” in Victoria in LSD-assisted psychotherapy who had been using the drug freely 

for the past ten years – who was deeply immersed in and whose practice was heavily influenced by 

prevailing mental health policy. His own preference for maximum therapeutic freedom in the use of 

hallucinogens is evident in the regulations (see Chapter 6).   
169 Wright, op. cit., p. 4; Westmore, op. cit., p. 6. 
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it was merely the latest manifestation of, as Wright and Wilson might have it, the 

aetiology debate. 

 

Prior to the overhaul of mental health services in Victoria brought about by the Kennedy 

Report and the subsequent proclamation of the Mental Hygiene Authority Act 1950, 

mental health policy in Victoria at any one time had tended to draw more heavily from 

one philosophy of causation over the other. The earliest lunacy law in the colonial district 

of Port Phillip reflected a distinctly organic approach to the problem of mental illness, but 

by the time that the newly independent colony of Victoria passed its first Lunacy Statute 

in 1867, legislators’ attitudes had taken on an environmental bias; by the turn of the 

century the Lunacy Amendment Act 1888 and the Lunacy Act 1903 show that perceptions 

of mental illness had reverted to a biological model; a decade or so later, psychogenic 

causes and treatments had returned to favour with the Lunacy Acts Amendment Act 1914 

and the Mental Treatment Act 1915; finally, by mid-century, the see-sawing of opinion 

appeared to have settled into a truce in the form of the eclectic and combined approach to 

the causes of and treatments for mental illness with the Mental Hygiene Act 1933 and the 

Mental Hygiene Authority Act 1950.170 

 

That the psychiatric aetiology debate shaped and informed the evolution of mental health 

legislation in Victoria is clear. To offer it, however, in the current tradition of histories of 

psychiatric scandal in Australia, as the underlying cause of the apparent failure of the 

legislation that resulted in the events of Newhaven, would be insufficient, however. 

Rather, by extending the scope of the analysis beyond the bounds of the psychiatric 

profession, another pattern is revealed whereby each of the significant shifts in attitudes 

reflected in the respective pieces of legislation in fact correlates with equally significant 

broader social, political and cultural events, which themselves served to shape 

psychiatrists’ understandings of mental illness and its treatment. Historian Gerald Grob 

took this point as the central argument for his paper ‘Psychiatry's Holy Grail: the search 

for the mechanisms of mental diseases’:  

 

Explanations of mental illnesses generally vacillated between two polar extremes: 

between environment (broadly defined) and heredity; and between somatic and 

                                                      
170 ibid., p. 4; ibid., p. 6. 
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psychogenic. To be sure, the majority of psychiatrists tended to be eclectic. Nevertheless, 

they often expressed preferences for one extreme or the other. Over time these 

preferences underwent subtle shifts, as the social and cultural context in which they were 

articulated changed.171 

 

In the context of mental health legislation in Victoria, the pre-separation “act to make 

provision for the safe custody of and prevention of offences by persons dangerously 

insane”, or Dangerous Lunatics Act 1843, clearly reflected the custodial attitudes of the 

early penal colonists until the newly established colony of Victoria proclaimed the 

environmentally-grounded Lunacy Statute 1867 whose provision for the delivery of 

“moral therapy” hailed from European Enlightenment notions of the curative power of 

institutionalisation; the provisions of the Lunacy Amendment Act 1888 and the Lunacy Act 

1903 reflected the “therapeutic pessimism” associated with the deeply organic evolution-

inspired theory of hereditary degeneration; the unprecedented problem of shell-shock and 

other war neuroses prompted the accommodation of psychodynamic psychiatry and 

Freudian psychoanalytic theory under the Lunacy Acts Amendment Act 1914 and the 

Mental Treatment Act 1915; finally, in the shadows of and emerging from WWII, the new 

paradigm of eclecticism combined both organic and environmental aetiologies of, and 

therefore therapeutic approaches to, mental illness to produce the policy initiative of 

deinstitutionalisation delivered by the Mental Hygiene Acts of 1933 and 1950. 

Deinstitutionalisation accommodated both the eugenic attitudes that prevailed at the 

height of Social Darwinism (as part of a broader preventative treatment strategy) at the 

organic end of the spectrum, and the emergence of social psychiatry as practised in 

community “clinics” at the environmental end. But what influenced the adoption of 

eclecticism after a century of oscillation between organic and environmental aetiologies 

within psychiatry was the co-emergence of two underlying social movements: the 

organically-oriented mental hygiene movement and the environmentally-oriented anti-

psychiatry movement.172 

                                                      
171 Grob, G.N. (1998), ‘Psychiatry's Holy Grail: the search for the mechanisms of mental diseases’, 

Bulletin of the History of Medicine, vol. 72, no. 2, p.191. 
172 The policy initiative of deinstitutionalisation that was delivered by the Mental Hygiene Acts 1933 & 

1950 relied jointly on the application of preventative measures (specifically segregation, rather than 

more drastic eugenic measures such as sterilisation), and an increased emphasis on community-based 

(rather than institutional) treatment. These two measures were the respective manifestations in policy of 

the underlying social forces of the mental hygiene movement and the anti-psychiatry movement. The 

influence of eugenic thinking on the policy of deinstitutionalisation should not be interpreted as an 

expression of fear of the contamination of the mentally healthy population with degenerate stock, but as 
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The LSD scandal at Newhaven should be understood then as the result of permissive 

mental health policy which did not necessarily constitute a failure of the Department of 

Health but rather reflected the formative influence of the aetiology debate on mental 

health legislation. Furthermore, this research should therefore not be read as merely a 

social history of the LSD scandal at Newhaven, but rather as an examination of the 

continuous shaping of the psychiatric aetiology debate by prevailing social trends 

culminating in their expression in mental health policy.  

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
a co-strategy advocated by the mental hygiene movement – in conjunction with community-based 

treatment, advocated by the anti-psychiatry movement – to facilitate the process of 

deinstitutionalisation. The elaboration of this relationship forms the basis of Chapter 4. 
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CHAPTER 1 

The migration of moral therapy:  

the Lunacy Statute 1867 

 

 

Former psychiatrist-turned-historian of his profession, Charles R.D. Brothers (1905–

1963), remarked in his work Early Victorian Psychiatry 1835-1905 (1962) that “at the 

time of the early colonisation of Australia the attitude towards mental illness was largely 

one of indifference.”173 For the community of the Port Phillip district of the Colony of 

New South Wales174 this indifference, like many other elements of colonisation, stemmed 

from the imported British attitude that “the insane were part of a larger group of deviants 

that included vagrants, paupers, the physically disabled, and petty criminals.”175 The 

                                                      
173 Brothers, C.R.D. (1962), Early Victorian Psychiatry 1835-1905, A.C. Brooks, Government Printer, 

Melbourne, p. 10. 
174 Before Melbourne was named the capital city of the independent colony of Victoria in 1851 following 

its separation from New South Wales, the area was known as the Port Phillip district of New South Wales 

and the settlement at Sydney was its recognised administrative capital. The communities of these colonial 

settlements in the early years (the closing decades of the eighteenth century) consisted mainly of convicts 

and soldiers and others such as “overseers, masters and watchmen” (Garton, op. cit., p. 17). The addition 

of freemen and emancipists – in other words, those who might be concerned with more than a merely 

punitive approach to the problem of mental illness – to the population came with the new century.  
175 ibid., p. 2. For both Garton and Lewis the period roughly 1750 to 1850 in England was characterised 

by the lunacy reform movement and the rise of moral therapy, embodied most clearly in the establishment 

of the Tuke Retreat at York (1785). These developments only took root in Australia somewhat belatedly 

though, largely due to the persistence of the association of insanity with criminality that was born of the 

colony’s origins as a convict settlement. According to Garton, reformatory ideas “developed in the 

context of specific legal, administrative, judicial and local government systems which structured the 

particular evolution of lunacy incarceration in different countries, states and regions” (Garton, op. cit., p. 

16). This context in the Australian colonies was penal, by contrast with the enlightened environment that 

was developing in Europe, thus “the lunacy reform movement had little effect on the treatment of the 

insane in the early years of the colony” because “there was no attempt to separate the convict lunatic from 

the ordinary transportee” (ibid., p. 17). Lunacy reform, and social reform more broadly, did not begin to 

gather momentum in colonial New South Wales until the 1850s amid a series of inquiries into its lunatic 

asylums. Garton argues that “this reappraisal of the asylum system was part of a wider reassessment of 

the institutions of colonial society” (ibid., p. 20). The 1850s and 60s witnessed the emergence of a distinct 

middle class promoting a “moral enlightenment movement” as a challenge to the authority of the gentry 

and [Anglican] Church. They campaigned in favour of such liberal policies as the end of transportation, 

land ownership and the establishment of institutions of responsible self-government, based on their faith 

in the state’s capacity to foster economic and social growth. It is in this context, Garton concludes, that: 

 

… suggestions that the colonial lunacy incarceration system was a relic of the convict 

past spurred reformers to examine the practices of the system. Liberal reformers adopted 

the English ideals of ‘moral therapy’ and medical supervision as the benchmark for the 

assessment of colonial asylums. These ideals influenced the conclusions of the 1855 

Commission of Inquiry. The 1855 Report argues that the colonial system fell short of the 

standards of treatment provided in British asylums. Its prime concern, however, was the 

continuing links between criminal and lunacy incarceration. Half a century after their use 
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subsequent management of the problem, therefore, also reflected the colony’s penal 

origins. The colony’s penal identity was a critical influence in shaping Australian attitudes 

towards mental illness and its management – as historian of Australian psychiatry Milton 

Lewis explains: 

 

 Lunacy law and administration as well as the systems of care devised for lunatics and 

 idiots were, like so many other cultural and material artefacts, originally imported from 

 England. English principles and practice continued to be influential in the Australian 

 colonies but law,  administration and systems of care were shaped by the colonial 

 experience.176  

 

Early colonists adopted a “purely custodial”177 approach to the problem of lunacy for, as 

Stephen Garton explains, during the late eighteenth century, “few disputed the efficacy of 

confinement as the means for dealing with lunatics.”178 Incarceration was by no means 

unique to the Australian colonies, however the legal processes by which it was achieved 

were significantly shaped by their penal origins and as such differed vastly from the 

English system. For the settlers, the Australian colonies were a blank canvas, lacking in 

established institutions of any form and as such a significant amount of legal decision-

making power was vested in the hands of only a few. Again, Lewis explains: 

 

 The penal settlement established in New South Wales in 1788 was governed as a 

 military  autocracy. The Governor’s authority was virtually absolute and it was the legal 

 foundation on which lunacy administration rested. In his Commission, the first 

 Governor, Arthur Phillip, was given the right to exercise the Crown’s powers over 

 lunatics and idiots.179 

 

In the earliest days of the colony, Governor Arthur Phillip was, therefore, the ultimate 

authority on lunacy: “He did not have to consult with other authorities to determine who 

was insane. Rather it was left to his discretion to pass judgment on disruptive 

                                                      
in Britain the ideas of ‘moral therapy’ became a potent force in the struggle for lunacy 

reform in New South Wales (ibid., p. 20). 

 
176 Lewis, Managing Madness, op. cit., p. 1. 
177 Brothers, op. cit., p. 10. 
178 Garton, op. cit., p. 11. 
179 Lewis, Managing Madness, op. cit., p. 4.  
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behaviour.”180 For those whom he declared to be insane, “detention was considered the 

appropriate course of action” however “no separate institutional provision was made for 

them. Instead, disturbed convicts were more likely to have been flogged or sent to a 

gaol.”181 In England, options for the confinement of lunatics included poor law 

workhouses, various charitable organisations, public hospitals where accommodation was 

available, private ‘mad-houses’ if families were wealthy enough to cover their upkeep, or 

prisons. Most of these institutions had not yet migrated to the early Australian colonies, 

with the exception of the prisons, as necessitated by a penal settlement, and so essentially, 

“there was no provision for the mentally ill other that gaol accommodation.”182  

 

In the first five years of the colony, various makeshift “lock-ups” served to contain 

lunatics until Port Phillip’s first purpose-built gaol was established in 1840 in Collins 

Street West. More often than not, the lunatic, being just another deviant, was confined 

together with regular criminals.183 However, the new gaol also included “a small 

apartment attached to it as a Lunacy Ward, where unfortunate patients would be stowed 

                                                      
180 Garton, op. cit., p. 4. 
181 ibid., p. 17. This system, Garton explains, was a version of the system of summary jurisdiction:  

 

Early colonial governors were empowered by the British government to make orders for 

the detention of lunatics. Successive governors delegated this authority to the justices of 

the peace and magistrates in the colony’s courts. Under this system persons suspected of 

being insane could be brought before the court by soldiers, masters, watchmen or other 

citizens, whereupon the magistrate could make an order for their detention as a lunatic… 

Until 1811, with the opening of the first lunatic asylum, persons deemed insane by court 

order had to be kept in gaols and lockups (Garton, op. cit., p. 17). 

 

Despite the emergence of moral therapy in England towards the end of the eighteenth century as a 

challenge to the custodial approach, this system appears to have persisted in the Australian colonies – 

according to Lewis:  

 

In the country districts of many colonies gaols and lock-ups were used to hold lunatics 

until well into the nineteenth century and police and magistrates were heavily involved 

in the committal process. As late as the 1880s, 60 to 70 per cent of lunatics in New South 

Wales, which had the most progressive lunacy service of all the colonies, were committed 

by magistrates after having been arrested by the police. Frederick Norton Manning, 

reformer of the New South Wales asylum system in the 1870s, noted that magistrates, 

particularly in country districts, commonly misused their powers of summary jurisdiction 

to avoid the inconvenience of arranging for admission to asylums. They would imprison 

an insane person as a wandering lunatic or vagrant and would leave to the keeper of the 

prison the responsibility for doing something about the insanity during or at the end of 

the sentence (Lewis, Managing Madness, op. cit., p. 1). 

 
182 Brothers, op. cit., p. 11. 
183 ibid., p. 12. 
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away to live or die, or recover, according to chance.”184 Under the existing summary 

jurisdiction system though it was not clear who should be detained where, as “there was 

little, if anything, to differentiate the procedures of lunacy committal from that of criminal 

incarceration.”185 As Garton goes on to ask, “by what authority could the courts determine 

whether someone creating a public disturbance warranted a criminal or a lunacy charge? 

By what authority could it be determined that a person had recovered and should be 

released?”186  

 

In 1843 the colonial government was forced to address these problems when Captain 

Charles Hyndman, a former detainee of the Tarban Creek Asylum in New South Wales, 

brought legal action against the lay Superintendent of the asylum, Joseph Digby, for 

wrongful confinement. The Supreme Court found in Hyndman’s favour, declaring that 

“due caution and care had not been exercised in order to ascertain the state of the plaintiff’s 

mind.”187 As a result of the outcome of this case, the government enacted the first piece 

of legislation in the colonies specifically for the management of mental illness, ‘An Act 

to make provision for the safe custody of, and prevention of offences by persons 

dangerously insane; and for the care and maintenance of persons of unsound mind’, or the 

Dangerous Lunatics Act 1843.188 Once again, this legislation was based on the English 

precedent, the Dangerous Lunatics Act 1828, but, as its title suggests, very much reflected 

a primary “concern to protect the community against dangers arising from a person’s 

insanity,”189 rather than provide for the welfare, let alone treatment, of the lunatics 

themselves. In this regard, Garton argues, “the colonial situation mirrored developments 

in Ireland where there was an increasing emphasis on ‘dangerousness’ in committal 

proceedings”190 – by the 1840s in England, the moral therapy movement was already well 

established and the focus had shifted to the possibility of the lunatic’s recovery for the 

first time. 

                                                      
184 ibid., p. 12. 
185 Garton, op. cit., p. 18. 
186 ibid., p. 19. 
187 Bostock, J. (1968), The Dawn of Australian Psychiatry: An Account of Measures Taken for the Care of 

Mental Invalids from the Time of the First Fleet. 1788, to the Year 1850, Including a Survey of the 

Overseas Background and the Case Notes of Dr F. Campbell, Australian Medical Association, Sydney, 

pp. 75-77. 
188 ibid., pp. 75-77. 
189 Lewis, ibid., p. 2. 
190 Garton, op. cit., p. 19. 
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The year 1828 also witnessed the passing of the County Asylums Act and Madhouse Acts 

in England that served to consolidate the separation of criminals and lunatics with the 

introduction of centralised regular supervision of existing lunatic accommodation by 

visiting Justices and the requirement of annual reporting to the Home Department of 

admission, discharge and death statistics.191 Most significantly, however, these laws 

provided for the first time for resident or visiting medical officers in all asylums and 

madhouses.192 The introduction of medical expertise to the sphere of lunacy management 

was also incorporated into the 1843 colonial legislation with the inclusion of the 

requirement for certification by two medical practitioners in committal procedures for 

both dangerous and non-dangerous lunatics.193 

 

Up until the introduction of the Dangerous Lunatics Act 1843, in the British colonial 

context, lunacy was regarded as a non-medical, social problem. As Lewis explains, in the 

earliest years of the settlement in New South Wales, the Colonial Medical Service had 

little to do with the administration of lunatics, largely because “medical control of lunacy 

institutions had not then been established in England and so it was natural that colonial 

surgeons should take a role secondary to that of the lay superintendent of the asylum.”194 

In the colony of New South Wales, the first institution purpose-built for the reception of 

lunatics was opened in 1811 at Castle Hill and very much reflected prevailing English 

attitudes, with Governor Gipps declaring in 1839 that the asylum was certainly “not a 

hospital” and as such medical doctors had very little business there. Rather, committals 

remained in the hands of colonial magistrates who, although permitted to seek medical 

advice during commission hearings, were also well within their rights to then reject it and 

proceed to hand down their own decisions based on legal evidence alone.  

 

The delay in the introduction of medical expertise to the management of lunatics in the 

early colony, according to Garton, was largely a complication of the relative 

overrepresentation of convict lunatics.195 It has already been shown that “from the outset, 

                                                      
191 ibid., p. 3. 
192 Lewis, Managing Madness, op. cit., p, 3. 
193 ibid., p. 20. Incidentally, the lay Superintendent of the Tarban Creek Asylum in New South Wales who 

was found by the Supreme Court to have wrongfully detained Captain Charles Hyndman was replaced as 

Superintendent by Dr Francis Campbell, the first medical doctor to manage a government lunacy 

establishment, following the passage of the 1843 legislation (Lewis, Managing Madness, op. cit., p. 5). 
194 ibid., p. 5. 
195 Garton, op. cit., p. 18. 



 

 
 

53 

 

criminality and insanity were closely associated in the Australian colonies,”196 and as a 

penal colony, absolute authority lay with law-makers and law-enforcers over any 

knowledge or expertise that medical men may have been in a position to contribute. 

Accordingly, at Castle Hill, and later Tarban Creek Asylum, and even during the early 

years of the first Port Phillip asylum established at Yarra Bend, the Superintendent of 

colonial institutions was a lay man, directly answerable to the Governor, not the Principal 

Surgeon. It was only from the 1830s as “lunacy matters in England became more and 

more a medical concern [that] institutions for the insane increasingly came under medical 

control.”197
 

 

Early forays of colonial doctors into the field heralded a re-conceptualisation of insanity 

– Lewis explains that lunacy, “from being thought of in somewhat vague cultural terms, 

became a disease category or entity with an underlying pathology, the full understanding 

of which would be established, it was assumed, with the advance of medical science.”198 

With a new definition of insanity as a medical, rather than a social, condition, an 

opportunity then presented itself for the emergence of a new type of medical specialist, 

and a shift in attitude toward the management of lunatics occurred, from the plainly 

punitive to the possibility of rehabilitation through medical treatment.199 

 

In the Port Phillip district of the new colony of New South Wales, Dr Patrick Cussen was 

appointed the first official Assistant Colonial Surgeon in 1837, a part of whose duties 

included visiting and tending to the inmates of the Collins Street West gaol’s lunacy ward. 

In so doing, according to Brothers, he became “the first person to render any tangible form 

of aid to the mentally ill”200 in the colony. Cussen remained in the role for twelve years, 

but it is likely that he was heavily restricted in the amount of actual treatment he was able 

                                                      
196 Lewis, Managing Madness, op. cit., p. 1. 
197 ibid., p. 5. For Lewis, it was very much the penal origins of the colonies that sustained the persistence 

of the view of the inseparability of insanity and criminality and significantly delayed the adoption of 

enlightened views about lunacy that were developing in England. He argues that “criminality and insanity 

continued to be closely associated even after the convict establishment ceased to exist,” offering the 

example of Queensland’s Woogaroo Lunatic Asylum which opened as late as 1865 but still “suffered 

from the effects of the colony’s penal heritage” as “prison staff were used to care for the asylum inmates, 

who were confined in exposed yards during the day and in dark overcrowded quarters at night, suffering 

conditions little different from those at the gaol” (Lewis, Managing Madness, op. cit., pp. 6-7). 
198 ibid., p. 2. 
199 ibid., p. 2. 
200 Brothers, op. cit., p. 12. 
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to provide for the lunatics beyond their bodily ailments, subject as he was to the provisions 

of the New South Wales Dangerous Lunatics Act 1843. With the opening of the district’s 

first lunatic asylum at Yarra Bend in 1848, Cussen was also appointed Medical Officer, 

subordinate to lay Superintendent George Watson, however again, the extent of the 

therapy he was able to offer his patients would have been severely hampered by his 

commission “merely to visit, or if resident, to attend to the medical requirements [of the 

lunatics] alone.”201 

 

Somewhat counter-intuitively, the medicalisation of the formerly custodial domain of 

lunacy management in the Australian colonies was a necessary precursor to the first shift 

in attitude to the new environmentally-oriented treatment lunatics would receive under the 

first piece of mental health legislation of the newly independent colony of Victoria. 

Victorian Legislative Assembly and Legislative Council debates surrounding the 

consolidation and amendment of lunacy laws in 1867 reveal a deliberate move away from 

custodial management regimes with the eventual submission of a new lunacy bill that 

offered provision for “the commitment of lunatics, by justices of the peace, to lunatic 

asylums, and not, as formerly, to gaols.”202 Furthermore, the idea that something might 

actually be done for lunatics beyond their removal from society was incorporated into the 

bill with its emphasis on “the necessity for securing improved treatment for the 

unfortunate creatures who are the victims of lunacy.”203  

 

The humanity of the problem of lunacy evident in the language of the new legislation and 

the novel concept of the possibility of its treatment, if not even cure, certainly correlated 

with the therapeutic preferences of early alienists in Victoria. Ironically, the emergence of 

humane treatment of lunatics came with the appointment of the first medical, rather than 

lay, superintendent of Victoria’s first lunatic asylum at Yarra Bend. Dr Robert Bowie, 

recently arrived from England via the Victorian goldfields, favoured and implemented a 

distinctly environmentally-oriented program of treatment for the colony’s lunatics. In his 

history of his former profession, Brothers laments that “prior to the establishment of Yarra 

                                                      
201 ibid., p. 15. 
202 Mr McCulloch (M.L.A.), ‘Lunacy Laws Consolidation and Amendment Bill’, Victoria, Parliamentary 

Debates (Hansard), Legislative Council & Legislative Assembly, Session 1867, Vol. III, John Ferres, 

Printer, Melbourne, p. 470. 
203 ibid., p. 470. 
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Bend, the mentally ill of the colony received little care… even with the provision of an 

Asylum there was little or no improvement.”204 However, attitudes had begun to shift, and 

in Brothers’ opinion, “with Dr Bowie’s appointment to Yarra Bend, patient life underwent 

vast changes.”205  

 

Brothers went on to report that “Bowie, who had recently come from England, was a 

‘moralist’; his ideas were those of kind and humane treatment” which differed markedly 

from “the old penal and custodial methods, those of seclusion and confinement.”206 

Recounting a visit to Yarra Bend to investigate the truth of repeated accusations that it 

was a place of “oppression, cruelty and devilish woes,” Melbourne writer R.H. Horne 

instead observed an institution in a state of “perfect cleanliness, quietude and order” under 

Dr Bowie’s management.207 In a lengthy article published in The Argus, Horne went on 

to offer a detailed description of asylum life under the new Superintendent for the benefit 

of the Victorian public: 

 

The patients are all trusted with work, or employment of some kind or other, to the full 

extent their respective conditions will allow; and if they now and then make a blunder, or 

spoil something, Dr Bowie smiles, and says inwardly never mind, it is not lost – it is part 

                                                      
204 Brothers, op. cit., p. 41. In January 1852, when Dr Thomas Embling was appointed the first resident 

medical officer at Yarra Bend, so appalling were the conditions he found that he clashed professionally 

with Colonial Surgeon Dr John Sullivan, and especially lay Superintendent George Watson, to the extent 

that he enlisted the help of The Argus newspaper in publicising the problems at the asylum to agitate for 

an investigation. Four months later the Legislative Council of Victoria appointed a Committee to “inquire 

into the condition and management of the Yarra Bend Lunatic Asylum, and to take evidence”, the report 

of which found, among other things, evidence of abuse, corruption, neglect, cruelty amounting to what 

the Chairman of the committee described as torture, and the frequent intoxication of both patients and 

attendants. The report emphasised that even the most basic degree of care was entirely lacking, much less 

any hope for treatment and recovery:  

 

In the same way the ‘Straight Jacket,’ the ‘Handcuffs,’ and the ‘Gloves, have been applied 

at will by the Attendants, who, left to themselves the whole day with the exception of a 

brief morning visit by the Superintendent, seem to have had unlimited sway in the 

Institution; and thus from gross mis-management [sic] and the total want of control over 

the Attendants, the unhappy Patients were much more likely to have their malady 

hopelessly confirmed, than to have a fair chance afforded them of being cured and 

restored to society (Board Appointed to Inspect the Yarra Bend Lunatic Asylum, and to 

Report Upon the Accommodation Required (1852), Report from the Select Committee of 

the Legislative Council on the Yarra Bend Lunatic Asylum, together with the Proceedings 

of the Committee, Minutes of Evidence and Appendix, Chief Secretary’s Department, 

John Ferres, Government Printer, Melbourne, p. iii). 

205 ibid., p. 41. 
206 ibid., p. 32. 
207 ibid., p. 32. 
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of the medicine, and the means of cure. I need not say after all this, that the method 

adopted of late years by the best practitioners, viz. the ‘soothing system’ is the principle 

now in operation in this asylum.208 

 

The “moralism” of Bowie and his faith in its capacity to cure his patients hailed ultimately 

from the humanist attitudes characteristic of new eighteenth century European 

philosophies that were emerging alongside such other significant social events as the 

Revolution in France and the industrialisation of British manufacturing – as historian of 

psychiatry Edward Shorter argues “the notion of curability was good Enlightenment 

thinking, part of a larger agenda of improvement through social, political or medical 

engineering.”209  

 

In the psychiatric realm, moralism was partly defined by its rejection of the former 

preferred method of the management of the insane: mechanical restraint. In his Treatise 

on Insanity, French Enlightenment psychiatrist Phillipe Pinel declared that historically, 

“derangement of the understanding is generally considered as an effect of an organic 

lesion of the brain, [and] consequently as incurable.”210 Although he went on to advocate 

that incurability was “a supposition that is, in a great number of instances, contrary to 

anatomical fact,” as a result of this early assumption about the underlying cause of lunacy, 

the concept of therapy, much less cure, was void, and the best solution for the problem 

lunatic traditionally was his incarceration, where: 

 

 … a method of treatment, simple enough in its application, but highly calculated to 

 render the disease incurable, has been adopted from time immemorial: - that of 

 abandoning the patient to his melancholy fate, as an untamable being, to be immured in 

 solitary endurance, loaded with chains, or otherwise  treated with extreme severity, 

 until the natural close of a life so wretched shall rescue him from his misery.211  

 

Influenced, however, according to Shorter, by the promise of the new “Enlightenment 

psychology and a progressive social philosophy acquired in the [Parisian] salons during 

                                                      
208 ibid., p. 29. 
209 Shorter, E. (1997), A History of Psychiatry: From the Era of the Asylum to the Age of Prozac, John 

Wiley & Sons, Inc., New York, p. 8. 
210 Pinel, P. (1806), A Treatise on Insanity, Hafner Publishing Company, New York, p. 3. 
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the 1780s,”212 Pinel’s name and work became synonymous with psychiatric reform and 

the abandonment of mechanical restraint, embodied in his plea to society: 

 

 … to allow every maniac all the latitude of personal liberty consistent with safety; to 

 proportion the degree of coercion to the demands upon it from his extravagance of 

 behavior, to use mildness of manners or firmness as occasion may require – the bland 

 arts of conciliation, or the tone of irresistible authority pronouncing an irreversible 

 mandate, and to proscribe, most absolutely, all violence and ill treatment on the part of 

 the domestics, are laws of fundamental importance, and essential to the prudent and 

 successful management of all lunatic institutions.213 

 

Thus in the absence of traditional methods of restraint, the new weapon of choice in the 

psychiatrist’s armamentarium under the new enlightened approach to mental illness 

emerged in the form of the doctor-patient relationship, where it became the doctor’s role 

not to shackle madness, but to isolate and mould his patient’s ‘moral capacities’.214 As 

Lewis explains, rather than interpreting madness as a symptom of some bodily illness and 

treating it accordingly, instead “the doctor appealed to the patient’s conscience and will 

instead of imposing restraint upon him; the patient became an ally rather than an enemy 

in the battle against insanity. Moral factors such as habit, perseverance, will and character 

were seen as forces in the patient that could be strengthened to counteract insanity.”215 

                                                      
212 Shorter, op. cit., p. 11. 
213 Pinel, op. cit., p. 83. 
214 Shorter, op. cit., p. 18. 
215 Lewis, Managing Madness, op. cit., p. 8. The rejection of restraint was certainly consistent with the 

values of the enlightened society that was emerging in eighteenth-century Europe, however the adoption 

of the paradigm of moralism and the administration of moral therapy relied heavily upon concurrent 

Enlightenment developments in the philosophy of mind. According to Akihito Suzuki, “the most 

important issue involved in the shift [from restraint to moralism] was… that of dualism and mind-body 

relationship” (Suzuki, A. (1995), ‘Dualism and the transformation of psychiatric language in the 

seventeenth and eighteenth centuries’, History of Science, vol. 33, no. 102, p. 418). Where the prevailing 

position understood madness as the physical expression of lesion(s) on the brain which therefore called 

for a similarly physical response (usually incarceration and/or restraint), a dualist view saw the mind as 

separate from the body. This did not automatically herald the arrival of non-physical therapies however. 

Initially, a somatic view of madness persisted with the Boerhaavian interpretation of dualism which, 

according to Suzuki: 

 

… represent[ed] a fundamental continuity with the pre-Cartesian model of madness… It 

adopted essentially the same concept as that of pre-Cartesian medical writers in that both 

located madness in the bodily side of the mind-body interaction. Boerhaave and those 

who followed him argues that madness involved two stages: first, the representation of a 

false image triggered by a bodily disorder, and secondly, the mind being deceived into 

believing the reality of the image… In short, madness consisted in what the mind received 

from the body (ibid., p. 425). 
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Meanwhile, across the Channel, a British version of the new humane anti-custodial 

approach to the management of the mentally ill espoused by Pinel had also emerged and 

was employed by the Tukes at the Retreat for the Insane of the Society of Friends at York. 

Based on the assumption that “the disease originates in the mind” and is not the result of 

“some bodily disease, though unseen and unknown,”216 the new method of “moral 

therapy” or “moral treatment” as outlined in Samuel Tuke’s Description of the Retreat 

sought to establish through the institutionalisation of the lunatic “by what means the power 

of the patient to control the disorder is strengthened and assisted; what modes of coercion 

are employed, when restraint is absolutely necessary; [and] by what means the general 

comfort of the insane is promoted.”217  

                                                      
A non-somatic interpretation eventually emerged in the second half of the eighteenth century from “the 

different views towards the same problematics of the philosophy and physiology of sensation and 

perception” embodied in the philosophy of mind of John Locke. Grounded in the Lockean theory of 

perception that proposed instead that “it is judgement which correlates raw data of sensation to the 

external objects they stood for” (ibid., p. 426), a new model of madness was formed whereby the mind no 

longer passively received false signal from the senses, but rather the senses received and presented to the 

mind accurate information which the mind then actively misjudged. Lockean philosophy of mind 

facilitated an account of madness that located the fault somewhere or with something other than the body 

or bodily senses, suggesting that a potential method for treating the fault might also be equally ass 

incorporeal in nature.  
216 Tuke, S. (1847), Description of the Retreat, an institution near York for insane persons of the Society 

of Friends, containing an account of its origin and progress, the modes of treatment, and a statement of 

cases, Dawsons of Pall Mall, London, pp. 131-132. 
217 ibid., p. 138. Although moral therapy was practiced within the wider concept of the therapeutic 

institution, awareness lingered of the risk of ‘institutionalisation’ – as MacKinnon summarises: 

 

The early nineteenth century saw a radical shift away from the practices of physical 

restraint towards more potentially beneficial treatment regimes in British and North 

American asylums, and this greatly influenced asylum administration and construction in 

the colonial world. As Monk has demonstrated for Victoria, by 1856, Sir James Palmer 

had outlined to the Parliament that in the ‘modern system’ the asylum ‘was more humane, 

striving by care and kindness to foster, or call forth whatever remains of thought the 

unhappy patient might have left to him.’ This change was aimed at combatting what the 

American nineteenth-century reformer John S. Butler called ‘“the greatest evil of mental 

institutions” – monotony’ (MacKinnon, D. (2009), ‘Divine service, music, sport, and 

recreation as medicinal in Australian asylums 1860s – 1945’, Health & History, vol. 11, 

no. 1, p. 132). 

  

While occupational therapy (one aspect of the moral therapeutic approach more broadly) aimed to 

provide meaningful employment in, for example, “the asylum workshops, farms, kitchens, laundries, and 

gardens, offering the mentally ill a number of ways to reinstate a healthy mind and healthy body”, out of 

concern for the ‘comfort’ of the patients, “Australian psychiatric institutions from the 1860s onwards 

actively began to provide gendered recreation for select patients” as a counter-measure against their 

potential ‘institutionalisation’ (ibid., p. 132). MacKinnon reports that “in Victoria, Palmer stated that this 

required the provision of ‘games,’ ‘amusing occupations,’ ‘light reading,’ ‘walking exercise’ and ‘by a 

variety of plans’ to ‘exercise and strengthen’ the patient’s mind thereby restoring ‘the whole mind to 

proper balance’” (ibid., p. 132). According to MacKinnon, recreational activities that included divine 

observance, music, and sport formed a significant proportion of the work carried out by staff in 

nineteenth-century asylums in Victoria based on the assumption that such recreation was “therapeutic 

because of its psychological, physical, social, and moral benefits” (ibid., p. 128). By engaging in a variety 
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Appeal to the individual’s morality as the seat of reason was (at least in part) a faith-driven 

approach to the problem of mental illness and in its infancy moral therapy was essentially 

synonymous with the Quakerism adhered to by the Tuke family. At the York Retreat in 

particular, doctors and therapists (both medical and lay) were heavily influenced by the 

philosophy of the Society of Friends, which strove to “inculcate in the young a habitual 

Christian self-denial, moderation and uprightness of character,” drawing on a broader 

“Protestant dissenting tradition of religious healing,”218 in their efforts to restore their 

patient’s sanity, and by extension, humanity. As Garton explains: 

 

No less important were new religious ideas, products of the growing influence of religious 

dissenters and new protestant theologies. Quakers and the new evangelical movements 

were particularly influential. Common to these groups was the belief that the moral nature 

of ‘man’ could be improved. Religious instruction, honest labour, and strict moral training 

could make individuals moral, obedient and self-reliant in their daily lives… Both secular 

and religious philosophies demonstrated a new faith in the ability of ‘man’ to mould 

‘himself’ and change society. What had occurred was a moralisation of poverty and 

related social problems such as lunacy… There was new confidence in the ability of the 

lunatic to reform rather than a fatalistic submission to the view that little could be done 

once a person had reverted to an animal state.219 

 

The rise of Protestant philosophy, however, cannot wholly account for the rejection of the 

custodial management of the insane in favour of novel concepts of treatment and cure via 

moral therapy; rather, the appeal to humanity and reason that characterised moral therapy 

reflected a wider social shift in which “the Providence-dominated world of early modern 

England, the cosmos alive with spirits and witches, astrologers and the occult, the divinity 

and the devil, steadily gave ground in the eighteenth century, being replaced by the world 

of expanding knowledge and science, or discoverable nature and rational exploration.”220 

Nor was this attitude shift unique to Enlightenment England. In Shorter’s opinion, “so 

diffuse was the spirit of change that it is difficult to identify a single individual as 

responsible for the new style asylum.”221 Certainly, a distinctly Quaker-inspired brand of 

                                                      
of both occupational and recreational opportunities it was hoped that asylum patients would be restored to 

their roles as functional contributors to society. 
218 Digby, A. (1985), Madness, Morality and Medicine: A Study of the York Retreat, 1796 – 1914, 

Cambridge University Press, Cambridge, pp. 34-35. 
219 Garton, op. cit., p.13. 
220 Scull, op. cit., p. 104. 
221 Shorter, op. cit., p. 8. 
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moral therapy was delivered at the York Retreat in England, however Shorter also draws 

attention to the contemporaneous work on the moral basis and treatment of insanity of 

Johann Reil in Germany, and Vincenzo Chiarugi at the Bonifazio in Florence, in addition 

to the famous restraint-rejecting work of Pinel and Esquirol at the Bicêtre and Salpêtrière 

in Paris.222  

 

However, rather than crediting any one individual with the responsibility of having 

enacted such widespread reform, alternatively, historian Andrew Scull has identified “the 

commercialisation of society” instead as the universal motive force underlying this shift 

in attitudes represented in the work of these therapeutic pioneers. Scull argues that: 

 

 … as the market made the individual ‘responsible’ for his success or failure, so the 

 environment in the lunatic asylum was designed to create a synthetic link between 

 action and consequences, such that the madman could not escape the recognition that he 

 alone was responsible for the punishment he received… Just as those who formed the 

 new industrial workforce were to be taught the ‘rational’ self-interest essential for the 

 market system to work, the lunatics, too, were to be made over in the image of 

 bourgeois rationality: defective human mechanisms were to be repaired so that they 

 could once more compete in the marketplace.223 

 

Garton, however, sees the commercialisation of society not as the defining feature, but 

one feature of many, of Enlightenment lunacy reform, which for him was characterised 

more broadly by the “passage from a plethora of laws and institutions for the confinement 

of lunatics to a single legal and administrative system for the incarceration of the insane 

under the supervision of medical practitioners.”224 He proposes instead that because these 

changes emerged within the different Western countries at varying stages of economic 

development, then such reforms “cannot be seen simply as the product of economic causes 

such as industrialisation” – rather, for Garton, wider “cultural and intellectual factors such 

as the spread of protestant, enlightenment and scientific ideas that accompanied the 

emergence of modern bourgeois society were more precise determinants of these 

changes.”225 Certainly, Garton’s assessment is consistent with Australian colonial 
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developments, and fellow historian of Australian psychiatric history Lewis similarly 

argues that: 

 

Bourgeois society in the colonies, as in much of the rest of the English-speaking world, 

valued, at least publicly, the ideals of self-improvement and moral rectitude. If anything, 

these ideals were more highly valued in Australia than in older centres of European 

civilisation. Abundant opportunities existed for ambitious individuals in an expanding 

economy and in a new society less bound by traditional class structures and beliefs. 

Criminality, pauperism and insanity were an affront to the values of this confident society, 

threatening the colonists’ optimistic belief in material and moral progress.226 

 

The transplantation of British social structures and values onto a colonial canvas booming 

with the wealth of a gold rush fostered a certain “philosophy of individualism and policy 

of laissez-faire”,227 and it was this social development more than the accumulation of any 

robust body of scientific knowledge in support of its efficacy that sustained the rise of 

moral therapy and the broader approach to the management of mental illness that came to 

value treatment over custody in Australia.228 In colonial Victoria, this development 

manifested itself materially in the form of the therapeutic, if not even curative, asylum. 

According to Shorter, neither the curability of mental illness nor its incarceration within 

the asylum were novel concepts at the time, however, it was the convergence of the two 

                                                      
226 Lewis, Managing Madness, op. cit., p. 1. 
227 ibid., p. 9. 
228 Despite the differences in origins (Australia was initially settled as a penal colony) and institutional 

infrastructure (England had developed Poor Laws and workhouses for differentiated categories of insane), 

the adoption of moral therapy in Australia as the dominant therapeutic paradigm should not be understood 

so much as correlating with the English system but rather as a transplantation of it. Although it origins 

were penal, with the abolition of transportation (and helped in no small part by the goldrush of the early 

1850s) the colonies evolved into a free settlement and outpost of the British Empire, with the Australian 

nation only forming in 1901. As such, as regards the government of the colonies, early leaders arrived 

with the authority of English law – as Garton explains, “Arthur Phillip, when he landed in Sydney Cove 

in 1788 to establish the first colony carried documents authorising him to detain convicts and settlers 

thought to be insane” (Garton, op. cit., p. 11); similarly, Lewis reports that “In his Commission, the first 

Governor, Arthur Phillip, was given the right to exercise the Crown’s powers over lunatics and idiots” 

(Lewis, Managing Madness, op. cit., p. 4) – drawing almost exclusively on the English example in 

constructing their colonial society and always looking to London as the ultimate authority. Robert Bowie, 

the first medical Superintendent of the Yarra Bend Asylum appointed in 1852, had accumulated 

experience in a number of the newly emerging ‘humane’ asylums in England before heading to Yarra 

Bend where he is credited with the implementation of the moral therapy approach in Victoria (Brothers, 

op. cit., p. 41). Additionally, the design of the new Metropolitan Asylum at Kew was explicitly based on 

Conolly’s moral therapy-inspired Colney Hatch design. The similarities between existing English and 

new colonial systems are less a correlation and more of a migration (see Garton, op. cit., pp. 11-23 and 

Lewis, Managing Madness, op. cit., pp. 1-14 for thorough discussion of the English influence on colonial 

developments more broadly). 
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that resulted in the emergence of two things: 1) a distinct atmosphere of routine, order and 

community; and 2) the facilitation of the doctor-patient relationship, and it was in the 

presence of these two factors, it was believed, that a cure might be achieved.229 He argues 

that: 

 

It was not the notion that madness was curable that changed at the end of the eighteenth 

century, for a kind of therapeutic self-confidence ran throughout traditional medicine with 

its bleeding, purging and giving of emetics – all designed to cure. Rather, it was the notion 

that institutions themselves could be made curative, that confinement in them, rather than 

merely removing a nuisance from the vexed family or the aggrieved village elders, could 

make the patient better.230 

 

For historical archaeologist Susan Piddock, it was not even just the act of confinement 

within the institution of the asylum that performed a curative function, but the design and 

structure of the institution itself. In her work on the archaeology of asylums, A Space of 

Their Own (2007), Piddock agrees that by the early nineteenth century it was “the advent 

of new treatments for insanity, the emergence of the non-restraint movement, and an 

increasing social awareness of the conditions in which the insane were being kept, [that] 

led to the rise of the lunatic asylum,” but notes additionally that it was within the broader 

context of a “growing trend to use institutions to deal with perceived problem groups 

within society” that the British system of government-funded lunatics asylums was 

developed.231 Treating the institution itself as an archaeological artefact, Piddock argues 

that “the design of the lunatic asylum was an essential part  of the treatment of the insane” 

and interprets the buildings as “a form of communication that can be understood as 

expressive of beliefs and ideas that are not necessarily expressed explicitly in 

documents.”232 

 

In the Australian context, Garton also agrees that “the lunatic asylum was the foundation 

of lunacy reform”233 and this is certainly borne out in the historical legislation in Victoria. 
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231 Piddock, S. (2003), Abstract – ‘A space of their own: nineteenth century lunatic asylums in Britain, 
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The primary purpose of the Lunacy Statute 1867 was to provide for the first time for the 

regulation of the admission, detention and treatment of lunatics within public asylums in 

the new state of Victoria, and to establish basic standards for the management of public 

asylums and institutions – Part II (18) of the statute declared that “The Governor in 

Council may from time to time by order published in the Government Gazette proclaim 

any house or building in Victoria heretofore or hereafter provided at the public cost for 

the reception of lunatics a public asylum within the meaning of this act.”234 As a result, 

the existing Yarra Bend Asylum, the Collingwood Receiving Hospital, and the Royal Park 

Temporary Lunatic Asylum were proclaimed as public asylums on 1 October 1867, as 

were the new regional institutions at Beechworth and Ararat, whose establishment was 

also provided for. Five years later, the long-anticipated brand new Metropolitan Lunatic 

Asylum at Kew was also opened to replace the overcrowded and therapeutically 

unsuitable accommodation at Yarra Bend, and it was within the Kew Asylum, more than 

anywhere else, that this commitment to the social basis for and subsequent moral treatment 

of insanity was embodied.  

 

In her thesis on the history of the institution, Magnificence, Misery and Madness: A 

History of the Kew Asylum, 1872 – 1915 (1998), Cheryl Day reports that even in the 

earliest stages of the development of the new asylum proposed to replace the existing grim 

and essentially custodial facility at Yarra Bend, the principles of moral therapy underwrote 

planning,235 contending that “the Kew Asylum was, as were Australian colonial asylums 

generally, heir to the philosophy and methods of Phillipe Pinel and Samuel Tuke.”236 She 

                                                      
234 Lunacy Statute 1867 (Victoria), p. 42. 
235 Day, C. (1998), Magnificence, Misery and Madness: A History of the Kew Asylum 1872-1915, PhD 

thesis, Department of History, University of Melbourne, p. 22. 
236 ibid., p. 167. However, this claim is at odds with Piddock’s findings – a more accurate claim might 

refer to asylums in Victoria, rather than Australian asylums more broadly. Considering colonial South 

Australian and Tasmanian asylums specifically, Piddock concluded that “there appears to have been no 

particular pattern to the adoption of the ‘ideal’ asylum requirements that were universal” (Piddock, A 

Space of Their Own, op. cit., p. 212). She goes on to argue that “because the South Australian and 

Tasmanian institutions did not copy any of these British designs, they lacked some of the necessary 

features to support patient management and to provide an appropriate environment” (ibid., p. 214). South 

Australian asylums lacked such features as a result of “economic constraints and a lack of knowledge of 

overseas trends in the treatment of the insane” (ibid., p. 213), while Tasmanian asylums also suffered 

funding shortfalls, but also from their colony’s convict settlement identity, as Piddock claims additionally 

that “here the perceptions of whom was to be accommodated can almost certainly be directly related to 

the funding provided for the care of the insane” (ibid., p. 213). Victoria, by contrast, suffered neither an 

ignorance of British lunacy management nor the stigma of a population founded by the convict insane. 
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observes that initial outlines for the shape of Kew were very much influenced by the 

design of British reformist John Conolly’s Colney Hatch Asylum.237 Day explains: 

 

 … the design for the building itself was not innovative, but coalesced with European 

 developments in asylum design which had shown a trend towards extremely large, 

 monumental buildings for nearly a century. The stated purpose of these grand plans was 

 to avoid the gloomy, gaol-like appearance of former asylums and provide buildings that 

 would have a positive effect on the imagination of the inmates.238  

 

Part of the philosophy of moral therapy also encompassed the sense of routine, order and 

community exuded in the appearance of the institution; according to Day, “the happiness, 

contentment and recovery of patients was also believed, within the principles of moral 

management, to be affected by the closer domestic environment.”239 Moral therapy was 

also committed to the belief that “the insane retained their essential humanity and were 

aware of their surroundings, [therefore] not only should any suggestion of a penal 

environment be avoided, but a positive effort is needed to create civilised surroundings 

for the mentally ill.”240 Thus important considerations in the construction of Kew 

included, for example, the choice of an elevated site designed to “conduce to the happiness 

and comfort of the patients and facilitate their recovery,”241 and the provision of adequate 

surrounding parks and gardens that would serve to “soothe the nerves and minds”242 of 

residents. More generally, the deliberate construction of Kew consistent with the 

philosophy of moral therapy translated to a building that was an “impressive monument 

to the advances of medical science.”243 Day argues that the scale, dominance and dignity 

of the building “signalled the confidence and optimism of the medical profession at the 

time… No longer simply refuges for the disordered mind, it was within these large grand 

buildings that the cures for insanity were to be found. They were emblematic of 

technology, humanitarianism and progress.”244  

                                                      
237 Day, op. cit., p. 32. Having analysed the designs of Tuke, Hill, Browne, Jacobi, Sankey, Arlidge and 

others, Piddock accepts as the best representation of the ‘ideal’ asylum the model proposed by Conolly 

(Piddock, A Space of Their Own, op. cit., p. 76). 
238 ibid., p. 31. 
239 ibid., p. 25. 
240 Digby, op. cit. p. 35. 
241 Day, op. cit., p. 24. 
242 ibid., p. 25. 
243 ibid., p. 20. 
244 ibid., p. 20. 
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Meanwhile, the enlightened and humane message about the nature of mental illness 

broadcast by the external façade and surrounds of Kew continued within its walls. The 

direction of the new public asylums as “institutional linchpins of the ‘moral therapy’ 

system”245 and as places of treatment with a view to a cure more broadly was also 

proscribed by the statute which provided that:  

 

 In every asylum the superintendent shall enter or cause to be entered into a book to be 

 called the ‘Case Book’ the mental state and bodily condition of every patient at the time 

 of his admission, and also the history from time to time of his case whilst he shall 

 continue in such  asylum, together with a correct description of the medicine and other 

 remedies proscribed for the treatment of his disorder.246  

 

Thus, with the passing of the first piece of lunacy legislation in the new independent state 

of Victoria the triumph of moral therapy and the struggle for reform culminated with “the 

social discipline of the asylum replac[ing] the chains for animals.”247 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
245 Garton, op. cit., p. 14. 
246 Lunacy Statute 1867 (Victoria), p. 43. 
247 Garton, op. cit., p. 14. 
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CHAPTER 2 

Inherited insanity:  

the Lunacy Amendment Act 1888 and the Lunacy Act 1903

 

 

The great achievement of the Lunacy Statute 1867 was its codification in law of a humane 

and enlightened approach to the management of the colony’s mentally ill population 

through its provision for the grand curative asylums within which the benevolent practice 

of moral therapy would serve to restore reason to the afflicted. How then do we explain, 

in the passing of less than half a century, the apparent reversion to the merely custodial 

practices of the early colonists and the spread of a therapeutic pessimism in the decades 

leading up to the next significant piece of lunacy legislation in Victoria? While the 

principles of moral therapy did not disappear entirely from psychiatric thinking in Victoria 

as it approached the turn of the century, the underlying social and environmental aetiology 

of mental illness that called for its use was most certainly eclipsed as the dominant 

paradigm by the time of the proclamation of the Lunacy Act 1903. Rather, distinctly 

organic assumptions about the causes of, and therefore appropriate treatments for, mental 

illness began to re-emerge in the lunacy legislation as early as the Lunacy Amendment Act 

1888, and more prominently in the subsequent Lunacy Act 1903. 

 

The 1888 act formalised a refinement of the system of classification of mental illness 

grounded in emerging evolutionary ideas about heredity and degeneration, whereby acute 

lunacy came to be regarded as a separate category to those who had been resigned to the 

class of idiot or imbecile, demented geriatric or “quiet epileptic”, or the criminal insane.248 

With early diagnosis and intervention, acute lunacy represented the best chance of a cure, 

while the remaining categories came to be collectively regarded as incurable.249 In his 

                                                      
248 Zox, E. L. (1885), Royal Commission on Asylums for the Insane and Inebriate: First Progress Report, 

Government Printer, Melbourne, p. cxxv. Terms describing varieties of mental illness that are regarded as 

inappropriate today are used in their historical context only. 
249 The 1888 act combined with the 1903 act represented the implementation of the recommendations of 

the Royal Commission on Asylums for the Insane and Inebriate 1884-86 (the separation of the inquiry 

recommendations into two separate acts was a consequence of the debilitating economic and social 

consequences of the late nineteenth-century depression in Victoria). The commission – born of a “demand 

for reform from politicians concerned about costs and efficiency and about the poor state of the asylums” 

(Lewis, Managing Madness, op. cit., p. 17; Brothers, op. cit., p. 135) – was invited to (among other 

things) “inquire into and report upon the state and condition of Asylums for the Insane and Inebriate, both 

public and private; the mode of management and supervision; the remedial treatment and its results; the 
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reading of the Lunacy Bill, Mr Murray, Member of the Legislative Assembly (MLA), 

conveyed the growing commitment to the new biological conception of mental illness, 

declaring to the chamber:  

 

The fact is that in lunacy cases there are a great many varieties. Some of them are simply 

and easily curable; some of them with treatment would prove of a temporary character 

and pass away; others from the outset are incurable. Just as we have in physical diseases 

some that defy the most highly intelligent and scientific treatment, so it is in cases of 

mental disorder, that some of them are not susceptible and will not yield to treatment.250  

 

Accordingly, separate institutions were in order for the accommodation of those 

categorised as idiot, acute or criminal as a result of their genetic heritage, respectively. 

Even before the proclamation of the act construction was underway on three cottages in 

the grounds of Kew Asylum to accommodate exclusively the idiots, imbeciles and 

retarded.251 The act would also provide for “any asylum or any… house building or 

premises then erected or thereafter to be erected to be a ‘receiving house,’” for the 

reception of acute and temporary cases only, and for “any asylum or any part of such 

asylum or any other building named in such order shall be an asylum [exclusively] for the 

criminal insane.”252 Continuing this neo-organic trend, the Lunacy Act 1903 provided for 

the first time for the appointment of “a medical practitioner… as pathologist for twelve 

months to the [mental] hospitals situated within twenty miles of the General Post Office 

                                                      
classification of the inmates; the policy of continuing large metropolitan institutions; …the due 

classification of the imbecile and the insane” (Stawell, Sir W.F., quoted in Zox, E. L. (1886), Royal 

Commission on Asylums for the Insane and Inebriate: Report, John Ferres, Government Printer, 

Melbourne, p. iii). Essentially, the task of the commission was to recommend measures for streamlining 

the operation of the lunacy services as a cost saving exercise and to relieve the widespread problem of 

over-crowding, which it achieved via the mechanism of aligning reclassified categories of mental illness 

with customised accommodation. Accommodation options were divided into curable acute illness 

receiving houses and long-term chronic institutions that captured all varieties of incurable cases (and 

secure facilities for the criminally insane – see page 72 for further details). Unfortunately, such broad 

classifications constituted a blunt instrument that neglected to account for more subtle notions of 

degeneracy and mental hygiene that might apply to cases of intellectual disability and mental deficiency, 

and attitudes towards any non-curable cases remained essentially pessimistic – witness the views of Mr 

Murray of the Legislative Assembly: “the object of lunacy treatment is and should be to cure if possible 

by the best means all cases that are curable” which was to be achieved by the implementation of receiving 

houses, however those who do not fall into this category were “those who do reach our hospitals for the 

insane… with dementia or lunacy in such an advanced stage that, no matter what the treatment may be, a 

cure becomes impossible”, (Mr Murray (M.L.A.), ‘Lunacy Bill’, Victoria, Parliamentary Debates 

(Hansard), Legislative Council & Legislative Assembly, Session 1903, 20 October, Government Printer, 

Melbourne, p. 698). 
250 Murray, ‘Lunacy Bill’, 20 October, op. cit., p. 698. 
251 Lewis, Managing Madness, op. cit., p. 24; see also Zox, op. cit. 
252 Lunacy Amendment Act 1888 (Victoria), p. 195. 
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at Melbourne,” tasking him with conducting autopsies on deceased lunatics and making 

“such pathological examinations (bacteriological chemical and microscopical) as 

opportunity may afford” in order to determine the biological basis for the cause of 

death.253  

 

Once again, this realignment of attitudes did not actually reflect a professional shift away 

from prevailing moral therapies in favour of organic therapies due to any demonstrated 

efficacy, but rather illustrated an opportunistic adoption of the emerging Darwinian theory 

of biological evolution and hereditary degeneration to further the profession’s own 

interests. The correlation of the theory of hereditary degeneration to the problem of 

increasing insanity facilitated the development of a more practical (from the profession’s 

perspective) system of classification of mental illness – this move had “the compensating 

advantage of explaining away psychiatry’s dismal therapeutic performance”254 under the 

asylum system, and also conveniently served to safeguard against any future therapeutic 

impotence. Furthermore, hereditary degeneration offered a neat explanation for the 

emergence of a pauper incurable class that constituted much of the accommodation 

problem following an unprecedented collapse of economic and social structures across the 

colony at the turn of the century. Equally, the dissolution of supernatural or religious 

accounts of the natural and social world at the hands of evolutionary theory facilitated the 

secularisation of medical research, and the contemporaneous emergence of the germ 

theory of disease represented an opportunity for psychiatry to align itself with scientific 

medicine and neurology. 

 

The pauper lunatic and the problem of over-crowding 

 

Just as the unshackling of the insane and the adoption of moral therapy once represented 

the culmination of a long-waged campaign for reform for the management of the mentally 

ill, so too has the demand for reform been offered as the driving force behind the 

introduction of the new lunacy legislation at the turn of the century. The optimism that 

                                                      
253 Lunacy Act 1903 (Victoria), p. 110. Although they are separated by a period of fifteen years, the 

Lunacy Amendment Act 1888 and the Lunacy Act 1903 should be read as joint outcomes of a single set of 

reform recommendations, namely the Zox Commission, the implementation of which was interrupted by 

the economic depression in Melbourne of the 1890s (see Brothers, op. cit., pp. 164-65). 
254 Scull, op. cit., p. 325. 
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accompanied the inaugural Lunacy Statute 1867, and the humanity and dignity of the 

mentally ill that it engendered, had deteriorated within a couple of decades amidst reports 

of the poverty of facilities, a return to the mere incarceration of lunatics, and a general 

atmosphere of “therapeutic pessimism”255 within the psychiatric profession. Reporting its 

findings on the lot of the patients, the 1883 Board of Inquiry into conditions at Sunbury 

Asylum declared: 

 

 There are about forty in each ward, whose daily lives, with the exception of about two 

 days a month, are passed between a dormitory, a day-room, and an exercise yard, 

 enclosed by a high-paling fence. The day room is supplied with an ill-designed fireplace 

 that affords little or no warmth, while consuming a large quantity of fuel. The exercise 

 yards are so muddy in winter that they are quite unfit to be used… They never know 

 what it is to have a hot dinner, [and] the water used for the baths is kept in open tanks, 

 and every Thursday the patients get a plunge-bath, the temperature of which in winter is 

 so low as to make their immersion in it cruelty.256 

 

This grim assessment concluded with the remark that “the Board consider that the 

treatment of the unfortunate patients in this institution is not only ill-adapted to improve 

their condition, but may be pronounced almost inhuman.”257 But the atrocious state of the 

institution and the poverty of the treatment of patients were merely symptoms of the 

deeper and state-wide problem of over-crowding in the asylums. Inspector of Lunatic 

Asylums Dr Thomas Thompson Dick reported in 1884 that the available accommodation 

across the five asylums in the state consisted of a total of 2,928 beds, yet the total number 

of patients accommodated by the system was 2,997. While this only represented an over-

crowding problem of sixty-nine patients for the year 1884, Dick’s extrapolation of the 

problem for the coming years posed a much greater concern: 

 

 From this it will be seen that there are, at present, in all asylums, 69 patients in excess 

 of accommodation provided, and that the future disposal of our augmenting insane 

 population is a question of urgency. During the last six years the total of the yearly 

 additions to the population of the asylums amounted to 451, equal to an annual average 

 increase of 75 persons, a basis on which the requirements of the future may be 

                                                      
255 Lewis, Managing Madness, op. cit., p. 51. 
256 Brothers, op. cit., p. 126. 
257 ibid., p. 126. 
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 computed. If the increase proceeds in this proportion, additional accommodation will be 

 needed for about 450 patients in the course of five years.258 

 

The Report of the Inspector of Lunatic Asylums for the year ended 31st December, 1889, 

gave a figure of 3,631 as the number of registered lunatics under the care of the state,259 

and a further five years on the Lunacy Department was responsible for a total of 4,116 

patients for the year 1894, an extra 1,119 for the year than a decade earlier.260 Furthermore, 

of that 4,116, only 692 were new admissions, suggesting that the large majority of patients 

were long-term sufferers.261 This apparent increase in the incidence of insanity, however, 

was not understood in purely scientific terms to be the natural outcome of the increased 

transmission of disease; rather, rising numbers of insane followed from the scientific re-

framing of existing and emerging social problems, dominated in late nineteenth-century 

Victoria specifically by the unprecedented poverty and social crisis occasioned by the 

economic depression of the 1890s.262 

 

The 1880s city of ‘Marvellous Melbourne’, characterised by the unprecedented land boom 

“in which thousands of acres of real estate and millions of pounds of borrowed money 

                                                      
258 ‘Written Suggestions on Reform, by the Inspector of Asylums for the Insane, Department of Hospitals 

for the Insane, Melbourne, 4th June, 1884, to the Chairman of the Royal Commission on Lunatic 

Asylums’, included in the Zox Commission report, (Zox, op. cit., p. lxxxvii). 
259 Dick, T.T. (1890), Report of the Inspector of Lunatic Asylums for the year ended 31st December, 1889, 

Robt. S. Brain, Government Printer, Melbourne. 
260 McCreery, J.V. (1895), Report of the Inspector of Lunatic Asylums for the year ended 31st December, 

1894, Robt. S. Brain, Government Printer, Melbourne. 
261 ibid, refer to Appendix IV of report for complete figures. 
262 This suggestion has also been made by Lewis, referring to Western psychiatry more generally:  

 

But the change in psychiatric theory and the emergence of a new view of the insane was 

related not only to changes in the institutional context of psychiatry and the spread of 

evolutionary ideas, it was also related to changes in the socioeconomic order and 

accompanying shifts in ideas about that order. Contracting economic and social 

opportunities in the later nineteenth century threatened the belief in progress and the 

optimism which sustained the doctrine of self-help and the philosophy of individualism 

earlier in the century. Internationally, Britain’s economic and political power was being 

challenged by newer nations and empires. At home, the middle classes faced a more 

organised working class in which trade unionism was fast developing. In this climate the 

emphasis on inherited as opposed to acquired characteristics was more appropriate for a 

middle class which was now established and no longer obsessed with upward mobility in 

society… [Furthermore] Unfettered individualism and self-help had not eliminated the 

poor of the pauper lunatic. Perhaps hereditary defects could account for the intractability 

of such social problems. The emphasis on heredity and more generally on the physical 

causes of insanity also supported the doctor’s claim to a predominant role in the care of 

the lunatic because only he had the training and experience to deal effectively with 

conditions arising from defects of the brain (Lewis, Managing Madness, op. cit., p. 10). 
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changed hands in a riot of speculation,”263 was underwritten for the most part by gold-

rush wealth and confidence.264 A decade later when the gold had dried up and the landlords 

of properties of inflated value outnumbered the tenants who could afford to pay the 

exorbitant rents required to cover the repayments, the boom rapidly turned to bust as 

nervous investors began selling off their assets at dramatically reduced values and 

creditors began calling in their debts.265 The bust culminated in 1893 with the wholesale 

collapse of the entire banking system in Victoria, but by then the depression was already 

well entrenched.266  

 

The instant evaporation of the wealth and the terminal unemployment that resulted had a 

drastic effect on the population of the city. In a fledgling settlement without the security 

of long-established social safety-net measures in place, abject poverty exploded and 

Melburnians became desperate. According to historian Michael Cannon, faced with 

absolute financial ruin, “suicide became a commonplace solution,”267 as did prostitution 

and theft,268 while those who still valued their lives and the law but could ward off looming 

eviction no longer sought refuge with over-stretched charity organisations or over-

crowded benevolent asylums.269 Inevitably, the lunatic asylums became the ultimate 

destination for the “despairing semi-maniacs whose wits are fast going after their lost 

savings.”270 They also became the sanctuary of the indiscriminately poor who came to 

constitute the largest proportion of the incurable cases, largely as a result of the fact that 

here in the new colony that was yet to enjoy the benefits of the established welfare system 

of the homeland they were not “drafted off, as in England, to poor-houses.”271 

 

 

                                                      
263 Driving property prices in central Melbourne beyond even London values (Cannon, M. (1966), The 

Land Boomers, Melbourne University Press, Melbourne, p. 16). 
264 Davison, Graeme (1978), The Rise and Fall of Marvellous Melbourne, Melbourne University Press, 

Melbourne, p. 14. One Victorian psychiatrist, Dr John Springthorpe, went as far as to claim a direct 

causal link between gold-rush fever and insanity – reflecting on the variety of possible causes of insanity, 

the 1888 report of the Zox Commission included the suggestion of Dr Springthorpe that perhaps “‘our 

fevered past’ – the nervous and excited times of the gold-fields – and our ‘hurried present’ account for 

much of our insanity” (Zox, op. cit., p. lv). 
265 Cannon, op. cit., p. 16. 
266 ibid., pp. 19-20. 
267 ibid., pp. 17-18. 
268 ibid., pp. 25 & 28. 
269 ibid., pp. 22 & 26. 
270 ibid., p. 21. 
271 Zox, op. cit., p. lxxvi. 
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Royal Commission and reclassification 

 

The problem of over-crowding by ‘pauper-lunatics’ had been raised by inquiries dating 

back to the 1870s. The Report of the Board of Inquiry into Asylums for the Insane 

submitted in 1876 suggested that over-crowding was the result of the asylums having 

assumed the role of catch-all for all varieties of society’s non-conformist deviants: 

 

All through the report abundant and very strong evidence is given to the effect that one 

of the main defects of the present system is that very little pains are taken to ascertain 

who and what persons are arrested as lunatics. It appears to be enough that they trouble 

or annoy someone else. They are then arrested, and, with little or no inquiry, they are put 

out of the way, in what appears to be regarded as a “rubbish bin” for the reception of cast-

off and useless humanity. In a return for the years 1873, 1874 and 1875, showing by 

whose authority patients have been sent to the asylum at Kew, since its opening, it appears 

that 484 males and 309 females were forwarded by the police, 100 males and 104 females 

by friends, 49 males and 26 females by benevolent asylums.272 

 

Six years earlier than that, Inspector-General Paley had complained that “a lunatic asylum 

in Victoria has come to be regarded not so much as a hospital for the curative treatment 

of the insane but as a convenient prison-house for incarcerating idiots, imbeciles and 

drunkards temporarily mad.”273 Finally, calls for reform to address the problem of over-

crowding pressured the Berry government into announcing a Royal Commission on 

Asylums for the Insane and Inebriate in 1884, to be headed by prominent Melbourne 

businessman Ephraim Zox.274 The final report of the Zox inquiry, submitted two years 

later,275 of course echoed these earlier findings, declaring that “when a patient is received 

at Kew or Yarra Bend, the asylum is found to be crowded with incurable cases – noisy, 

excitable, dirty lunatics, as well as idiots, dotards, and imbeciles.”276 The report suggested 

that “extended building accommodation is absolutely necessary”277 if there was to be any 

hope of alleviating the pressure of numbers, where the buildings themselves would “form 

                                                      
272 ibid., p. lxxvi. 
273 ibid., p. lxxvi. 
274 Brothers, op. cit., p. 135. The report of the Commission is referred to as the Zox Commission. 
275 In 1886 – although two interim reports were also tabled throughout the course of the two-year 

investigation, some recommendations from which were adopted and acted on immediately, largely in the 

form of amendment acts. 
276 Zox, op. cit., p. xxviii. 
277 ibid., p. xli. 
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part of a new scheme of classification.”278 The Commission made the following formal 

recommendations for lunacy law reform: 

 

CLASSIFICATION 

21. That patients be divided into two main classes, viz.:– (1.) Those not requiring the 

restraints of a close asylum, and (2.) those requiring care and control such as is now 

provided in all asylums from which escape is made difficult. The first class would consist 

of imbecile and harmless patients, semi-insane patients, free from dangerous propensities, 

and patients convalescent or approaching convalescence, but whose condition demanded 

that they should be housed and fed until otherwise provided for. The second class would 

consist of all other patients. 

22. That criminal patients be kept apart from all other patients in a separate building. 

23. That refractory and dangerous patients be kept apart from other patients in a separate 

asylum, where a special class of warders and an extra staff would be employed. 

24. That all new and acute cases be treated in one asylum. 

35. That all cases of dipsomania be treated in a separate establishment.  

26. That a separate asylum be established for idiots.279 

 

The recommendations were duly translated into a reform bill. Even before the Zox 

Commission formally submitted its recommendations, agitation for reform had already 

prompted a “building to be erected at Kew for idiots”280 for the accommodation of the 

incurable class of patients, while the 1888 amendment act formalised the proclamation of 

“J Ward” at Ararat for the reception of criminal lunatics and the appropriation of Sunbury 

for the detention of female lunatics deemed dangerous to themselves or others.281 For the 

management of the curable class of patient, the Commission recommended the 

establishment of “receiving houses” to “act as sieves to the regular asylums respecting 

subjects not fit for [incurable] asylum treatment, and saving others suffering from 

temporary insanity the stigma of being branded as lunatics.”282 In his delivery to the 

Legislative Assembly of the bill that proposed to realise the Commission’s 

recommendations, Mr Murray began with a lament for the plight of the incurable class: 

 

                                                      
278 ibid., p. xliii. 
279 ibid., p. lxv. 
280 ibid., p. xlii. 
281 Lunacy Amendment Act 1888 (Victoria). 
282 Zox, op. cit., p. xli.  
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I have had a return placed in my hand today by the Inspector-General, and it will show 

that in the case of a very large percentage of those who are now in our lunatic asylums it 

is impossible to hope for a cure… Nothing much can be done for them but to house them, 

feed them, and take care of them properly. Their cases have gone so far that for the 

recovery of their mental balance there does not remain one ray of hope. All we can do is 

treat them kindly.283  

 

As for the cases of acute or temporary insanity, the bill proposed that Victoria follow the 

lead of New South Wales in establishing a series of receiving houses, for “this provision 

of the law in New South Wales is spoken of in the very highest terms by those 

administering it.”284 Murray reported to the House that rather than becoming simply 

another asylum statistic, of the acute and temporary admitted to receiving houses “a great 

majority of the cases, after a few days, were in a condition to be discharged, and there was 

no stigma upon them as would have been the case if they had been sent to the gaol hospital 

or confined in a hospital for the insane.”285 

 

Biological assumptions of the classification system 

 

The establishment of this new system of classification did not of itself necessarily equate 

to any renewed commitment to an organic aetiology of insanity, however. The 

recommendation of separate institutions for the accommodation of each class may have 

offered a solution to the problem of overcrowded asylums and an excuse for past 

therapeutic failures, but it in no way provided any mechanism for the effective biological 

treatment of mental illness – the management of the insane still constituted for the most 

part their incarceration, only now just in different buildings. 

  

But what helped to define the new classification system as a return to a biologically-

oriented approach to the management of insanity was in part its congruence with the 

emerging theory of degeneration, which in turn drew on the Darwinian concept of heredity 

– “Psychiatrists of the nineteenth-century pioneered the modern understanding of the 

genetics and biology of neuroscience,” explains Shorter, “but then they went one step 

                                                      
283 Murray, ‘Lunacy Bill’, 20 October, op. cit., pp. 698-99. 
284 ibid., p. 703. 
285 ibid., p. 703. 
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further. They asserted that not only do the major mental illnesses have a heavy biological 

and genetic component, but that these illnesses get worse as they are passed from 

generation to generation, causing progressive degeneration within family trees and within 

the population as a whole.”286  

 

It followed then that an individual’s genetic predisposition to mental illness, as Garton 

explains, was proportional to their potential capacity for recovery, from which the 

classifications of ‘curable’ and ‘incurable’ eventually emerged: 

 

The notion of predisposition led to a number of conclusions. If insanity could be caught 

early, then the neuropathic temperament of the individual might be off-set by medical 

therapy, the patient cured and returned to normal social life. The related argument, 

however, was that there were certain persons who were incapable of being cured. These 

were the ‘mental defectives’ – idiots and imbeciles – whose congenital deficiency was 

too severe to be affected by medical therapy. They were the people who, whether through 

inherited or acquired means, were mentally deficient and beyond medical help.287 

 

French psychiatrist Bénédict Morel is credited as the earliest proponent of degeneration. 

For Morel, that insanity was inherited was a given – it was the further assumption that 

inherited insanity accumulated across generations that culminated in the theory of 

degeneration. Morel held that “degenerations are deviations from the normal human type, 

which are transmissible by heredity and which deteriorate progressively to extinction.”288 

Paradoxically, however, psychiatrists in the late nineteenth-century were faced with the 

problem of an apparent increase in the incidence of insanity within the population. Lewis 

explains that this explosion, rather than extinction, of insanity was the result of the 

interference of civilisation on the process of degeneration: “civilisation impeded processes 

in nature whereby the weak in body and mind were eliminated – society builds asylums 

for the imbecile, the maimed and the sick, who would not survive in nature.”289 By 

obstructing the natural trajectory of the degenerate towards extinction, civil society 

maintained the potential for him to reproduce his inferior stock: 

 

                                                      
286 Shorter, op. cit., p. 94. 
287 Garton, op. cit., p. 57. 
288 Lewis, Managing Madness, op. cit., p. 11. 
289 ibid., p. 11. 
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 The degenerate human being, if he is abandoned to himself, falls into a progressive 

 degradation. He becomes… not only incapable of forming part of the chain of 

 transmission of progress in human society, he is the greatest obstacle to this progress 

 through his contact with the healthy portion of the population.290  

 

If, as Garton explains, “social progress entailed higher levels of insanity,” and “progress 

towards higher levels of ‘civilisation’” was a defining feature of the type of Social 

Darwinism to which influential early alienists in Australia, such as Dr Frederick Norton 

Manning, subscribed, then it naturally followed that “the rate of insanity would increase 

if left unchecked.”291 Consequently, Manning for one “advocated increased state 

intervention in social life, believing that increased medical intervention might diminish a 

major social problem.”292 Eugenic measures, such as segregation, represented one such 

form of medical intervention.293 

 

Degeneration in Victoria 

 

Prevailing colonial attitudes around individualism and opportunity294 reflected the 

influence of Social Darwinist ideas about the inevitability of social progress,295 while on 

the other hand the statistics presented in the Victorian Lunacy Department annual reports 

year after year demonstrated a steady increase in the proportion of lunatics within the 

population – the alarming relationship between civilisation and insanity was abundantly 

clear in colonial Victoria. Thus, as the profession to which the management of lunacy had 

been entrusted, in order to prevent what society feared would eventuate in the inevitable 

                                                      
290 Shorter, op. cit., p. 94. Across the Channel, British psychiatrist Dr Henry Maudsley also argued for the 

hereditary basis of insanity, proposing that the lunatic “is the necessary organic consequent of certain 

organic antecedents: and it is impossible that he should escape the tyranny of his organization; no one can 

escape the destiny that is innate in him,” Maudsley, H. (1879), The Pathology of Mind: Being the Third 

Edition of the Second Part of the "Physiology and Pathology of Mind," Recast, Enlarged and Rewritten , 

Macmillan & Co., London. It was Maudsley’s influence on Dr Frederick Norton Manning, Inspector-

General of the Insane in New South Wales, that facilitated the migration of hereditarian ideas and the theory 

of degeneration to the Australian colonies during the second half of the nineteenth century. Manning also 

held that “mental disorder tended to worsen with each generation and that idiocy and imbecility were the 

final product of this degenerative process” (Lewis, Managing Madness, op. cit., p. 11), a view that was 

confirmed for him by what he observed to be the “low incidence of insanity in ‘primitive societies,’” and 

the theory’s capacity to explain why “some people achieved prominence and why others collected at the 

bottom of the social evolutionary scale” (Garton, op. cit., pp. 41 & 55). 
291 Garton, op. cit., p. 41. 
292 ibid., p. 41. 
293 Lewis, Managing Madness, op. cit., p. 24. 
294 ibid., pp. 1 & 9-10. 
295 Garton, op. cit., p. 41. 
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explosion of insanity, it fell to (or was rather seized by) psychiatry to take action to avoid 

the predestined decay of the population. Garton summarises the extent to which these 

concepts emanated throughout colonial Australian society: 

 

 Concern about the future of human society undermined confident Social Darwinist 

 assumptions that natural laws of social evolution meant inevitable progress. In the 

 1880s and 1890s high crime rates, unemployment and social unrest increased fears of 

 imminent decline. In the early 1900s the supposed decline in the birth-rate, high levels 

 of infant mortality and the  rise of Asian powers fanned middle-class anxieties and 

 propelled reform movements advocating increased state intervention. In this context 

 concepts of evolution, race and heredity became significant elements in social debate. 

 Population became a central issue in these debates. It was essential to breed a more 

 resilient population to counteract the problem of racial decay. The central problem 

 became national efficiency. A healthy population free of physical and mental defect was 

 necessary for continued national progress.296 

 

Ideas about the hereditary transmission of insanity had already begun to coalesce in the 

lead up to the Zox Commission, and were explicit in the resultant bill to amend the lunacy 

legislation. In its reading before the Victorian Legislative Assembly in 1903, Mr Murray 

despaired at the presence of “those moral and physical degenerates in our midst, as there 

are in all other communities, who inter-marry and reproduce their species,” and declared 

his hope that “in the interests of the sane of the community I believe that in the near future 

throughout the civilized world generally steps will be taken to prevent that state of 

things.”297 Similarly, concerns about “national efficiency” or the genetic robustness of the 

population as a whole had also begun to emerge as the bill moved through the Legislative 

Council with the Honourable W.H. Embling “again congratulat[ing] the Government on 

bringing forward this measure. [For] Everything that tended to the improvement of those 

who were helpless was a good thing for the country.”298  

 

With the passing of the bill into legislation, these ideas were formalised into the Lunacy 

Act 1903 and a suitable new Inspector-General for the Insane was recruited to Victoria for 

                                                      
296 ibid., p. 55. 
297 Murray, ‘Lunacy Bill’, 20 October, op. cit., p. 698. 
298 The Hon. W.H. Embling (M.L.C.), ‘Lunacy Bill’, 24 November, op. cit., p. 1376. 
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its implementation. Dr William Ernest Jones arrived from England in 1905, 299 his 

allegiance to the theory of degeneration clear from his first annual report in which he 

pondered “Are we to sanction perpetually the procreation of the unfit? Are persons of 

insane temperament to be permitted all the rights of a normal citizen? Is nothing to be 

done to prevent the ever-increasing number of the insane?”300 Fortunately, Ernest Jones 

had the new piece of legislation at his disposal which he found to be conveniently 

compatible with his eugenic thinking.301 The early intervention of curable cases and the 

palliation of the incurable classes, respectively, provided for by the act offered Ernest 

Jones a means by which to practice lawfully the segregation that he was firmly convinced 

was the best way by which to improve the all-important “national efficiency” that Victoria 

was in danger of forfeiting through its ongoing protection of, or at least policy of non-

action against, the reproductive rights of the insane.302 

 

Certainly, some commitment to an organic aetiology of mental illness was prerequisite to 

the practice of segregation in an effort to solve the problem of asylums remaining “silted 

up with the chronically crazy, ‘the waifs and strays, the weak and wayward of our 

race.’”303 However, it was the capacity of the underlying evolution-inspired theory of 

hereditary degeneration to account for the coincident social crisis that emerged in the form 

of the depression-fuelled poverty epidemic that cemented that commitment for psychiatry 

                                                      
299 Brothers, op. cit., pp. 176 & 191. Although the new legislation was proclaimed in 1903, the Victorian 

government took its time in selecting the right candidate to fill the new position that had been created to 

oversee the enactment of the reforms provided for in the Act. Like Norton Manning in New South Wales, 

Ernest Jones was heavily influenced by the work of Henry Maudsley, making him an appropriate candidate 

for the task of implementing the strongly biologically-oriented Lunacy Act 1903. 
300 Westmore, op. cit., p. 84. Westmore elaborates, explaining that in his views Ernest Jones found that he 

was not alone in Victoria: “He soon found kindred spirits among the medical fraternity. Those with whom 

Jones gained acquaintance who were already in positions of some authority included John Fishbourne 

who… was convinced that ‘mental defectives’ had ‘extraordinary powers of procreation’ and ‘no idea of 

responsibility’ and he implored the community to recognise the threat they posed: ‘The ignorance of the 

public with regard to his danger is remarkable. Our legislators, while intent upon guarding against one peril 

by insisting on a White Australia, seem to know nothing of this danger in our midst, which is so subtle, and 

at the same time so far-reaching in its effects… [and is] destined to become before long a far more serious 

problem than that of any alien immigration.’”  
301 Eugenic measures, to the extent that they were considered in Victoria and Australia, were for the most 

part passive; passive eugenics incorporated both positive and negative eugenics – the encouragement of 

reproduction in genetically superior people, and the discouragement of reproduction, largely through 

segregation, in genetically inferior people. At the other end of the spectrum, active eugenics, at its most 

extreme, took the form of sterilisation (Westmore, op. cit., pp. 77-88; Garton, op. cit., p. 60).  
302 ibid., p. 87. 
303 Scull, op. cit., p. 324. 
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in Victoria. The link between poverty and insanity was already gaining traction in the 

decade prior to the depression, with the Zox Commission declaring that: 

 

It has been well established that educated persons – brain-workers – do not contribute 

anything like their proportion, according to numbers, to the insane population, either in 

Great Britain or elsewhere. The great bulk of the lunatics who occupy the asylums of the 

civilized world are recruited from the poor and uneducated classes. This fact may not be 

attributable to any fault of the people themselves, for poverty, want, and all these ills and 

mental pains that come trooping in with abject circumstances.304 

 

The application of the theory of degeneration via inherited insanity to the swelling pauper 

lunatic class conveniently explained poverty as a symptom of mental illness.305 The state 

of poverty was representative of the individual’s failure to progress; the poor had 

demonstrated their inability to survive off their own means and were therefore not to be 

counted amongst the fittest of the race; furthermore, the pauper had inherited these failings 

and would only go on to pass them on to the next generation, and so the natural destination 

for the pauper whose condition was intractable was inevitably the asylum. In Scull’s 

words, paraphrasing Maudsley’s thesis in his Pathology of Mind, “Insanity constituted 

nothing less than a form of phylogenetic regression – which accounted, of course, for its 

social location (‘There is most madness where there are fewest ideas, the simplest feelings, 

and the coarsest desires and ways’).”306  

 

Organic aetiology and scientific psychiatry 

 

The Enlightenment-inspired moralism of the late eighteenth and early nineteenth centuries 

cultivated a sense of optimism within psychiatry as the techniques of moral therapy armed 

asylum doctors with real tools with which to achieve some degree of improvement in the 

lives of their patients. By contrast the return to an organic view of mental illness fostered 

by the spread of evolutionary ideas ushered in a pervasive sense of therapeutic pessimism. 

Degeneration certainly brought with it the benefit of neatly explaining the poverty that 

accounted for the overcrowding of the asylums, it offered the opportunity to relieve that 

                                                      
304 Zox, op. cit., p. lv. 
305 Maudsley, op. cit., p. 28. 
306 Scull, op. cit., p. 324. 
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overcrowding by reclassifying and re-accommodating curable, incurable and criminal 

classes of lunatic accordingly, and it offered a defence of past, and protection against 

future, therapeutic impotence. But it also effectively served to guarantee that impotence, 

for the assumption that mental illness was bred in to an individual subsequently implied 

not only that it could not be bred out (therefore rendering any attempt at treatment as 

futile), but furthermore, that the individual represented a reproductive threat to the healthy 

population whose protection could only be ensured by the segregation of the unfit. Yet a 

return to biological psychiatry prevailed – despite the optimism afforded by moral therapy, 

the underlying aetiological theory on which it was based was significantly short on 

scientific credibility and what evolutionary concepts of heredity and degeneration offered 

psychiatry was a solid, scientific account of the underlying causes of mental illness.307  

The shift in the direction of biological psychiatry demonstrated that scientific legitimacy 

was of greater value to the profession than therapeutic efficacy and it was quick to 

recognise an opportunity to strengthen its perennially tenuous case for inclusion in the 

pantheon of mainstream medical disciplines. As Milton Lewis observed, psychiatry 

during the second half of the nineteenth-century was characterised by its search for: 

 

… causal coherence at a time of intensifying concern with the aetiology of disease. The 

rise in bacteriology in the 1870s and 1880s seemed to offer medicine a scientifically 

respectable understanding of the causes of disease. Psychiatry, painfully lacking in 

reliable knowledge of causes, was stimulated to search for equally valid aetiological 

knowledge.308 

                                                      
307 Scientific credibility was the desired outcome of a broader trend towards secularisation propelled by 

Darwin-inspired evolutionary theory. According to Garton: 

 

The nineteenth century was a time when the power of religion to explain the world was 

challenged. A slow process of secularisation in social thought was forged in the human 

and natural sciences. Darwin was only the most visible light in the scientific challenge 

to religion. Increasingly the educated middle classes looked to physics, astronomy, 

biology and physiology to explain the natural and social world… The late nineteenth 

century was the highpoint of Victorian positivism and empiricism. Science began to 

rival and surpass religion as the key to knowledge and social reform (Garton, op. cit., 

p. 54). 

 
308 Lewis, Managing Madness, op. cit., p. 11. As Lewis suggests, the concurrent emergence of the germ 

theory of disease (which overtook the prevailing miasma theory that blamed the presence of “bad air” for 

the spread of infection) likely contributed to this anxiety for psychiatry. At first glance, it might appear 

that germ theory – the argument that disease is the effect on the human body of the invasion of 

microorganisms – undermined evolutionary accounts of insanity which identified hereditary degeneration 

as the underlying cause, however, according to historian Robert Olby, “the establishment of the germ 

theory of disease did not banish talk of diathesis and degeneration” (Olby, R.C. (1993), ‘Constitutional 

and hereditary disorders’, in Bynum, W.F. & R. Porter (eds.) (1993), Companion Encyclopedia of the 
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This search was ably led, in the opinion of historian Elaine Showalter, by English 

psychiatrist Henry Maudsley: “as psychiatric Victorianism found its champion and 

laureate in John Conolly, so Darwinian psychiatry found a spokesman and advocate in 

Henry Maudsley.”309 According to Showalter, Maudsley stood at the head of a: 

 

… second generation of nineteenth-century psychiatrists, inspired by Darwinian 

theories of evolution in geology, biology and the social sciences, [who] sought to apply 

rigorous scientific methods to the study of insanity rather than rely any longer on the 

vague humanitarian sympathies and administrative reforms of their predecessors. They 

insisted that insanity had a physical cause that could be discovered by a sophisticated 

medical practice.310 

 

Lamarckian and Darwinian influences are easily discernible in Maudsley’s theories that 

“mental organisation has been evolved by the successive registration of individually 

acquired ideas” from which it followed that “the habitual passion of the parent becomes 

the insanity of the child” as the “gradual degeneration of mind through morbid passion, 

delusions, and dementia, to extinction frequently takes place [and] is, in fact the regular 

course of insanity.”311  

                                                      
History of Medicine, Routledge, London & New York, p. 416). Referring to the work of Darwin’s 

contemporary Sir Jonathan Hutchinson who defined a ‘diathesis’ as “any bodily condition, however 

induced in virtue of which the individual is, though a long period, or usually through the whole life, prone 

to suffer from some peculiar type of disease”, Olby argues that this was not incompatible with germ 

theory, as “the advent of germ theory served to introduce a specific agent… but the hereditary diathesis 

remained to account for the familial incidence and differing susceptibilities of individuals” (ibid., pp. 412-

416). Germ theory was also appropriated to the problem of mental illness to produce the “toxin theory of 

insanity.” According to Garton, “it was argued that particular external toxins, such as syphilis and 

alcohol, and internal toxins, resulting from diseased organs and chemical imbalances, were responsible 

for many types of insanity” (Garton, op. cit., p. 56). In this context, the eventual discovery of the presence 

of the Treponema pallidum bacterium in the brains of syphilitics offered psychiatry a degree of scientific 

credibility that would help to secure its medical future. At the opposite end of this spectrum, however, the 

toxin theory of insanity also famously facilitated the therapeutic program of American psychiatrist Henry 

Cotton and his staff at the New Jersey State Hospital at Trenton who advocated for the surgical removal 

of the teeth, tonsils, and/or sections of the bowel to arrest the spread of the internal toxins they produced 

that he believed lay at the root of his patients’ mental illness (Scull, A. (2004), Madhouse: A Tragic Tale 

of Megalomania and Modern Medicine, Yale University Press, New Haven). 
309 Showalter, E. (1987), The Female Malady: Women, Madness and English Culture, 1830-1980, Virago 

Press Limited, London, p. 112. 
310 ibid., p. 104. 
311 Maudsley, H (1863), ‘Delusions’, Journal of Mental Science, vol. 9, no. 45, pp. 17-19, as quoted by 

Maudsley’s second biographer (after Sir Aubrey Lewis (1951)) psychiatrist Trevor Turner, in Turner, T. 

(1988), ‘Henry Maudsley – psychiatrist, philosopher and entrepreneur’, Psychological Medicine, vol. 18, 

no. 3, p. 561. It was in the form of theory rather than practice that Maudsley made his contribution to the 

body of psychiatric knowledge: as Turner notes, “his influence may have been more in the sociological 

and philosophical field that in clinical psychiatry” (ibid., p. 562), quoting a review of Maudsley’s work 

that suggested that it “‘drew the attention of philosophical thinkers more than that of practising medical 
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The translation of this theory into practice was embodied in fellow Englishman John 

Hughlings Jackson’s “new science of clinical neurology”, the establishment of which has 

been described as “a model of how science works.”312 According to biographers George 

York and David Steinberg, “as a practising neurologist, Hughlings Jackson intended his 

ideas to be as useful at the bedside as in the laboratory.”313 An extreme empiricist, 

Hughlings Jackson rejected the concept of the unconscious mind because “he could not 

observe unequivocally unconscious behaviour at the bedside”314 from which it followed 

that he must also reject any “explanations of nervous system disease in psychological or 

philosophical terms.”315 In doing away with prevailing assumptions about the influence 

of the metaphysical properties of the soul on the functioning of the nervous system, 

Hughlings Jackson was left with a model that was entirely physical in nature – “the whole 

nervous system is a sensori-motor machine, a co-ordinating system from top to 

bottom.”316 He argued that “the whole of the central nervous system, cerebral hemisphere, 

spinal cord, &c., is made up of processes of differing degrees of complexity representing 

impressions and movements. There are, so far as I can judge, no other ‘materials’ of which 

the ‘organ of mind’ can be made up.”317 It naturally followed, therefore, that “the 

psychical, like the physical, can only be functions of complex combinations of motor and 

sensory nerves.”318 

 

York and Steinberg present Hughlings Jackson as representative of “the Victorian popular 

culture in which he lived [that] considered science the way by which society would 

progress in material and social ways” within which “evolution was one biological idea 

                                                      
men’”, while another reviewer formed the “‘impression that Maudsley was a philosopher rather than a 

psychiatrist or physician’” (ibid., p. 562). Turner goes on to report that in fact Maudsley’s practical 

experience within asylums was “actually very limited” given that “of his ‘twenty years experience’ 

announced to the 1877 Select Committee, only a little over four years had been spent in asylum work, and 

that largely in the middle-class (and small) hospital at Cheadle” (ibid., p. 562).  
312 York, G.K. III & D.A. Steinberg (2011), ‘Hughlings Jackson's neurological ideas’, Brain: A Journal of 

Neurology, vol. 134, p. 3106. 
313 ibid., p. 3106. 
314 ibid., p. 3106. 
315 ibid., p. 3111. 
316 Hughlings Jackson, J. (1883), ‘On some implications of dissolution of the nervous system’, Medical 

Press Circular, vol. 36, p. 66, quoted in York, G.K. III & D.A. Steinberg (2006), ‘An introduction to the 

life and work of John Hughlings Jackson’, Medical History Supplement, vol. 26, p. 17. 
317 Hughlings Jackson, J. (1874), ‘On the scientific and empirical investigations of epilepsies’, Medical 

Press Circular, vol. 18, p. 348, quoted in York & Steinberg, ibid., p. 17. 
318 Hughlings Jackson, J. (1868), ‘Notes on the physiology and pathology of the nervous system’, Medical 

Times Gazette, vol. 1868b, no. ii, p. 696, quoted in York & Steinberg, ‘Hughlings Jackson's neurological 

ideas’, op. cit., p. 3107. 
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that was widely influential.”319 Applying evolutionary theory to the nervous system, 

Hughlings Jackson arranged his exclusively sensori-motor machine as an evolutionary 

hierarchy where human consciousness represented the highest level of mental evolution, 

or “the analogue of the highest level of evolution of the nervous system.”320 From here he 

reasoned that the pathophysiology of the nervous system equated to a reversal of 

evolution, or dissolution.321 York and Steinberg explain that he therefore “asserted that 

patients with dissolution of the nervous system should exhibit symptoms which are less 

evolved than usual.”322 

 

Hughlings Jackson’s evolutionary neurophysiology started with and relied on his 

underlying concept of the focal lesion as the key to analysing patients’ symptoms.323 

Influenced by the work of neurophysiologists Robert Bentley Todd and Charles Edouard 

Brown-Séquard, who had studied cases of neurological disease pre- and post-mortem and 

concluded that the nervous system was “an aggregate of anatomically contiguous by 

physiologically discrete components, or organs”324, York and Steinberg explain that for 

Hughlings Jackson: 

 

The explicit analysis of pre-mortem neurological signs and symptoms, followed by post-

mortem inspection of the nervous system, revealed the pathological nature of a number 

of individual neurological diseases. By determining which neurological organs are 

affected and which are spared, the physician could predict the location and nature of post-

mortem tissue damage.325 

 

The value of this scientific strategy of correlating symptoms with causes was confirmed 

most spectacularly with the subsequent discovery that the condition of general paralysis 

of the insane (GPI) was in fact the terminal form of syphilis.326 Showalter describes GPI 

as “the perfect Darwinian disease because it linked immoral behaviour to hereditary 

causes” – as “many Darwinian psychiatrists initially described GPI as a degenerative 

                                                      
319 ibid., p. 3106. 
320 York & Steinberg, ‘An introduction to the life and work of John Hughlings Jackson’, op. cit., p. 20. 
321 ibid., p. 19. 
322 ibid., p. 19. 
323 York & Steinberg, ‘Hughlings Jackson's neurological ideas’, op. cit., p. 3106. 
324 York & Steinberg, ‘An introduction to the life and work of John Hughlings Jackson’, op. cit., p. 9. 
325 ibid., p. 9. 
326 Showalter, op. cit., p. 111. 
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disease caused by a hereditary disposition to vice”, its eventual identification as a result 

of research in medical science and cellular pathology as a form of tertiary syphilis 

“confirmed Darwinian psychiatrists’ belief in scientific medicine and hereditary 

predisposition.” 327  

 

What defined the late nineteenth-century return to an organic aetiology of mental illness 

in Victoria, and what differentiated it from the physical psychiatry that preceded the 

emergence of the moral therapy era, was specifically the application of a new clinical-

pathological method: the “reasoning back and forth from findings at autopsy to the signs 

and symptoms the patient displayed before death.”328 In the same way that physicians had 

begun to locate, for example, the cause of the sputum-producing coughing symptomatic 

of tuberculosis in the organ primarily responsible for that symptom (i.e. the lungs), so too 

did psychiatrists turn to the organ of reason, the brain, in the hope of locating the source 

of its disease – as Shorter remarked, “the underlying logic was the same.”329 Based on this 

logic, in a further effort to realise the reform the Lunacy Department so desperately needed 

to relieve the burden of numbers of the insane and dispel the therapeutic pessimism 

pervading the profession, the Zox Commission harnessed the potential value in post-

mortem causative research and put forward the recommendations to the government: 

 

 That post-mortem examinations shall be conducted as heretofore, with the addition that 

 the outside medical man who makes the examination shall be assisted by one of the 

 asylum medical officers, who shall make a minute and careful record of the post-

 mortem appearances of the body and brain, which record shall be entered in a journal 

 kept for the purpose, so numbered and registered that it will be at all times easy to make 

 a comparison between the post-mortem appearances and the ante-mortem symptoms. 

 [And] That regular and systematic microscopical examinations shall be made of the 

 brains of deceased patients, under the direction of the medical head of the 

 department.330 

 

Once again, organic attitudes were readily transmitted from the profession across to the 

policy-makers as these recommendations were duly incorporated into the proposed 

                                                      
327 ibid., pp. 111-112. 
328 Shorter, op. cit., p. 70. 
329 ibid., p. 70. 
330 Zox, op. cit., p. lv.  
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Lunacy Bill 1903, during the second reading of which, member Murray reported to the 

chamber that:  

 

 Medical scientists also complain, and very properly too, that a great deal of good raw 

 material  for the investigation of mental diseases is going to waste in connexion with 

 these post-mortem examinations. The doctors who hold these examinations make no 

 scientific bacteriological,  microscopical, or chemical examination of the brain, and 

 medical scientists believe there is  material there for teaching us a great deal more 

 about the way in which mental diseases affect the brain. Therefore, we propose to 

 appoint a pathologist at a salary of £300 a year.331 

 

The proposal and its distinctly biological foundation met with no objection when it passed 

into the consideration of the upper house – by way of introduction, The Honourable W.H. 

Embling offered his opinion to the members of the Legislative Council that:  

 

 [The pathologist]  was a very important office under any circumstances, but in the case 

 of nerve  or brain diseases  its importance could not be exaggerated… Next to the 

 Inspector-General, the pathologist was the most important man. The Inspector-General 

 had the working of the whole machine, but when it came to the real science – and no 

 one knew how soon any near and dear friend might become insane – we should 

 endeavour to get one of the most skilled and intelligent men possible.332 

 

That skilled and intelligent man was Dr John Mackeddie and he officially took up the post 

of the first Lunacy Department pathologist after the bill was formally passed into law in 

1905, thereby consolidating psychiatry in Victoria as a decidedly organically-grounded 

endeavour.  

 

 

 

 

 

 

 

                                                      
331 Murray, ‘Lunacy Bill’, 20 October, op. cit., p. 706. 
332 Embling, ‘Lunacy Bill’, 24 November, op. cit., p. 1375. 
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CHAPTER 3 

Shell-shock and the talking cure:  

the Lunacy Acts Amendment Act 1914 and the Mental Treatment Act 1915 

 

 

Ideas about degenerative insanity that emerged from evolutionary theory, and the 

subsequent professional preference for organic forms of management, persisted in 

Victoria for the next decade. But they too eventually gave way before the re-emergence 

of a distinctly non-organic treatment approach in the form of Freudian-influenced 

psychodynamic psychotherapies, demanded by the previously unheard of condition of 

“shell-shock” that was crippling World War I soldiers and for which battlefield doctors 

struggled to identify a biological cause.333 According to historian Joy Damousi, this re-

orientation to an environmental aetiology of mental illness and the uptake of 

psychodynamic approaches to its management was led in Victoria by psychiatrist John 

Springthorpe.334 Damousi reports that in his article entitled ‘War neuroses and civil 

practice’, published in the MJA the year after the end of the war, Springthorpe “argued 

eloquently for the importance of ‘emotion and suggestion, as compared with concussion 

and commotion’” in diagnosing the underlying cause of mental disturbance.335 It naturally 

followed that “the treatment included a range of approaches – ‘suggestion, re-education, 

psychoanalysis, physiotherapy, occupation and systematic satisfaction.’”336 Furthermore, 

Springthorpe argued that the lessons learned from the experience of war about the health 

and disease of soldiers’ psychology could and should be extended to civilian psychiatry 

                                                      
333 Damousi remarks that “indeed, it is no exaggeration to attribute the emergence of a new configuration 

of psychiatry to the Great War, as the war created a paradigm shift across a range of intellectual 

endeavours” (Damousi, J. (2007), ‘Australian medical intellectuals and the Great War’, Australian 

Journal of Politics and History, vol. 53, no. 3, p. 436); focussing on Freudian psychoanalysis as one of 

the variety of psychotherapies that were embraced as part of the psychiatric profession’s response to the 

emergence of war neuroses, Damousi argues elsewhere that World War I “signified a major turning point 

in the reception of Freudian ideas and methods” in Australia, as “shell shock was a condition that baffled 

the medical authorities” on account of the fact that it was “frequently seen in soldiers who had no obvious 

physical symptoms” (Damousi, J. (2005), Freud in the Antipodes: A Cultural History of Psychoanalysis 

in Australia, University of NSW Press, Sydney, pp. 32-33). This presence of symptoms in the absence of 

lesions “radically challenged many assumptions that dominated the medical profession, especially 

concerning the relationship between mind and body” (Damousi, ‘Australian medical intellectuals and the 

Great War’, op. cit., p. 437). 
334 Damousi, J. (2015), ‘John Springthorpe’s war’, The La Trobe Journal, September, no. 96, pp. 103-

116. 
335 Springthorpe, J. (1919), ‘War neuroses and civil practice’, Medical Journal of Australia, 4 October, p. 

280, quoted in Damousi, ‘Australian medical intellectuals and the Great War’, op. cit., p. 447. 
336 ibid., p. 447. 
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more broadly, necessitating, in his view, “little less than a revolution in our general 

principles of practice.”337 Damousi presents the following summary of Springthorpe’s 

position: 

 

In Springthorpe’s assessment, psychology was central to understanding the medical 

aspect of war and it suggested the need to teach it in medical schools. “Henceforward”, 

Springthorpe declared, “no teaching hospital can leave psychology, any more than 

physiology, out of the curriculum, no teaching hospital can remain without its 

psychological department, and no up-to-date medical practitioner can leave this 

priceless talent buried in the dust of ignorance”… Springthorpe’s conclusion was that 

the treatment of returned men in civilian life was urgent, and psychology needed to 

become as important a part of this process as anatomy and physiology.338 

 

In 1915, the parliament of Victoria passed the Mental Treatment Act 1915 that reflected 

psychiatry’s concession of the value of psychotherapeutic principles over traditional 

organic therapies in the management of shell-shock.339 This act relied, however, upon a 

provision of the Lunacy Acts Amendment Act 1914 that was passed a year earlier for the 

voluntary treatment of insanity which avoided certification and the associated stigma of 

being legally declared a lunatic, a critical feature for both the shell-shocked soldiers and 

the government responsible for their treatment. 

 

The Lunacy Acts Amendment Act 1914 and voluntary admission 

 

While the introduction of the new classification system in the 1903 act may have gone 

some way to relieving the accommodation problem in theory by siphoning off the acute 

curable cases to receiving houses, chronic mental illness remained incurable and the 

problem of overcrowding persisted in the state institutions.340 Psychiatrists began to notice 

a peculiarity of the system as a possible cause for the continued rise in admissions – in 

order to receive treatment for their mental illness an individual must first be admitted to a 

                                                      
337 ibid., p. 447. 
338 ibid., p. 447. 
339 Garton states that it was World War I that “shifted the weight of professional opinion more towards 

sympathy for psychological approaches” (Garton, S. (1996), The Cost of War: Australians Return, 

Oxford University Press, Melbourne, p. 160). 
340 Lewis, Managing Madness, op. cit., p. 41. 
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state mental institution341; in order to secure admission, the individual must first have been 

certified; in order to become certified, the illness must have progressed sufficiently over 

time so as to be regarded as chronic insanity. In short, in order to receive any form of 

mental health care in the early 1900s the individual’s illness must have reached a stage of 

incurability.342 To remedy the situation, psychiatrists needed to be able to treat insanity in 

its earliest stages – the problem, however, according to Garton, was that potential patients 

“would not seek early treatment… if there was a prospect that the patient would be 

permanently incarcerated.”343 The solution was the separation of the proposition of early 

treatment from the spectre of certification, and its re-association with the principle of 

voluntary admission.344 To a certain extent then, the introduction of voluntary treatment 

can be understood as a response to the stigma long associated with the diagnosis or label 

of lunacy or insanity. To facilitate this separation, it was proposed that voluntary treatment 

be administered in dedicated buildings to be known as ‘receiving houses’ that were 

physically, if not geographically, distant from the existing institutions – as The 

Honourable J. Balfour remarked to the Legislative Council: 

 

The receiving house should not be within the area of any of the present Government 

institutions; if it were within the area of Yarra Bend or the Kew Asylum, any persons sent 

to it would be spoken of as having been at the asylum and would get the name of being 

insane.345 

 

                                                      
341 Until the passing of the Lunacy Acts Amendment Act 1914, mental illness was largely conceived of as a 

social or law and order problem. As such, treatment was not offered as a solution to a health problem – 

rather, what little therapies psychiatrists had available to them were prescribed to certified lunatics under 

legal obligation for the protection of the broader community. Under the Lunacy Acts, the state institutions 

were the only places where such treatment could be legally administered, and the Lunacy Department was 

the only potential employer of doctors trained in the care of lunatics (Garton, op. cit., pp. 60 & 65). 
342 Garton, op. cit., p. 60. 
343 ibid., p. 61. 
344 ibid., p. 61. 
345 The Hon. J. Balfour (M.L.C.), ‘Lunacy Bill’, 24 November 1903, op. cit., p. 1376. Although the 

stigma of certification appears to have been a constant presence rather than influence across the shifting 

approaches to the management of lunacy and insanity in Victoria – whether an individual was deemed to 

be a “dangerous lunatic… to be kept in strict custody” in a colonial gaol (Dangerous Lunatics Act 1843); 

or admitted to one of the grand new curative asylums of nineteenth-century Victoria having been found 

“idiot, lunatic or of unsound mind and incapable of managing himself or his affairs” (Lunacy Statute 

1867); or whether they were one of the “helpless” degenerates who had inevitably “unfortunately lost 

their reason” (The Hon. F.S. Grimwade (M.L.C.), ‘Lunacy Bill’, 24 November 1903, op. cit., p. 1378) 

and failed to be discharged cured from the new receiving houses of the early 1900s, the stigma of lunacy 

appears unrelated to the nature of its perceived cause.  
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The Lunacy Act Amendment Bill was introduced to the Legislative Assembly in July 1914 

in an attempt to achieve exactly that. Drawing on measures already introduced in New 

Zealand, the United Kingdom and New South Wales, the solution put forward by Chief 

Secretary Murray was the implementation of a “voluntary boarders system”.346 Under this 

provision, Mr Murray explained to the House:  

 

 …a person who feels himself disturbed in mind, or has an apprehension that he is likely 

 to become demented, makes application for admission to one of the institutions. He can 

 be taken in and treated. If he becomes deranged in mind, that fact is certified to, and 

 then he becomes a lunatic.347 

 

Mr Murray went on to report to the House the rationale behind the proposal as it was 

outlined to him by the Inspector-General of the Insane, Dr Jones: 

  

The whole aim and object of the voluntary boarder clause is to obtain early treatment. No 

one waits for the development of the characteristic rashes before commencing treatment 

for any of the infective disorders such as measles, scarlet fever, typhoid, or small-pox. 

Why, therefore, should one wait until the mental disorder is so far established that 

certification is possible?... Having regard to the ever increasing number of the 

permanently insane, it is surely necessary to adopt all possible methods of staying this 

increase, which experience recommends. In this matter it may be fairly claimed that the 

medical profession is unanimous.348 

 

Certainly psychiatrists were becoming increasingly concerned about the state of their 

profession – as they perceived it, their principle role was to diagnose and treat the curable 

and yet the system in which they were bound to work dealt them only the patients for 

which their treatments had little to no effect.349 As Jones declared, the profession was 

firmly behind the principle of voluntary admission as it represented “the means to the end 

of early treatment”350 – as Garton explains, if psychiatrists were legally able to treat 

patients in the early stages of their illness then perhaps this might permit them to “abandon 

                                                      
346 Mr Murray (Chief Secretary), ‘Lunacy Acts Amendment Bill’, Victoria, Parliamentary Debates 

(Hansard), Legislative Council & Legislative Assembly, Session 1914, 29 July, Government Printer, 

Melbourne, p. 1257. 
347 ibid., p. 1257, (my italics). 
348 ibid., p. 1257. 
349 Garton, op. cit., p. 60. 
350 ibid., p. 61. 
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their role as functionaries within an incarceration system.”351 If the measure was not 

agreed to, psychiatrists grimly predicted “a decline in the conditions within state-run 

institutions [which] threatened to reduce them to the status of glorified prison warders.”352 

 

Mr Murray went on to reiterate his firm belief that with early treatment a potential 

lunatic’s chances of a full recovery were dramatically increased,353 and to express his 

confidence that such a measure would have the effect, in turn, of dramatically decreasing 

the number of admissions to state institutions.354 Fortunately for the psychiatric 

profession (and its patients) the bill was passed into law to provide for “Any person… 

[to] be admitted and detained for care and treatment as a voluntary boarder in any hospital 

for the insane or receiving house or in any licenced house upon that person’s making and 

signing a request…”355 Significantly (particularly for the implications of the Mental 

Treatment Act 1915 that would shortly follow), the act also stipulated that “no person 

shall by reason only of his being a voluntary boarder and while he is a voluntary boarder 

be deemed to be a ‘lunatic’ or a ‘lunatic patient’ or a ‘patient’ within the meaning of the 

Lunacy Acts.”356  

 

The emergence of the private market 

 

One significant, if unforeseen, outcome of the legalisation of voluntary treatment was the 

emergence of a new market for the treatment of mental illness. While the act made 

provision for voluntary boarders to receive treatment for early-stage insanity in state-run 

asylums without the stigma of certification, it made no ruling on the delivery of such 

treatments outside the walls of the state institutions and consequently “some doctors 

considered alternatives to working in the mental hospital system.”357 According to Garton, 

in late nineteenth-century Australia, there was a divided mental health care market 

                                                      
351 ibid., p. 61. 
352 ibid., p. 61. 
353 Prevailing legislation provided for the separation of acute insanity, which was regarded as potentially 

curable, from all other forms of chronic insanity, which were regarded as incurable (see Chapter 2). Early 

treatment was applicable in cases of acute insanity in order to prevent its development into chronic 

insanity, but it held no value for cases of inherited chronic insanity. 
354 Murray, ‘Lunacy Acts Amendment Bill’, 29 July, op. cit., pp. 1257-1258. 
355 Lunacy Acts Amendment Act 1914 (Victoria). 
356 ibid. 
357 Garton, op. cit., pp. 65. 
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comprising largely the chronic cases that occupied the asylums, but there also existed, he 

argues, “a thriving market for those persons deemed to be suffering from a range of 

nervous complaints variously termed hysteria, neurasthenia, insomnia and nervous 

debility.”358 Neuroses were regarded separately – psychological symptoms were present, 

but brain lesions were absent359 – and were therefore treated separately to certifiable 

insanity:  

 

Despite the common heritage and professional affinity of private and departmental 

psychiatrists there were significant differences in their practices. Private psychiatrists 

were heading into a new realm of disease, a realm little charted by their counterparts in 

mental hospitals. This was the realm of neurosis. The mainstay of western psychiatry in 

the late nineteenth century had been physical illness. Concern with organic, hereditary 

and toxic causes of insanity reflected a practice aimed at treating severe mental disorders 

(psychoses) commonly found in the mental hospital population. In the late nineteenth 

century, however, a number of British, European and American doctors began to consider 

the problems of a different class of patient: those suffering from ‘nerve’ and ‘brain’ 

complaints (neuroses) that did not warrant certification or mental hospital committal.360  

 

Those who made the move out of the state system easily filled the gap in specialisation in 

the management of these nervous disorders that was previously occupied by untrained and 

general practitioners.361 But the success of private psychiatric practice was entirely 

dependent upon the sustainability of the patient population and for Garton, in Australia 

this was achieved only just.362  

 

                                                      
358 ibid., p. 65. 
359 Garton explains that “the physical toxic theories of mainstream psychiatry were thought to be 

inappropriate to neuroses where patients functioned adequately in normal life but suffered from fears, 

phobias, aches, pains tiredness, anxiety and depression. Some doctors developed a functional theory of 

mind to explain these problems. The functioning of individual mental processes had come unstuck, and 

these processes had to be restored. The focus was not the chemistry of the brain but the organisation of 

thought and the action of nerves” (ibid., p. 67). 
360 ibid., p. 67. 
361 ibid., pp. 65-66. Shorter also states that “early in the twentieth century, it was nervous illness that 

provided the platform for private, office-based psychiatry in the treatment of neuroses” (Shorter, op. cit., 

p. 113). He goes on to argue that “for psychiatrists, the fig leaf of nerves offered a chance to escape the 

asylum for lucrative private practice with middle-class patients” (ibid., p. 113). A diagnosis of nerves was 

considered by Shorter a fig leaf because “patients found the notion of suffering from a physical disorder 

of the nerves far more reassuring than learning that their problem was insanity… this camouflage 

presented an opportunity to escape the opprobrium of madness and the implications of hereditary illness 

and degeneration” (ibid., p. 113). 
362 Garton, op. cit., p. 67. 
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Across Britain, Europe and North America, nerve complaints or neuroses were readily 

adopted as the defining illness of a middle class who could afford the cost of the lengthy 

treatments such ailments demanded.363 By contrast, Garton has argued that “the middle-

class market that nurtured European nerve specialists was slow in developing in 

Australia… [and] The colonies had few wealthy families in comparison to Britain and 

North America, and those who made money made far less than their overseas 

counterparts.”364 Furthermore, in addition to merely economic considerations, the socio-

cultural constitution of the fledgling Australian middle class also differed significantly 

from its equivalent overseas and therefore impacted differently on the prospects of the 

private mental health care market: 

 

                                                      
363 According to Janet Oppenheim, “Victorian and Edwardian doctors were building on a long tradition in 

British medicine when they voiced the conviction that nervous disorders multiplied with the forward 

march of civilisation” (Oppenheim, J. (1991), “Shattered Nerves”: Doctors, Patients, and Depression in 

Victorian England, Oxford University Press, New York & Oxford, p. 100). The degree of civilisation was 

measurable by the accumulation of wealth, which, Oppenheim explains, “rather than the pleasurable 

expenditure of it, had become the paramount social goal, and the damage wrought to the nerves by the 

struggle to win the economic race became a recurrent lamentation in Victorian and Edwardian medical 

literature” (ibid., p. 101). Drawing on British physician George Cheyne’s The English Malady, 

Oppenheim argues that susceptibility to nervous disorders was proportional to affluence, which itself was 

more common to city-dwellers: “the richness and heaviness of our food, the wealth and abundance of the 

inhabitants,… the inactivity and sedentary occupations of the better sort, (among whom this evil mostly 

rages) and the humour of living in great, populous, and consequently unhealthy towns” (Cheyne, G. 

(1733), The English Malady: or, a Treatise of Nervous Diseases of all Kinds, as Spleen, Vapours, 

Lowness of Spirits, Hypochondriacal, and Hysterical Distempers, &c., London, p. I, quoted in 

Oppenheim, op. cit., p. 100), along with such other contributing factors as the damp British climate, all 

combined to explain the onset of nervous complaints. As Oppenheim concludes, it was “the frantic pace 

of life devoted to the relentless pursuit and display of affluence, without adequate time for mental repose 

and physical relaxation, [that] drained nerve force faster than countless men and women could replenish 

it” (ibid., p. 101). In America, Oppenheim credits neurologist George Miller Beard with the view that 

neurasthenia was a uniquely nineteenth-century illness, for, as he believed: 

 

… contemporary civilisation alone had produced the peculiar combination of causative 

agents so deleterious to nerve force: rapid transportation and communication, great 

advance in scientific learning, and the widespread education of women. Taken together, 

these conditions created an environment in which repose was almost impossible. Men 

and women, deprived of religious certainty, constantly strove for ever more extensive 

knowledge of the world – and competed strenuously to derive the greatest advantage from 

it. Such an atmosphere made exhaustion of nervous energy virtually inevitable. While 

previous civilisations had, of course, known nervous disorders and fatigue, none had ever 

experienced the particular condition of nervous prostration that he designated 

neurasthenia. Of all societies, furthermore, none was so prone to the illness as Beard’s 

own United States, the land of unparalleled social mobility, uniquely dynamic 

entrepreneurs, and ambitious achievers, where the hurried tempo of life was very nearly 

a matter of national pride (ibid., p. 93). 

 
364 ibid., p. 67. 
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Dominated by Scots Presbyterians and English Anglicans, Australian middle-class 

culture remained isolated from Protestant Dissenters, French Catholics, German 

Lutherans and Jews, groups that fostered European and North American cultural streams 

sympathetic to modernist ideas and psycho-therapeutic theories. The dominant themes of 

Australian middle-class culture were national identity, efficiency and progress.365 

 

These themes were a product of the colonial origins of Australia and shaped a middle class 

that valued “the ideals of self-improvement and moral rectitude.” 366 For Lewis, “these 

ideals were more highly valued in Australia than in the older centres of European 

civilisation. Abundant opportunities existed for ambitious individuals in an expanding 

economy and in a new society less bound by traditional class structures and beliefs.”367 A 

society forged by and based on these values placed less emphasis on the modernist ideas 

that cultivated psychotherapeutic concepts in Europe and produced a narrower pool of 

potential patients seeking to engage doctors specialising in psychotherapeutic 

techniques.368 Despite being at odds with the prevailing social climate, some Australian 

doctors at the turn of the century pursued an interest in functional disorders and their 

treatment: 

 

As early as 1892 Richard Arthur was advocating the Liebault and Bernheim methods of 

hypnosis for the treatment of nervous disorders. His views were taken up by John Mildred 

Creed who used hypnosis to treat alcoholics. By the 1900s hypnosis was a popular and 

accepted treatment for alcoholics in many Australian private clinics. Other psycho-

therapies were promoted. J.W. Springthorpe, a prominent Melbourne physician, used 

suggestion to treat hysteria, hypochondria and neurasthenia. Adelaide psychiatrist M.H. 

Downey favoured the Weir-Mitchell rest-cure system.369 

 

It was, Garton suggests, “in this context [that] some doctors became interested in 

psychoanalysis” in Australia.370  

 

                                                      
365 ibid., p. 68. 
366 Lewis, Managing Madness, op. cit., p. 1. 
367 ibid., p. 1. 
368 Garton, op. cit., p. 68; Rubinstein, W. (1988), ‘Men of Wealth’, in Goldberg, S.L. & F.B. Smith (eds.) 

(1988), Australian Cultural History, Cambridge University Press & the Australian Academy of the 

Humanities, Cambridge & Melbourne; White, R. (1981), Inventing Australia: Images and Identity 1688 – 

1980, George Allen & Unwin, Sydney. 
369 Garton, op. cit., p. 68. 
370 ibid., p. 68. 
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The passing of the Lunacy Acts Amendment Act 1914 generated a private mental health 

care market that assumed authority over the class of mental disorders that came to be 

known as neuroses and cultivated an environment (albeit a minor one) for the reception 

of psychodynamic techniques. But it was only with the outbreak of war and the emergence 

of the previously unknown condition of shell-shock that the value of these psychodynamic 

techniques became undeniable and the environmental paradigm resumed the lead in the 

aetiology debate. 

 

The Mental Treatment Act 1915 

 

As Lewis summarises: 

 

 Australian psychiatry was faced with unprecedented challenges during World War I 

 when the effective treatment of war neuroses demanded psychodynamic approaches 

 which were at odds with the prevailing organic conception of psychiatry. British 

 military hospitals had been swamped by cases of shell-shock, the neurotic causes of 

 which were better elucidated and treated by methods borrowed from the 

 psychoanalytic school (highly suspect to large sections of British medicine at this time) 

 than by conventional psychiatric techniques.371 

 

In the absence of physical lesions, psychiatrists were forced to consider that shell-shock 

was a psychological condition. Psychological, rather than physical, therapies were 

therefore called for, although according to Showalter, these too existed on a continuum 

that ranged from disciplinary measures at one end to humane therapeutic measures at the 

other, which were embodied in the work of wartime psychiatrists Lewis Yealland and 

William Halse Rivers Rivers, respectively, who Showalter describes as representative of 

“the two poles of psychiatric modernism.”372  

 

Yealland maintained a private commitment to the “psychogenic origin for the symptoms 

of war neurosis”373, a condition, as he understood it, “in which the patient suffers from 

some objective disorder such as paralysis, loss of speech, & c., without showing any signs 

                                                      
371 Lewis, Managing Madness, op. cit., p. 39.  
372 Showalter, op. cit., p. 176. 
373 Linden, S.C., E. Jones & A.J. Lees (2013), ‘Shell shock at Queen Square: Lewis Yealland 100 years 

on’, Brain: A Journal of Neurology, vol. 136, no. 6, p. 1980. 
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of organic change in the central nervous system.”374 By contrast, his therapeutic 

preference – electric faradisation – has been described as representing “the most punitive 

end of the therapeutic spectrum.”375 The faradisation treatment favoured by Yealland was 

not delivered as an isolated therapy, however, but as an adjunct to a “combination of 

suggestive treatment and re-education that was supposed to make the patient believe that 

he would be cured or had already been cured.”376 For Showalter, Yealland was “probably 

the most extreme advocate of disciplinary treatment among the English doctors” during 

the war and his “blatant use of power and authority [as] part of the therapy” was more a 

reflection of society’s discomfort with the male display of weakness: “When regimental 

medical officers regarded shell shock as an escape clause for malingerers, cowards, and 

‘dirty sneaks’, a strong element of scorn in the treatment of male hysteria satisfied the 

dual needs of therapy and punishment.”377 Electricity, however, was one of many 

therapeutic choices available to and used by Yealland and fellow neurologists at Queen 

Square, such as Frederick Eustace Batten, which included (but was not limited to) 

“walking exercises, re-education, suggestion, strong faradic currents, complete rest, 

isolation and a change of surroundings”, all of which, according to Linden et al, 

“constituted the standard programme for ‘hysteria’” and were “typical of the neurologists 

of his time.”378  

 

At the other end of the continuum, according to Showalter, “the most advanced Freudian 

ideas came into play”379 in the form of the treatment regime provided by W.H.R. Rivers 

at the Craiglockhart Military Hospital.380 Rivers’ name and his practice of the “talking 

                                                      
374 Adrian, E.D. & L.R. Yealland (1917), ‘The treatment of some common war neuroses’, The Lancet, 

vol. 189, no. 4893, p. 867. 
375 Showalter, op. cit., p. 176. Professionally, Yealland “avoided the term ‘hysteria’ in clinical notes and 

instead preferred the term ‘functional disorder.’” This apparent contradiction has been explained by 

Linden et al as a consequence of Yealland’s fear that “by communicating a psychological interpretation, 

the doctor would give the patient the impression that he was suspected of malingering. Simulation of 

symptoms would bring society’s wrath on the soldier and his family and be a strong disincentive to 

rehabilitation. In Yealland’s view, patients were more amenable to the suggestion that they suffered from 

a physiological disturbance that could be potentially remedied by a physical treatment such as faradism” 

(Linden et al, op. cit., p. 1980). 
376 ibid., p. 1981. 
377 Showalter, op. cit., pp. 177-178. 
378 Linden et al, op. cit., p. 1977. 
379 Showalter, op. cit., p. 178. 
380 Neurologist Thomas Webb also remarked on the “particularly British brand of Freudianism” that 

characterised the treatment regime at Craiglockhart, but argues that “Rivers’ relevance to Craiglockhart 

has been overstated” such that the important work of his colleagues Arthur John Brock and William 

Brown has been obscured (Webb, T. (2006), ‘“Dottyville” – Craiglockhart War Hospital and shell-shock 
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cure” became synonymous with British Freudian-inspired responses to shell-shock. 

Rivers has been credited with being “among the first in England to support the discoveries 

of Freud in the field of psychoneurosis and psychotherapy,”381 although he did reject the 

Freudian emphasis on the sexual origins of all neuroses;382 his experience with war 

neuroses led him to favour instead the instinct of self-preservation as the underlying cause 

of shell-shock: 

 

The first result of the dispassionate study of the psycho-neuroses of warfare, in relation 

to Freud’s scheme, was to show that in the vast majority of cases there is no reason to 

suppose that factors derived from the sexual life played any essential part in causation, 

but that these disorders became explicable as the result of disturbance of another instinct, 

one even more fundamental than that of sex – the instinct of self-preservation, especially 

those forms of it which are adapted to protect the animal from danger.383  

 

His therapeutic approach, however, according to Showalter, was distinctly Freudian:  

 

Rivers’s [sic] name is associated with the most enlightened, probing, humane, and 

sensitive studies of wartime neurosis. He recognised the part immobility, powerlessness, 

and silence played in bringing on neurotic symptoms, and argued on behalf of a 

psychoanalytic approach to shell shock which would stress the psychic effects of 

repression of war experience. In his therapeutic practice, Rivers relied on what he called 

autognosis, or self-understanding, which involved the discussion of traumatic 

experiences; and re-education, in which ‘the patient is led to understand how his newly 

                                                      
treatment in the First World War’, Journal of the Royal Society of Medicine, vol. 99, no. 7, p. 344). In his 

view, it was Brock who was largely responsible for cultivating the “‘environmental’ active and 

behavioural approach” to the management of shell-shock that characterised the Craiglockhart regime via 

his concept of ‘ergotherapy’, or cure by functioning (ibid., p. 343). According to Webb:  

 

The shell-shocked needed… to rediscover their links with an environment from which 

they had become detached. They could only do this through active and useful functioning; 

through working. Brock played a central part in organising many activities in the hospital 

to provide his patients with a means of helping themselves back to health… he organised 

temporary teaching posts for soldiers at local schools, jobs at local farms assisting under-

supported farmers, and he even fostered links with an Edinburgh sociological group to 

open the eyes and ears of the men to the social deprivation and inequalities in the home-

front society (ibid., p. 343.)  

 
381 Showalter, op. cit., p. 181. 
382 See Slobodin, R. (1997), W.H.R. Rivers: Pioneer Anthropologist, Psychiatrist of The Ghost Road, 

Stroud, Sutton. 
383 Rivers, W.H.R. (1920), Instinct and the Unconscious: A Contribution to a Biological Theory 

of the Psycho-Neuroses, Cambridge University Press, Cambridge, pp. 4-5.  
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acquired knowledge of himself may be utilised… and how to turn energy, hitherto 

morbidly directed, into more healthy channels’.384  

 

These ideas travelled quickly to Australia and were rapidly absorbed into mental health 

policy. The ultimate achievement of the Mental Treatment Act 1915 in Victoria was the 

recognition of “shock and other causes”385 as legitimate reasons for the onset of symptoms 

of mental illness in soldiers and the resultant return to the social and environmental ideas 

of the moral therapy era, most notably psychotherapy, for the treatment of these nervous 

conditions. The act made provision for any person to:  

 

 …receive to board or lodge or may take the charge or care of any person – (a) being or 

 having been on naval or military service whether with His Majesty’s navy or army or 

 under the provisions of any Act of the Parliament of the Commonwealth of Australia 

 during the war in  which His Majesty is at present engaged; and (b) suffering from 

 mental disorder of recent origin arising from wounds shock disease stress exhaustion 

 or any other cause.386 

 

In the earliest months of the war, amongst the casualties were soldiers who exhibited 

nervous symptoms, despite the fact that in many cases doctors could only report that upon 

examination “there was no organic lesion discoverable.”387 Reports of cases in the 

Medical Journal of Australia listed such symptoms as, but certainly not limited to, “grave 

temporary disturbance of the special senses” including “loss of memory, deafness, loss 

of speech, blindness, stammering”388; “neuroses involving the motor apparatus and 

common sensibility” including “cases of hemiplegia and other paralyses and pareses, and 

contractures and spasms”389; and “neurasthenia, hysteria, phobias and obsessions of 

various kinds.”390 By early 1915 this group of symptoms came to be collectively known 

                                                      
384 Showalter, op. cit., p. 184. 
385 Mental Treatment Act 1915 (Victoria). 
386 ibid. 
387 Jones, W.E. (1916), ‘A case of shell shock’, Medical Journal of Australia, vol. 1, no. 10, p. 203; see 

also Garton, S. (1997/98), ‘Freud versus the rat: understanding shell shock in World War I’, in Walker, D. 

& M. Bennett, Intellect and Emotion, p. 48. 
388 (1916), ‘War and the nervous system’, Medical Journal of Australia, vol. 1, no. 10, p. 205. 
389 Campbell, A.W. (1916), ‘Remarks on some neuroses and psychoses in war’, Medical Journal of 

Australia, vol. 1, no. 16, p. 319. 
390 Jones, op. cit., p. 203. 
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as “shell-shock” and was defined as “a functional disease of the nervous system resulting 

from the explosion of shells.”391  

 

Despite the ongoing failure of doctors to identify the presence of any organic lesions in 

sufferers of shell-shock, organic theories of its pathology were immediately on offer. 

British neurologist Sir Frederick Mott proposed shell-shock as a form of ‘commotio 

cerebri’ or concussion caused by “direct aerial compression followed by 

decompression”392 of the cerebro-spinal fluid due to close proximity to an explosion.393 

Similarly organic accounts of shell-shock were circulating in Australia – Finlay-Jones 

points to the example of Victorian doctor Sydney Pern’s theory that the symptoms of 

shell-shock were in fact the manifestation of an infection of the thyroid or adrenal glands. 

In 1918, Pern claimed in the MJA that returned soldiers apparently suffering from the 

classic “neurotic” symptoms of shell-shock also exhibited infections of the tonsils, 

sinuses, or teeth. According to Pern, it was the “toxins from these sites of infection [that] 

stimulated the adrenal and thyroid glands” which, in his opinion, were “deeply implicated 

in the condition known as shellshock.”394
 

 

Although Mott’s organic account of the underlying cause of the symptoms of shell-shock 

was by no means implausible, it soon came unstuck as medical officers began to notice 

that a number of soldiers presenting with textbook cases of shell-shock had not yet 

actually seen active duty.395 In fact, according to the History of the Great War Medical 

Services: Casualty and Medical Statistics of the Great War (HGWMS), the proportion of 

shell-shock victims thought to have actually suffered damage to the central nervous 

system was only around 2.5%.396 A new causal explanation was needed but organicists 

                                                      
391 ‘War and the nervous system’, op. cit., p. 205; see also Garton, ‘Freud versus the rat’, op. cit., p. 48. 
392 Mott, F.W. (1919), War Neuroses and Shell Shock, Henry Frowde and Hodder & Stoughton, London, 

p. 2. 
393 Jones, E. & S. Wessley (2005), Shell Shock to PTSD: Military Psychiatry from 1900 to the Gulf War, 

Hove: Psychology Press, New York, p. 23. 
394 Finlay-Jones, R.A. (1985), ‘The effect of war on the theory and practice of psychiatry in Australia’, 

Patients, Practitioners and Techniques: Second National Conference on Medicine and Health in 

Australia 1984, Attwood, H. & R.W. Home, Medical History Unit and Department of History & 

Philosophy of Science, University of Melbourne, Melbourne, p. 49. 
395 ibid., p. 49; Garton, ‘Freud versus the rat’, op. cit., p. 49; Stone, op. cit., p. 252. 
396 Mitchell (RAMC), Major T.J. & G.M. Smith (1931), History of the Great War (Based on Official 

Documents). Medical Services. Casualty and Medical Statistics of the Great War, H.M. Stationery Office, 

London, vol. 2, p. 182; see also (1922), Report of the War Office Committee of Enquiry into “Shell 

Shock”, War Office, London, pp. 4 & 394. 
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were reluctant to concede ground to the idea that shell-shock might be ultimately 

psychological in nature.  

 

Eugenicists drew on prevailing ideas about the constitutional weakness of shell-shock 

victims, however, as historian Martin Stone points out, “the monolithic theory of 

hereditary degeneration upon which Victorian psychiatry had based its social and 

scientific vision was significantly dented as young men of respectable and proven 

character were reduced to mental wrecks after a few months in the trenches.”397 In fact, 

the HGWMS showed that shell-shock was actually twice as likely to plague the British 

officer class than the rank soldier,398 a statistic which “certainly disturbed comfortable 

conclusions that shellshock was a product of the enlistment of the ‘unfit.’”399 Organicists 

countered with the argument that “nervousness was most prevalent amongst those in 

sedentary and intellectual occupations; [for] over exertion of the brain strained the 

nerves.”400  

 

Any view, however, to a resolution of this debate in the theoretical realm was swiftly 

eclipsed by the reality of the apparent success of psychotherapeutic techniques in the 

management of shell-shock which, pre-war, were variously deployed against the 

symptoms of such neuroses as hysteria, neurasthenia and anxiety.401 While some doctors 

maintained a preference for and persisted with the traditional “physical” treatments such 

as electroshock therapy and drugs, others were looking towards new non-organic 

techniques such as hypnosis, persuasion, suggestion and even psychoanalysis, finding 

that in the battle against shell-shock, “often these therapies worked with remarkable speed 

and efficacy.”402 

                                                      
397 Stone, M. (1985), ‘Shellshock and the psychologists’, in W. F. Bynum, R. et al., The Anatomy of 

Madness: Essays in the History of Psychiatry, Tavistock Publications, London, p. 245. 
398 ibid., p. 249. 
399 Garton, ‘Freud versus the rat’, op. cit., p. 52. 
400 ibid., p. 52. 
401 ibid., p. 49; in the American context, Nathan Hale remarked that in “the colossal laboratory of the 
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New York, p. 13). 
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Dr Jones reported a case in the MJA in which a shell-shocked soldier, “F.T.”, had been 

initially diagnosed with “cerebral concussion” and was exhibiting violent and suicidal 

behaviour. He also appeared to be suffering deafness and mutism. The field doctor’s 

initial treatment with hyoscine and bromide reportedly “had no calming effect”, and after 

subsequently violently destroying his cell, the patient “had occasionally to be restrained 

by a straight jacket.” 403 Upon the soldier’s return to Australia, Dr Jones took the 

opportunity of assessing him, following which he was referred to a Military Convalescent 

Home where, according to Jones, “he continued to make good progress” until he 

eventually recovered his hearing and speech.404 

 

Similar reports of cases in the journal continued to highlight the absence of any physical 

lesions in shell-shock sufferers and liken the condition to the better-known illnesses of 

hysteria or neurasthenia.405 The continued apparent efficacy of non-physical therapies in 

                                                      
39). Damousi explains that “masculine identity was at the core of this process, and Tyrell stated that he 

would thoroughly examine cases of malingering not as a doctor, ‘but as a man’” (ibid., p. 39). According 

to Damousi, “to restore their masculine identity and to continue to be ‘productive’, it was suggested that 

shell-shocked soldiers be engaged in employment” (ibid., p. 39) – the Report of the Repatriation 

Commission for Year Ending 30/6/1921 declared that “‘the will to work’ must be developed and 

encouraged, and work of some kind must be provided almost as soon as treatment commences” (ibid., p. 

39). Such a regime emerged under Arthur Hurst at Royal Victoria Hospital and Seale Hayne Military 

Hospital at Netley and Devon, respectively, where one of the earliest British medical films War Neuroses 

was shot. According to Edgar Jones, Hurst’s understanding of the cause of shell-shock was somewhat 

simplistic: “during a terrifying bombardment, a soldier might experience tremor, inability to move a limb, 

or loss of speech. For some, the power of suggestion could cause the symptoms to endure once extreme 

emotion had passed” (Jones, E. (2012), ‘War neuroses and Arthur Hurst: a pioneering medical film about 

the treatment of psychiatric battle casualties’, Journal of the History of Medicine and Allied Sciences, vol. 

67, no. 3, p. 351). In Hurst’s view, explains Jones, “a process of re-education and persuasion was 

sufficient to resolve these residual symptoms of trauma” (ibid., p. 351). As such, the film demonstrated 

examples of recovering soldiers “picking fruit, herding cattle, raking and seeding a field, [and] basket 

making” (ibid., pp. 354). 
403 Jones, op. cit., p. 203. 
404 ibid., p. 203. 
405 British psychologist Dr Charles Samuel Myers observed in his Shell Shock in France, 1914 – 18 

(1940) that “if ‘shell shock’ occurs, it will give rise to one or more of the following groups of mental 

symptoms, namely, (i) hysteria, (ii) neurasthenia, (iii) graver temporary ‘mental’ disorder” (Myers, C.S. 

(1940), Shell Shock in France, 1914 – 18: Based on a War Diary Kept by Charles S. Myers, The 

University Press, Cambridge, p. 25). Myers (who popularised the term) initially theorised an organic 

cause of shell-shock in WWI soldiers, specifically that those who suffered from it were constitutionally 

predisposed to do so, before eventually conceding that “‘shell shock’ and these three groups of 

accompanying symptoms… do not depend for their causation on the physical force (or the chemical 

effects) of the bursting shell” (ibid., p. 25). Such comparisons, with hysteria in particular, raised a 

different set of challenges, however, traditionally associated as it was with disorders of the female 

reproductive system. Historian Mark S. Micale remarks that hysteria is “among the most gendered” 

disease categories in human history (Micale, M. (2008), Hysterical Men: The Hidden History of Male 

Nervous Illness, Harvard University Press, Cambridge, p. 5), and although the ancient descriptions of 

wandering wombs and witchcraft that definitionally excluded men were eventually rejected by the 

empiricism of the scientific revolution that favoured neurological explanations that permitted male 

suffering as well (ibid., pp. 8-22), nevertheless the symptoms of hysteria remained largely synonymous 



 

 
 

101 

 

the management of the condition was also reported on. In cases of mutism, Dr A.W. 

Campbell reported that “after allowing them a day or two in which to settle down, we 

would suggest that at our next visit they would be able to whisper, the suggestion usually 

                                                      
with feminine qualities (Showalter, E. (1993), ‘Hysteria, Feminism and Gender’, in Gilman et al. (1993), 

Hysteria Beyond Freud, University of California Press, Berkeley, p. 286). Showalter argues that 

succumbing to the feminine hysterical symptoms of shell shock compromised the “manliness” of the 

soldier and as a result the profession of psychiatry “found its categories undermined by the evidence of 

male war neurosis” (Showalter, The Female Malady, op. cit., p. 168). For Showalter, the eventual 

acceptance of psychodynamic explanations of shell-shock where physical/Darwinian accounts had failed 

“reflect[ed] the ambivalence of the medical establishment upon being faced with the unexpected 

phenomenon of wholesale mental breakdown among men” (ibid., p. 169). Scull too notes the link 

between the symptoms of hysteria and the emasculation of shell-shock sufferers, quoting military 

historian Sir Michael Howard’s remark that “war was a test of manhood” (Scull, A. (2009), Hysteria: The 

Biography, Oxford University Press, Oxford & New York., p. 93). According to Scull, faced with the 

unprecedented problem of shell-shock: 

 

For many of the military brass, the answer was obvious: these creatures were unmanly 

cowards and malingerers, seeking to shirk their patriotic duty. They should be offered the 

choice of abandoning their “pretended” illnesses, or being shot. A relative handful did 

suffer the latter fate, but ordering firing squads to kill, not just a dozen or two of their 

comrades, but thousands and even tens of thousands of them, was perhaps a bit too much 

even for the generals (and if not for them, certainly too much for the civilians behind the 

lines to stomach) (ibid., p. 94). 

 

Consequently, medical personnel were “handed a dual task: to explain what had gone wrong; and to 

develop remedies that would, in the shortest time possible and to the maximum extent possible, return 

those they treated to the military machine” (ibid., p. 94). The explanation harked back to the work of 

French neurologist Jean-Martin Charcot and his advocacy for the environmental origins of nervous 

disorders; the remedies, it naturally followed, included such psychodynamic techniques as suggestion, 

hypnotism, broad psychotherapy, and also more specifically the method of psychoanalysis developed by 

Charcot’s student, Sigmund Freud (ibid., p. 94). Micale, on the other hand, interprets shell-shock as an 

example of the labels imposed on male nervous suffering that, despite evidence for its existence as a 

distinct disease category since the work of Thomas Willis and Thomas Sydenham in the late seventeenth 

century, served to perpetuate the “cultivated silence” that has characterised the history of male nervous 

maladies: 

 

Hysteria, it turns out, has operated within past social and intellectual cultures that did not 

have as their sole purpose the definition and oppression of women. Renaissance treatises 

on “hypochondriacal melancholia” in fact discoursed on the effects of the “black bile” on 

men’s minds and bodies more than on women’s. In Georgian England and Scotland, high-

society physicians produced dozens of treatises on the “nervous distempers” in both 

sexes, while their counterparts in the arts wrote extensively about their personal nervous 

symptoms. A distinguished cast of figures in nineteenth-century Europe and America, 

including Charles Darwin, John Ruskin, John Addington Symonds, Francis Galton, 

George Beard, James Sully, Edmund Gosse, Joseph Lister, Louis Agassiz, and William 

James, were plagued by debilitating nervous ailments. In Paris, Charcot demonstrated his 

theories on scores of male patients, just like Servais in Freud: The Secret Passion. 

Hysteria in modern times has also been a male malady (Micale, op. cit., p. 6). 

 

Micale argues that the subject of the male experience of nervous illness has been deliberately suppressed 

and displaced in the medical, scientific and popular discourse and literature “despite rampant counter-

evidence in the clinic and the laboratory, on the streets and the battlefields” for reasons that “range from 

the personal and psychological to the professional and the political” (ibid., p. 6), all of which shared the 

underlying goal of sustaining the masculinity of sufferers and their distance from the less desirable 

feminine qualities of hysterics following the re-gendering  of the condition during the Great Victorian 

Eclipse that valued such masculine traits as rationality and objectivity. 
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took effect, and ordinary speech soon followed.”406 Similarly, Campbell remarked, in 

cases of shell-blindness, where “examination would show neither abnormality of the 

external parts of the eye nor of the fundus,” the technique of suggestion once again proved 

a valuable tool in the recovery of sight: “They could be coaxed into recovery day by day, 

first to distinguish light from darkness, and subsequently to recognize form, colours and 

letters.”407 For other cases of shell-shock, it was reported that it was “the restful 

environment, attentive nursing and abundant diet of hospital life [that] soon brought relief 

of symptoms.”408 

 

Rejecting entirely any possible organic cause of shell-shock, British psychologist C.S. 

Myers proposed that functional symptoms such as speech, sight, hearing or memory loss, 

and paralysis were “the unconscious expressions of a repressed traumatic neurosis.”409 

According to military historians Jones and Wessely, Myers believed that “an individual 

had to acquire ‘volitional control’ over memories of these events ‘if he is to be healed.’”410 

For Myers, hypnosis was the technique of choice for the successful recovery of repressed 

trauma, although he did admit that it represented only the first in a series of steps that 

needed to be mastered before complete physical functioning would be restored. The 

technique that appeared to hold the key to completing this process, some doctors were 

beginning to propose, was Freudian psychoanalysis.411 Picking up where Myers left off, 

                                                      
406 Campbell, op. cit., p. 320. 
407 ibid., p. 321. 
408 ibid., p. 322. 
409 Jones & Wessely, op. cit., p. 24. 
410 ibid., p. 24. 
411 Or a version thereof – elements of Freudian theory were adopted as they applied to understanding the 

cause of shell-shock, and the application of psychoanalysis to treat it was appropriated accordingly, but 

like Rivers, some Australian doctors could not accept the underlying premise of infantile sexuality in the 

context of shell-shock. According to Damousi, “many Australian psychiatrists embraced Freudian 

interpretations, although even Freud’s supporters remained sceptical of his claim that the origin of war 

neurosis was to be found in childhood, and that sexuality played a key role” (Damousi, op. cit., p. 35). 

Freudian theory in its entirety was not without its supporters in Australia – in Melbourne, Paul Dane 

defended the significance of repressed sexuality, as did John Springthorpe, to a slightly lesser extent, 

before him (Springthorpe was “sympathetic” to Freud’s ideas and delivered a paper on ‘The 

psychological aspect of the sexual appetite’ as early as 1884 however Lewis claims that “he felt 

nevertheless that the theory of mental conflict and repression did not cover the whole ground (Lewis, op. 

cit., p. 52; Damousi, op. cit., p. 10)). Lewis also identifies Sir John Macpherson as partially accepting of 

Freud in that he “was willing to agree that sexual problems might act as ‘exciting causes’ of functional 

nervous disease, but heredity, ‘congenital disposition’ and other factors could not be ignored. He could 

not accept ‘this one speculative conception of the fixation of the libido’ as the sole cause of mental 

disorder” (Lewis, op. cit., p. 52). The opposition to the sexual component of Freud’s theory was its 

inability to be supported by scientific evidence – Damousi identifies George Rennie as “typical of many 

physicians who questioned the sexual component of Freud’s interpretations” but could not help but 

express his “doubt as to the exact mechanism of the procedure” (Damousi, op. cit., p. 35). Other 
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Freudians claimed that “relapse was common after suggestion and argued that sustained 

analysis was more effective in preventing recurrences.”412 Ultimately, it was becoming 

nearly impossible for psychiatrists to ignore the fact that “both as theory and as therapy, 

psychoanalysis was proving to be of practical utility where conventional approaches 

failed.”413   

 

The problem, however, with psychoanalysis – although it was generally agreed that it was 

a “theoretically sophisticated” technique – was that it was proving to be too time 

consuming to be deployed as the therapy of choice against shell-shock.414 As a direct 

result of the unprecedented number of cases of war neuroses in desperate need of effective 

treatment that emerged out of World War I, a general shift occurred back towards the 

psychosocial psychiatry of the moral therapy era where such techniques as the talking 

cure or general psychotherapy, occupational therapy, and rest, isolation and diet were 

resurrected. 415 The impact of the war on the direction of psychiatric thought via the 

problem of shell-shock and the rise of Freudian-inspired psychotherapy is well-

summarised by Stone: 

 

No matter how important Freud’s writings now seem to us when we look back on the 

history of psychiatry, the fact remains that before shellshock their influence on the 

mainstream of British psychiatry was marginal. Freud’s redefinition of the pathological 

remained for all intents and purposes a literary event and the psychoanalytic study of the 

neuroses took place on the fringes of the medical world where it involved a handful of 

private practitioners dealing with a small number of upper- and middle-class patients. The 

wartime episode of shellshock and its treatment stands in dramatic contrast to the heroic 

intellectual endeavours associated with this scenario. Here the boundary of the 

pathological was redefined at all its constitutive levels within the social and economic 

framework of warfare.416 

                                                      
supporters identified by Damousi include S.F. McDonald, D.M. McWhae and T. Garnet Leary (ibid., p. 

36). The strongest opposition to Freud in Australia, according to Lewis, came from Sydney psychiatrist 

John McGeorge who remained firmly convinced that “the theory of infantile sexuality was utterly wrong 

and misguided” (Lewis, op. cit., p. 53). While psychoanalysis specifically remained contentious, it did 

serve to draw attention to the merits of psychotherapy more broadly and, as Lewis reports, by 1937 the 

Medical Journal of Australia was encouraging doctors’ use of psychotherapy and “regretted that it had 

been largely ignored because it had become synonymous with Freudian analysis” (ibid., p. 53). 
412 Garton, ‘Freud versus the rat’, op. cit., p. 50. 
413 Stone, op. cit., p. 244. 
414 Garton, Medicine & Madness, op. cit., p. 82. 
415 ibid., pp. 50 & 75. 
416 Stone, op. cit., p. 265. 
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Once again, in Victoria, this shift in the direction of an environmental aetiology of mental 

illness, as it was borne out by psychiatrists’ increasing reliance on Freudian-inspired 

psychotherapeutic techniques, manifested in a special piece of legislation that was passed 

speedily though the parliament in direct response to the sudden appearance of the problem 

of shell-shock.417 Drawing on the provision of the 1914 act that preceded it – that neuroses 

or early-stage mental illness need not necessarily entail certification – the Mental 

Treatment Bill 1915 proposed that “a soldier who has been on active service, and who is 

suffering from mental derangement, [should] receive proper treatment under proper 

supervision without being certified to.”418  

 

Parliamentary discussions around various aspects of the bill reflected complete 

acceptance of the environmental origins of shell-shock and the subsequent requirement 

for access to treatment of a non-physical nature. The Member for Fitzroy, Mr J.W. 

Billson, reminded his parliamentary colleagues that “we must remember that they are not 

mental degenerates in any way,”419 while Chief Secretary Murray urged that as such, “we 

do not wish, if we can help it, to attach the stigma of having been insane to a man who 

has suffered in this way.”420 In order to avoid such stigmatisation, Mr Murray explained 

to the House that “under the Bill we will have the power to set aside an asylum, or any 

part of an asylum” specifically for the management of shell-shock cases.421 This physical 

separation of shell-shocked soldiers reinforced ideas about the underlying cause of the 

condition. Mr Hogan declared that “they must not on any account be sent to institutions 

which are now filled with poor afflicted individuals, if we desire that they should recover. 

They must be segregated from other people who are mentally deranged”422 – these other 

peoples’ afflictions he regarded as originating “not from the same cause, but owing to 

disease.”423 He went on to explain to the House that as he understood it: 

 

                                                      
417 Mr Murray (Chief Secretary), ‘Mental Treatment Bill’, Victoria, Parliamentary Debates (Hansard), 

Legislative Council & Legislative Assembly, Session 1915, 12 August, Government Printer, Melbourne, 

p. 1809: “The Bill is really a war measure.” 
418 ibid., p. 1809. 
419 Mr J.W. Billson (Fitzroy), ‘Mental Treatment Bill’, 12 August, ibid., p. 1812. 
420 Murray, ‘Mental Treatment Bill’, 12 August, ibid., p. 1810. 
421 ibid., p. 1810. 
422 Mr Hogan (M.L.A.), ‘Mental Treatment Bill’, 12 August, ibid., p. 1818. 
423 ibid., p. 1818. 
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There are two forms of mental disease… One is the usual form of mental disease which 

we are accustomed to. But the soldiers have become demented on account of the awful 

artillery fire and the sights they have seen. They have become demented not through 

disease, but because of shock and strain, physical as well as mental. They must receive 

different treatment, and in a different place from those who have become demented 

through disease.424 

 

With members in firm agreement as to the underlying non-organic cause of shell-shock, 

the debate turned to consideration of possible treatment options, which clearly harked 

back to the environmental approaches favoured by psychiatrists of the moral therapy era. 

For McLeod, shell-shock victims were not just to be housed in separate wards to the 

chronic cases, nor even in separate buildings within the asylum grounds – rather, in his 

opinion, “one of the things that would assist greatly towards their recovery would be 

removal to the country.”425 Mr Hogan agreed that “if some beautiful country residence 

were placed at the disposal of the Government it would be the thing,”426 while Mr Keast 

felt that the government should seize the initiative and actively seek to secure “some nice 

country houses for these men.”427 Mr Farrer cautioned the House against any “over-

stimulation” on the shell-shocked soldiers’ return:  

 

 We should rather give them the opportunity of getting away to a pleasant resting place, 

 where all the surroundings and circumstances will allow the men’s systems to be built 

 up again to their normal condition… rest and quietness are the reasonable means of 

 bringing about recovery… Give these men on their return an opportunity of getting on 

 to a good farm as soon as possible, where they can have a quiet life, and you will give 

 them the greatest help towards a complete recovery.428 

 

In addition to an environment of general rest and quietness afforded by life on a country 

farm, it was further suggested that “some light employment might be given them to divert 

their attention from their condition”; life in the country, it was presumed, would also 

entail a “change of surroundings and a change of diet” which were also regarded as 

“conducive to a complete recovery in the case of a mental patient.”429 

                                                      
424 ibid., p. 1818. 
425 Mr McLeod (M.L.A.), ‘Mental Treatment Bill’, 12 August, ibid., p. 1817. 
426 Hogan, ‘Mental Treatment Bill’, 12 August, ibid., p. 1810. 
427 Mr Keast (M.L.A.), ‘Mental Treatment Bill’, 12 August, ibid., p. 1813. 
428 Mr Farrer (M.L.A.), ‘Mental Treatment Bill’, 12 August, ibid., p. 1816. 
429 McLeod, ‘Mental Treatment Bill’, 12 August, ibid., p. 1817. 
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The moral therapy-inspired measures proposed in the bill were agreed to and it was 

committed to the consideration of the Legislative Council. On 18 August 1915, with 

special reference to the unprecedented number of cases returning to Australia, particularly 

from the Gallipoli campaign, The Honourable J.D. Brown, Minister for Public Health, 

moved the second reading of the bill in the upper house. The bill was passed through the 

remaining stages and into law, and with it a psychosocial aetiology of mental illness back 

into the formerly biologically-dominated mainstream of psychiatry.430 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
430 Victoria, Parliamentary Debates (Hansard), Legislative Council & Legislative Assembly, Session 

1915, 18 August, Government Printer, Melbourne, p. 1924. 
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CHAPTER 4 

Emerging eclecticism: 

the Mental Hygiene Act 1933 and the Mental Hygiene Authority Act 1950 

 

 

According to Garton, by the middle of the twentieth century, experience at both ends of 

the spectrum had confirmed for Australian psychiatrists that “physical therapies worked 

with some patients, while psychotherapy worked with others… the focus of their concern 

was the symptom, [therefore] whatever seemed successful at eradicating a symptom was 

valued.”431 For a psychiatrist’s best chance at eradicating a symptom therefore “what was 

required was a range of therapeutic techniques to combat the variety of psychiatric 

problems faced in any practice.”432 Consequently, Australian psychiatrists “adopted any 

form of treatment – psychological, social or biological – that seemed to promise a 

cure.”433 In so doing, they “developed an eclectic approach”434 to the management of 

mental illness. Adherents to this new approach, explains Garton, “argued that extreme 

physical or extreme psychic theories of mental illness could not explain all the 

manifestations of mental illness. The two had to be combined.”435 Early examples 

included Ralph Noble who argued that “the conflict between the physical and 

psychological theories was not necessary as both causes interacted with each other,”436 

and John Bostock who was of the view that “mind and matter interacted,”437 such that 

“people broke down firstly because of a faulty heredity and secondly because of a 

problem, psychic or physical, in their environment. Both played a crucial part in the 

causation of mental illness.”438 

 

Lewis also identified examples of this new alignment of the formerly competing organic 

and environmental psychiatries – in 1927 the newly appointed Professor of Psychiatry at 

the University of Sydney, W.S. Dawson, voiced his opinion that “present day psychiatry 

appears chaotic unless it is recognised that the theories advanced by Freud, Jung, Janet, 

                                                      
431 Garton, Medicine & Madness, op. cit., p. 83. 
432 ibid., p. 83. 
433 ibid., p. 83. 
434 ibid., p. 83. 
435 ibid., p. 82. 
436 ibid., p. 82. 
437 ibid., p. 82. 
438 ibid., p. 82. 
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Morton Prince and Kretschmer… are not so much antagonistic as complementary…”439 

Dawson’s position was based on British psychiatrist Hughlings Jackson’s concept of 

integration. For Hughlings Jackson, Lewis explains, the nervous system is regarded as: 

 

 … a series of levels of increasingly complex organisation, in order of phylogenetic 

 evolution, could suffer lesions which produced symptoms of two kinds – negative ones 

 due to suspension of function, and positive ones due to the activity of levels normally 

 under the control of the higher damaged level. Dawson suggested this approach was 

 reconcilable with the ideas of the psychological school. Thus, Freud’s concept of the 

 ego could be seen as the highest level of integration functioning in the physiological 

 state of attention, the psychological counterpart of which is consciousness. Impairment 

 of the highest level of organic lesion or fatigue caused varying degrees of disintegration 

 and the phenomena which are recognised as the signs of mental disorder.440 

 

Rather than subscribing exclusively to the organic or environmental camp, Hughlings 

Jackson took the opposite approach of ‘integration’; Bostock embraced what he called a 

‘composite’ view of the origins of mental illness; Dawson called it ‘complementary’ – 

according to Lewis, eventually a new school of thought emerged for which “the 

fashionable term was eclecticism,”441 and its basic assumption that mental illness could 

be treated by a combination of organic and environmental therapies, and was therefore 

caused by a combination of organic and environmental factors, began informing in the 

parliamentary debates around mental health legislative reform. In the Legislative 

Assembly the following exchange took place during the course of discussions around 

the Mental Hygiene Authority Bill: 

 

 Mr Barry: Mental diseases are not necessarily inherited. 

 Sir Thomas Maltby (Barwon): [Referring to the “feeble-minded”] Their defects are 

 traceable from their early years. 

 Mr Barry: Yes, and to other factors, including environment, which is responsible for 

 many cases of mental disease.442 

 

                                                      
439 Lewis, Managing Madness, op. cit., p. 51. 
440 ibid., p. 51. 
441 ibid., p. 58. 
442 Mr Barry (M.L.A.) & Sir Thomas Maltby (Barwon), ‘Mental Hygiene Authority Bill’, Victoria, 

Parliamentary Debates (Hansard), Legislative Council & Legislative Assembly, Session 1950, 31 October, 

Government Printer, Melbourne, p. 1749. 
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Mr Cain (Member for Northcote) also remarked that it was his understanding that 

psychiatric patients’ illnesses “may be due to natural weaknesses or to their environment, 

to bad housing conditions, or to other factors.”443 In terms of tackling this condition which 

was now understood to be a problem with what was later referred to as the “gene-

environment”,444 no single therapeutic approach would do, and certainly by 1950, as Mr 

Sutton (Member for Albert Park) reported to the House, the members of the Australian 

Association of Psychiatrists were “by no means united in doctrine.”445  

 

In light of this new, progressive eclecticism, suddenly the old lunacy laws appeared 

archaic. According to The Hon. J.P. Jones (Minister of Public Works), “the term ‘lunatic’ 

has been full of superstition and reproach, and is gradually – at any rate, in scientific 

circles – falling into disuse.”446 Consequently, the out-dated ‘lunacy’ laws were 

abandoned as a new bill was brought before the House that proposed “to alter the 

designations of the Inspector-General of the Insane and of the Lunacy Department… in 

keeping with the spirit of the age.”447 

 

This “spirit” that conceived of mental illness as dual-natured problem of both organic and 

environmental origins abandoned the term lunacy and replaced it with the concept of 

mental “hygiene”. The primary objective of the Mental Hygiene Bill 1933 was to “apply 

the term ‘mental hygiene’ in cases where lunacy and the institutions which deal with the 

insane are concerned.”448 The Honourable J.P. Jones declared to the Legislative Council 

that “it will be necessary to alter the principal Act wherever the old terms appear, so as to 

bring the legislation into line with the view that these institutions are hospitals for the 

practice of mental hygiene.”449 But while the idea that mental illness was now a problem 

of hygiene stuck, the institutions in which the Minister envisaged it would be treated were 

                                                      
443 Mr Cain (Northcote), ibid., 9 November, p. 2035. 
444 Robson, B. (2008), ‘From mental hygiene to community mental health: psychiatrists and Victorian 

public administration from the 1940s to 1990s’, Provenance: The Journal of Public Record Office of 

Victoria, vol. 7, p. 9. 
445 Mr Sutton (Albert Park), ‘Mental Hygiene Authority Bill’, op. cit., 31 October, p. 1758. 
446  The Hon. J.P. Jones (Minister of Public Works), ‘Mental Hygiene Bill’, Victoria, Parliamentary Debates 

(Hansard), Legislative Council & Legislative Assembly, Session 1933, 29 November, Government Printer, 

Melbourne, p. 2927. 
447 The Hon. A.M. Zwar (M.L.C.), ibid., 29 November, p. 2933. 
448 The Hon. J.P. Jones, ibid., 29 November, p. 2928. 
449 ibid., p. 2928. 
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doomed as the major policy initiative of the Mental Hygiene Authority was developed and 

implemented: deinstitutionalisation, or the ‘emptying of the asylums’450. 

 

In 1950, the Mental Hygiene Authority Act was proclaimed to provide for the creation of 

a body to “formulate, control and direct general policy and administration” of the mental 

hygiene services in Victoria under the Principle Act, the Mental Hygiene Act 1933.451 

What this translated to in practice was the implementation of the Authority’s major policy 

initiative known as “deinstitutionalisation”. By the mid-twentieth century, the old 

Enlightenment concept of the curative asylum had given way to the view of the institution 

as a squalid, hopeless dumping ground, incarceration within which offered no therapeutic 

value whatsoever. Debating the measures proposed in the Mental Hygiene Authority Bill, 

member of the Legislative Council for Melbourne Province, The Honourable W.J. 

Beckett, declared that “Kew and Yarra Bend institutions should be immediately abolished; 

they are out-moded, out-dated and unscientific.”452 In place of the old institutional 

solution, the act instead would empower the new Authority to (among other things): 

 

 …establish or assist in the extension or establishment of – out-patient clinics for advice 

 and treatment in relation to mental or emotional disorder; hostels for the welfare and 

                                                      
450 Lewis, Managing Madness, op. cit., p. 57. 
451 In the fallout from the war, mental health services in Victoria had not fared well in terms of 

government funding to improve conditions in the state hospitals. In his history of the Mental Hygiene 

Service in Victoria, former Chairman of the Mental Hygiene Authority, Eric Cunningham Dax, reports 

that “very little money had been spent on mental hospitals before the war and by the time it ended they 

were in a bad way, more particularly because of the acute staff shortage” (Dax, E.C. (1961), Asylum to 

Community: The Development of the Mental Hygiene Service in Victoria, Australia, F.W. Cheshire, 

Melbourne, Canberra & Sydney, p. 15). In an effort to address these problems the Victorian government 

appointed a Mental Health Enquiry Committee, however its list of recommendations for reform in its 

1948 report was left largely unactioned (ibid., p. 15). With the service still in an unacceptable state and no 

hope of change forthcoming, yet another enquiry was commissioned in 1949, this time to be undertaken 

by a British expert, Professor Alexander Kennedy of the University of Durham (Lewis, Managing 

Madness, op. cit., p. 80). Upon review of the report of the earlier enquiry, Kennedy observed with dismay 

that “the great majority of the previous enquiry’s recommendations still remain to be implemented and 

many of the inhumane conditions which they discovered still exist” (Dax, op. cit., p. 17). His own 

recommendation, submitted in the 1950 Kennedy Report, was the complete overhaul of the entire 

administrative structure of the mental health services across the state. He proposed the replacement of the 

role of Director of Mental Hygiene with a three-person Authority and accompanying Advisory committee 

to report directly to the Minister for Health, “thus bypassing the bureaucratic tangles which [he] had 

identified as interfering with the autonomy of the former Mental Hygiene Department” (Robson, ‘From 

mental hygiene to community mental health’, op. cit., p. 6). In that same year the Victorian government 

passed the Mental Hygiene Authority Act and by 1952 the Authority itself was established, effectively 

putting to an end “the old pattern of a revelation of institutional defects followed by an official enquiry” 

(Lewis, Managing Madness, op. cit., p. 75). 
452 The Hon. W.J. Beckett (Melbourne Province), ‘Mental Hygiene Authority Bill’, op. cit., 28 November, 

p. 2564. 
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 rehabilitation of persons who are or have been under the control of the Mental Hygiene 

 Branch; a preventative service, including clinics, to deal with retarded defective and 

 problem children.453 

 

Deinstitutionalisation represented a major shift in emphasis “from traditional custodial 

care in large, closed institutions to maintaining the patient in the community.”454 It also 

represented, however, a significant development in the aetiology debate, for such 

maintenance now relied on an approach to the management of mental illness that 

considered both its environmental and organic elements simultaneously. The 

compatibility of community-based management with such social psychiatry-oriented 

strategies as “the introduction of a variety of other health professionals into the hospitals, 

particularly psychologists, occupational therapists, and social workers”455 is clear enough; 

this new approach, however, was jointly reliant on the concept of preventative medicine 

which took the distinctly biological shape of eugenic reform. According to Garton, in the 

decades preceding the roll-out of the deinstitutionalisation program, “preventative 

medicine became the catch-cry of Australian psychiatrists. Eugenics and early treatment 

were two halves of psychiatric preventative medicine.”456 

 

Deinstitutionalisation (i): social solutions 

 

Evidence of the influence of socially-oriented ideas on the formation of policy is clear 

from the parliamentary debates on the Mental Hygiene Authority Bill. Once the concept 

of the curative asylum had been rejected and the patient relocated to the community, then 

the way was paved for possible solutions that responded to the cause of mental illness 

also being located in the patient’s environment. Chief Secretary Mr Macfarlan informed 

the house that to his knowledge, “instead of lunatic asylums, banished into some out of 

the way place, psychiatric clinics are coming into being in our cities and in our general 

hospitals.”457 The establishment of “clinics” and the association of auxiliary services to 

general hospitals, as opposed to the continuation of specialised hospitals suggested a 

                                                      
453 Mental Hygiene Authority Act 1950 (Victoria). 
454 Lewis, Managing Madness, op. cit., p. 75. 
455 Wilson, E. (2012), ‘“The winds of change are blowing”: Australian psychiatry and anti-psychiatry in 

the 1960s’, The 1960s in Australia: People, Power and Politics, Robinson, S. & J. Ustinoff (eds.), 

Cambridge Scholars Publishing, Newcastle-upon-Tyne, p. 98. 
456 Garton, Medicine & Madness, op. cit., p. 77. 
457 Mr Macfarlan (Chief Secretary), ‘Mental Hygiene Bill’, op. cit., 5 December, p. 3170. 
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social element to the future of mental health care, which in turn implied a social element 

to its cause. Member of the Legislative Council Mr Barry suggested that “it may be 

possible to establish for mental patients outdoor clinics along the lines of those provided 

for sufferers of ear, nose, and throat troubles, tuberculosis and other physical ills. Why 

should there not also be after-care institutions where those who have been mentally 

afflicted can attend?”458 Mr Holt, Member for Portland, agreed that: 

 

 It is necessary to have extramural treatment with a system of out-patients, which would 

 be less costly and be of greater benefit to society as a whole. Towards this end the 

 authority should insist – I think it should be mandatory in the Bill – that at least one 

 member of the staff in any base hospital or centrally situated country hospital should be 

 highly trained and specialize in mental hygiene… Once there was established in local 

 hospitals one expert on mental hygiene the necessity would then arise for the 

 establishment at logically situated areas throughout the country of mobile clinics under 

 the command of a psychiatrist.459 

 

In a similar vein, Mr Mutton, Member for Coburg, also suggested that “one of the most 

desirable things it [the proposed MHA] could do would be to adopt as far as possible the 

boarding-out system.”460 

 

But the primary goal of the MHA was to “provide the community with a mental health 

service based on community planning instead of institutions”461 for by mid-century, it had 

become “quite clear that there can be no return to the previous system of prolonged 

hospitalisation in the institutional and custodial atmosphere of the past.”462 To ensure that 

this would indeed be the case, the Victorian government appointed a man to the position 

of Chair of the new Authority who embodied entirely this modern view, Dr Eric 

Cunningham Dax. In his Asylum to Community (1961) Dax outlined the approach he took 

to the establishment of community-based services in Victoria that was very much driven 

by the goal of relocating the focus of mental health care away from the old asylums: 

 

                                                      
458 Mr Barry, ‘Mental Hygiene Authority Bill’, op. cit., 31 October, p. 1750. 
459 Mr Holt (Portland), ibid., 31 October, p. 1804. 
460 Mr Mutton (Coburg), ibid., 31 October, p. 1808. 
461 Dax, op. cit., p. 4. 
462 ibid., p. 76. 
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 There are two ways of starting a community mental health service. The first is to 

 rearrange, adapt and add to the existing services. In this case, the facilities are arranged 

 around a mental hospital as the centre of activities. The hospital must then work to be 

 recognized and to have its  various extra-mural activities accepted by the local 

 community… The second and more satisfactory method is to start at the beginning, first 

 of all by interesting the community in mental health matters, although this is easier to 

 do when there are few pre-existing services. It is then possible to start by making a 

 close relationship with the general practitioner and preventative services, by parent 

 guidance, child education, assistance in the schools, and the establishment of retarded 

 children’s centres. The other services are put in as they are needed, commencing 

 with the out-patients and finishing with the mental rehabilitation hospital, as was 

 illustrated in the development of mental hygiene planning. It is thereby supposed that 

 the number of the long-stay mental hospital rehabilitation beds needed will be 

 considerably less  than the present needs in Western countries.463  

 

Such support services, in addition to the out-patients departments and day-hospitals, 

would include “hostels, sheltered workshops, social clubs and information bureaux,”464 

such that the ultimate goal of the combined mental hygiene services was “the patient’s 

discharge through the processes of treatment, resocialisation, industrial occupation, 

freedom, and community rehabilitation.”465 

 

Inasmuch as Dax appeared to be situated at the far environmental end of the aetiology 

spectrum based on his work in leading psychiatry out of the asylums and into the 

community, he in fact defined himself as a biologically-oriented psychiatrist with social 

sympathies. Privately, according to biographer Belinda Robson, Dax located psychiatry’s 

strength primarily in its “ability to identify and classify symptoms of somatic illnesses for 

which treatments were applied to the bodies of patients,”466 and was “more interested in 

pragmatic questions of diagnosis and patient control, [seeing] the areas of biological and 

neurological research as offering psychiatry more hope than psychoanalytic 

techniques.”467  

                                                      
463 ibid., p. 146. 
464 ibid., p. 204. 
465 ibid., p. 77. 
466 Robson, B. (2000), The Making of a Distinguished English Psychiatrist: Eric Cunningham Dax and 

the Mythology of Heroism in Psychiatry 1951 – 1969, PhD thesis, Department of History, University of 
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However, with the absorption of psychotherapy, and socially-oriented therapeutic 

techniques more broadly, into mainstream psychiatry, “Dax incorporated these new ideas 

with an eclectic zeal, demonstrating a flexibility in what he saw as constituting psychiatric 

medicine.”468 Historian Ann Westmore also highlighted the breadth of Dax’s attitude in 

his own account of his time at the Netherne Mental Hospital during World War II where 

he described the atmosphere as “just all-embracing… Everyone had their own particular 

specialty as well as their particular wards and we all mixed in together.”469  

 

Deinstitutionalisation (ii): biological assumptions 

 

Dax’s latent organicism was a happy coincidence for it meant that even while working to 

implement socially-based services, never did he find himself at odds with the distinctly 

biological assumptions in which the policy of deinstitutionalisation was equally 

grounded. Successfully removing patients from the asylums certainly relied on the 

adequate provision of care in the community which demanded socially-based solutions, 

but it also encompassed a strong emphasis on mental illness prevention in the hope that 

such solutions need not be sought. As Garton remarked, such preventative measures 

included early treatment and a eugenics program. Deinstitutionalisation and the relocation 

of psychiatric services to the community was the signature policy of the Mental Hygiene 

Authority Act 1950, the purpose of which was to provide for an Authority to administer 

mental hygiene services. The Principle Act under which the Authority would work, 

however, was the Mental Hygiene Act 1933 and the parliamentary debates around this 

Bill reveal a resurgence of support for eugenics reform in Victoria that demonstrates the 

influence of organic aetiologies of mental illness on the policy of deinstitutionalisation. 

 

During the course of the bill’s consideration in the Legislative Council, The Honourable 

Dr Harris declared his opposition to the bill’s provision for treatment in the community, 

pointing out that “if insane people were given leave, and permitted to home, they would 

demand their conjugal rights.”470 Being a man, he declared, “who does not believe in 

                                                      
468 ibid., p. 23. 
469 S. Bloch, ‘An interview with Eric Cunningham Dax by Sidney Bloch on 27 February 1996’, [Bloch, 

1996], p. 131, quoted in Ann Westmore, op. cit., p. 7. 
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breeding ineffective people,”471 he could not offer his support for the bill. The Honourable 

H.H. Smith also cautioned that management of mental illness in the community must be 

accompanied by adequate measures to prevent the unchecked proliferation of disease: “In 

connexion with the breeding of stock, and even the growing of fruit and vegetables, care 

is exercised to see that only the best types are reproduced… If the nation is to become 

more and more successful we must see to it that the human stock is kept pure.”472 The 

Honourable A.M. Zwar suggested that Australia look to the German example regarding a 

future eugenics program: 

 

 I think that the time will come when we shall have to give serious thought to the 

 sterilization of the unfit… Reports show that a start has been made in Germany, and if 

 the results show that Germany is on the right lines, probably every civilised country 

 will adopt a similar policy… I think that the time is not far distant when some method 

 based on those lines will have to be adopted in this country.473 

 

Meanwhile, in a lengthy but illuminating speech The Honourable J.H. Disney went as far 

as to recommend infanticide as a means by which to prevent the occurrence of mental 

illness and preserve the strength of the British race: 

 

Unfortunately no restriction is placed upon such people intermingling… At one time we 

boasted that one Britisher was equal to three men of any other nationality, but according 

to the statistics compiled during the war period the stamina of the British race is 

deteriorating very rapidly, and the cause of that is mainly the intermingling of those who 

are unfit… It is a most pitiful sight to see cripples and others affected by different diseases 

moving around our streets. As the unofficial Leader said, it would be a charitable act if 

some of the infants who are born into the world were put out immediately. I know of 

several cases in my own district where it could be seen from the day of their birth that the 

children were unfit, and in the interests of the community and all concerned it would have 

been a good thing if they had been put out of this world. It is a remarkable fact that we 

who profess to be so intelligent pass laws making it an offence to breed animals unless 

there is a guarantee of sound health, while no action whatever is taken as far as the human 

race is concerned. I am of the opinion that every boy and girl should be medically 

examined at, say, the age of fourteen or fifteen years,  and if found mentally afflicted, he 

or she should be sterilized. It is time we faced this question… We are neglecting our duty 
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when we do not examine this important matter. Other nations are dealing with it. If the 

subject is not faced fearlessly, the British race will degenerate into a third-class race.474 

 

Social foundations: the mental hygiene movement and the anti-psychiatry movement  

 

In the opinion of Andrew Scull, the adoption of the policy of deinstitutionalisation was 

“little short of astonishing. For it runs counter to a persistent century-and-a-half-old trend 

in precisely the opposite direction.”475 Such a turnaround did not occur spontaneously. 

Shorter has argued that “what initiated the massive discharge of psychiatric patients into 

the ‘community was the introduction of antipsychotic drugs,”476 such that “in a strict 

sense, therefore, deinstitutionalisation was a consequence of the second biological 

psychiatry.”477 Similarly, in the Australian context, Emily Wilson has also suggested that 

the impetus for deinstitutionalisation came from developments within psychiatry, arguing 

that “this decline [in the population of mental hospitals] was initially driven by treatment 

innovations, and later crystallized into policy.”478 

 

The reliance of these accounts, however, on the influence of the “psychopharmaceutical 

revolution” on the process of deinstitutionalisation is unsupported by the evidence, or at 

least this is the case in Victoria.479 The organic and environmental attitudes embodied in 

                                                      
474 The Hon. J.H. Disney (M.L.C.), ibid., 29 November, p. 2930. 
475 Scull, A. (1977), Decarceration: Community Treatment and the Deviant - A Radical View, Polity 
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476 Shorter, op. cit., p. 279. 
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agreement on this fact, however, was interrupted by the emergence and temporary popularity of Freudian 

psychoanalysis which assumed an environmental cause. Shorter’s use of the term “the second biological 

psychiatry” refers to the period beginning roughly the early 1970s when psychoanalysis fell from favour 

against renewed support for theories that located the cause of psychiatric illness in lesions in the brain 

(ibid., p. viii). 
478 Wilson, ‘“The winds of change are blowing”’, op. cit., p. 99. 
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‘Dismantling the asylum and charting new pathways into the community: mental health care in twentieth 
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the deinstitutionalisation policy of Victoria emerged from debates around the Mental 

Hygiene Act 1933 and the Mental Hygiene Authority Act 1950, both of which were 

proclaimed prior to the discovery of chlorpromazine in 1952.480 Furthermore, these 

accounts make no provision for the role of factors external to the profession of psychiatry 

in the development of the policy of deinstitutionalisation. Exactly this point is also argued 

by Scull: 

 

 Not surprisingly, in the circumstances (and given the coincidence in the timing and 

 introduction of Thorazine and the reversal of the upward trend in the numbers of mental 

 patients), an explanation of the policy of early release and the consequent decline in 

 mental hospital populations which has enjoyed a considerable measure of popularity in 

 some psychiatric and official circles simply attributes the transformation to the growing 

 use and  effectiveness of psychoactive drugs.481 

 

But, Scull continues: 

 

 … to rest content with an ‘explanation’ connected simply in terms of pharmacological 

 progress would imply the acceptance of a naively deterministic relationship between 

 technological advances and changes in social control styles and practices, to the neglect 

 of the influence of the social context in determining the uses to which these advances 

 are put.482 

 

Rather than explaining the adoption of the policy of deinstitutionalisation as the result of 

the return of the dominance of biological psychiatry brought about by the discovery of 

psychoactive drugs, other historians have sought an explanation for the emergence of the 

paradigm of eclecticism that fostered deinstitutionalisation in the unfolding of events 

external to psychiatry, the most obvious of which was World War II.  

 

For Westmore, it was the collective desire of competing psychiatric factions to achieve 

the imprimatur of science in the fallout from WWII that prompted the professional 

                                                      
480 The discovery of the antipsychotic effects of chlorpromazine is widely regarded as the beginning of 

the “psychopharmaceutical revolution” in psychiatry. Although John Cade first discovered the therapeutic 

properties of lithium in 1949, it wasn’t until years later that lithium was routinely prescribed in the 

treatment of mania/bi-polar disorder. 
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482 ibid., p. 85. 
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collaboration that resulted in the adoption of eclecticism in Victoria.483 Coleborne and 

Mackinnon state that deinstitutionalisation was indisputably “a product of post-World 

War II policy development,”484 heavily influenced, according to Lewis, by military 

experience. With the entry of Japan into the war: 

 

  … a psychology section was set up within the army… Wartime experiences with 

 psychiatry highlighted the importance of group factors for mental well-being. The 

 importance of re-socialisation of the patient was also highlighted… This emphasis on 

 the patient in society naturally led to thinking about the integration of psychiatric 

 services into the larger public health system… This was the beginning of a cumulative 

 movement away from the centrality of this type of institution [the traditional asylum]. 

 The organisation of care was to change within the hospital as well as in the 

 community.485 

 

Post-war social anxiety is regarded by Robson as a significant influence on the policy of 

deinstitutionalisation in Victoria: 

 

 The post-war era was one in which homogeneity and social assimilation characterised 

 policy around race, ethnicity and other difference. Indeed, the growing desire to return 

 psychiatric patients to their families and community also reflected this interest in 

                                                      
483 According to Westmore, in the general atmosphere of uncertainty generated by the fallout from World 

War II, psychiatry in Victoria found itself in need of a means by which to secure its professional future, 

but also found itself hobbled, once again, by the eternal dilemma of how to define itself: as a discipline of 

scientific medicine, or as a specialist form of healing art. Underlying this dilemma were the arguments of 

what Westmore identified as the three competing factions present within the profession at the time: 

biological psychiatry, social psychiatry, and psychotherapeutic psychiatry. Westmore argued that despite 

their differing perspectives on the underlying cause of and therefore appropriate treatment for mental 

illness, the three factions were most definitely in agreement that a secure future for their profession lay in 

its alignment alongside general medicine, which itself was busy cultivating an increasingly “scientific” 

reputation through an increased emphasis on the use of experiment. Westmore identifies Melbourne 

psychiatrist John Cade as the ‘prime mover’ behind the push for eclecticism who, in his rejection of the 

existing inter-professional competition, pleaded instead that: 

 

 Every worker must be free to choose whatever method he thinks suitable or likely to 

 succeed in solving the riddle... So on the one side would be needed biochemical, 

 pathological and neuro-physiological laboratories plus neuro-surgical and X-ray 

 departments... [together with] other facilities for psycho-analysts, psychologists and 

 social workers with space available for such psychological techniques as group therapy 

 and psycho-drama (Westmore, p. 148). 

 
484 MacKinnon, D. & C. Coleborne (2003), ‘Introduction: deinstitutionalisation in Australia and New 

Zealand’, Health and History, vol. 5, no. 2, p. 4. 
485 Lewis, Managing Madness, op. cit., p. 75. 
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 reducing the differences between people with mental illness and those without, by 

 assimilating groups which had previously been separated back into society.486 

 

Meanwhile, in the British context, Shorter claims elsewhere that WWII was the “crucial 

event in the genesis of social and community psychiatry.”487 Lewis, however, in the 

Australian context at least, credits the combination of organic and environmental factors 

discussed above, arguing that ultimately “the ‘emptying’ of the state hospitals was due 

less to the new drugs than to such factors as earlier treatment, [and] community-based 

facilities.”488  

 

Thus far it has been demonstrated that driving each aetiological paradigm shift throughout 

the history of mental health legislation in Victoria was a significant social event or 

development which informed attitudes towards mental illness: the organically-oriented 

1843 Dangerous Lunatics Act was shaped by the colony’s convict origins; the curative 

asylums proclaimed by the 1867 Lunacy Statute for the practice of ‘moral therapy’ traced 

their roots to progressive European Enlightenment thinking; the therapeutic pessimism 

that fostered a eugenic solution to the problem of mental illness embodied in the 1903 act 

was grounded in Darwinian ideas around heredity and degeneration; and a renewed 

emphasis on the value of environmentally-oriented approaches in the form of 

psychotherapy that characterised the 1915 act emerged from its success in the treatment 

of the war-derived condition of shell-shock; finally, drawing on Lewis’s argument, the 

organically-based early prevention measures and the environmentally-based community 

programs that combined under the new paradigm of eclecticism to produce the policy of 

deinstitutionalisation were directly informed by two co-emergent social forces, namely 

the mental hygiene movement and the anti-psychiatry movement, respectively. 

 

Although mental hygiene as a social movement first emerged in the early decades of the 

twentieth century in the US and Europe, it became a force in Victorian society by the 

interwar years.489 Once again, its coincidence with the social anxiety caused by World 

War II was not insignificant. For Garton, “the middle-class concern with threats to post-

                                                      
486 Robson, ‘From mental hygiene to community mental health’, op. cit., p. 28. 
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war stability broadened the base of support for psychiatric reform.”490 The cause for this 

concern was the fact that “the pre-war optimistic liberalism that had dominated Australian 

social thought and politics had collapsed under the weight of war, influenza epidemics, 

inflation and a growing fear of socialist revolution.”491 Consequently, the interwar years 

were characterised by a “social and political climate conducive to more conservative, 

authoritarian and drastic solutions.”492 

 

According to Garton, the mental hygiene movement “believed that mental disorder was 

‘at the heart of many social problems and all human unhappiness.’”493 The primary goal 

of the movement then was the prevention of mental disorder through early treatment and 

eugenic measures, which mainly took the form of the segregation of the unfit.494 He goes 

on to explain that: 

 

 The aim of the movement was to extend mental health principles and psychiatric 

 intervention beyond the narrow scope of mental hospitals and clinics. Psychiatry was 

 confined to the treatment of the ‘ill’, but psychiatric hygiene would help to prevent the 

 realisation of mental disabilities and thus reduce the ‘social chaos’ caused by defectives 

 and the neurotic.495 

 

Similarly, Lewis argues that “psychiatrists, aided by interested lay people, widely 

proclaimed the benefits of prevention in the interwar period,” where “the mental hygiene 

movement was the main vehicle for influencing community opinion.”496 The organic, 

medical basis of the mental hygiene movement was embedded in the concept of 

prevention – through the mental hygiene movement, “psychiatrists attempted to link their 

policies with a longer tradition of preventative medicine concerned with sanitation, waste, 

infectious diseases and the control of epidemics.”497 Support for organically-oriented 

management strategies such as early treatment and eugenics (segregation) experienced a 

resurgence such that by the interwar period “the pessimism of the view which saw insanity 
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based on heredity, the legacy bequeathed by late nineteenth century psychiatry, was partly 

offset by the claims made for prevention.”498 

 

The influence of the mental hygiene movement, through its advocacy of mental illness 

prevention via the strategy of segregation played a formative role in the two pieces of 

Victorian legislation of the same name, evidence of which is present in the debates around 

both the Mental Hygiene and the Mental Hygiene Authority bills. In his delivery of the 

Mental Hygiene Bill 1933 to the Legislative Assembly, Chief Secretary Mr Macfarlan 

praised the efforts of the mental hygiene movement for its role in combating the problem 

of mental illness: 

 

 Since the beginning of this century, the mental hygiene movement has made great 

 strides in the United States of America in the first place, then in Great Britain, and, to 

 come closer to home, in Victoria, where there has been formed voluntarily a Council of 

 Mental Hygiene, whose function it is to inform the public of the importance of this 

 subject, the necessity for its clearer understanding and the rejection of ancient 

 prejudices and superstitions.499 

 

Likewise, debating the Mental Hygiene Authority Bill 1950, Mr Holt, Member for 

Portland, stressed the importance for Victoria of an “adequate system of eugenics” for in 

his view, “a greater accent must be laid on prevention, early detection, and preventative 

mental hygiene than on a highly specialized and costly system of institutionalized curative 

mental hygiene.”500 The Mental Hygiene Authority Bill was subsequently passed to 

become the Mental Hygiene Authority Act 1950, the primary policy initiative of which 

became deinstitutionalisation. Thus, as Lewis concludes, it was (partly) the mental 

hygiene movement’s “concern with prevention and early treatment [that] led psychiatry 

into areas beyond its traditional locus of practice,”501 namely, out of the asylum. 

 

Meanwhile, at the other end of the scale, it was the New Left-inspired anti-psychiatry 

movement’s concern with the social construction (and deconstruction) of madness and the 

subsequent emergence of “community-based services” that equally contributed to the 
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demise of the institutional model. In his A History of Psychiatry: From the Era of the 

Asylum to the Age of Prozac Shorter asks “if drug therapy kicked deinstitutionalisation 

off, what kept it going, driving patients of all kinds into the community whether they were 

treatable with drugs or not?”502 Answering his own question he claims that “it was the 

combined pressure of the anti-psychiatry movement outside of medicine and of the 

ideology of community psychiatry within medicine.”503 It has already been argued that in 

Victoria, the policy of deinstitutionalisation had been formulated some years prior to the 

discovery and subsequent routine prescription of chlorpromazine. Scull has clearly 

demonstrated this in the British and American context in Chapter 5 of his Decarceration: 

Community Treatment and the Deviant – A Radical View (1977). Similarly, Robson 

suggests that in Victoria the value of drug therapies such as lithium and chlorpromazine 

lay in their capacity to support patients in the engagement with community-based services. 

Referring to the decades of the 1950s and 60s, Robson explains that: 

 

 This was a period that saw increased optimism about the new treatments which enabled 

 patients to leave hospital and use the new outpatient clinics. The project known as 

 ‘deinstitutionalisation’ saw the number of patients in Victorian psychiatric hospitals 

 decline by 33 per cent between 1963 and 1973. ‘Largactil’ (chlorpromazine) and 

 lithium were hailed by the psychiatrist J.F.J Cade… as allowing a ‘multitude of 

 schizophrenics [to be] maintained in the community, at home and working, whereas 

 once they would have been foredoomed to spend the rest of their days as chronic mental 

 hospital patients.’504 

 

In Victoria, deinstitutionalisation wasn’t “kicked off” by the advent of the drug therapies, 

rather, it represented the end product of a process that started with the anti-psychiatry 

movement’s fostering of an atmosphere critical of the conventional psychiatric 

establishment such that alternatives such as community-based services were allowed to 

flourish. According to Wilson, the social movement that was Australian anti-psychiatry 

was “very much influenced by the radicalism of the 1960s,”505 specifically the New Left 

movement which “attacked the medical hierarchy and the idea of ‘expertise’, emphasizing 

instead the validity of all feelings and experiences… In this it was linked to the 
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revolutionary spirit of the times.”506 Quoting Australian psychiatrist David Maddison, 

Wilson explains that “attacks of the New Left were simply the most recent manifestation 

of a tendency to want to believe that the causes of madness were located externally – ‘in 

the family, in the culture, in President Ford, in the multinational corporations, in the spread 

of moral decay through Communist influence, in the juxtaposition of the planets…’”507  

  

Anti-psychiatry in Australia, as historian Paul Laffey explains, “entailed two thematically 

interrelated lines of approach,”508 both of which depended on the assumption that the 

underlying cause of mental illness was not pathological and was instead located externally 

to the patient in their society. According to Laffey, “one strand of thought, championed 

by the Scottish psychiatrist R.D. Laing, questioned whether mental illness (typically, 

schizophrenia) was indeed an illness at all”509 – rather, mental illness was something that 

was socially constructed, the product of social, political and legal forces that combined to 

identify and label “deviant” behaviour. These ideas about the external origins of the cause 

of mental illness filtered through to the parliament of Victoria and into the debates around 

the Mental Hygiene Authority Bill with the Minister for Hawthorn, Mr Tyack, remarking 

that in his view: 

 

 It would appear that, very largely, the conditions which produce mental disorders are 

 the results of our present way of life. In Victoria, and indeed throughout the 

 Commonwealth and the whole world, people are suffering from a great deal of social 

 and industrial instability. From day to day, people are worried and harried by all sorts of 

 conditions which did not exist in the time of our forefathers. Is it any wonder, therefore, 

 that in these restless times people who may not be as well balanced as they might be are 

 likely to be eventually forced over the edge of the precipice and become mentally 

 defective. That is a problem which strikes at the roots of society.510 

 

Such attitudes ultimately influenced the appointment of Dr Eric Cunningham Dax to the 

role of Chairman of the Mental Hygiene Authority after its constitution was proclaimed 

                                                      
506 ibid., p. 101. 
507 David Maddison, quoted in Wilson, ibid., p. 106. Even Shorter concedes the social component of the 

anti-psychiatry movement: “Many other factors as well helped germinate the antipsychiatry movement, 

not merely changes within psychiatry itself. The whole social climate of the 1960s fostered hostility 

towards authority, medical and otherwise” (Shorter, op. cit., p. 273). 
508 Laffey, P. (2003), ‘Antipsychiatry in Australia: sources for a social and intellectual history’, Health 

and History, vol. 5, no. 2, p. 17. 
509 ibid., p. 17. 
510 Mr Tyack (Hawthorn), ‘Mental Hygiene Authority Bill’, op. cit., 31 October, p. 1794. 
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by the act who saw his role, in part, to help solve problems “such as are associated with 

migration, with the bringing up of children, marriage guidance or suburban expansion.”511 

In his Asylum to Community, Dax claimed that “if the figures are analysed as to what are 

the predominant social factors in the causation of psychiatric disorder, then the problems 

of old age, alcoholism, migration, and housing (including suburban expansion) are by far 

and away of the greatest importance in the genesis of psychiatric disorder.”512 It therefore 

followed that if mental illness was socially constructed, then it could also be socially 

deconstructed, and so the institution of the asylum was redundant – as Shorter pointed out, 

“if there’s no such thing as mental illness, how can we justify locking people up in 

asylums?”513 

 

Meanwhile, the asylum itself was also regarded as a contributing factor to the madness of 

its occupants. The second element of Australian anti-psychiatry, according to Laffey: 

 

 … interrogated particular structures, like the mental hospital, for their roles in the 

 creation  and maintenance of mental illness. The environment of the mental hospital 

 actively sent its inmates mad: the process of being inducted into the world of the ‘total 

 institution’ entailed the systematic stripping-away of the patient’s rights as a citizen, 

 and the reformulation of the subject as a sick person who needed, above all, to 

 acquiesce to the rules of the establishment in order to be adjudged cured.514 

 

With the theory of the therapeutic asylum seemingly in tatters, “the centre of gravity of 

psychiatric care,” remarked Dax, was “shifting from the mental hospital into the 

community, and more community services [were] therefore required.”515 Although 

deinstitutionalisation did entail the systematic decommissioning of the state’s monolithic 

asylums, in-patient care did not dissolve entirely, however, for those long-stay patients 

Dax stressed that “we must concentrate more on giving them what might be called a 

‘community factor’” which in his opinion was “likely to be gained from group 

rehabilitation more readily than in any other way.”516 That community factor, however, 

according to Dax, was most effectively generated and mobilised in the battle against 

                                                      
511 Dax, op. cit., p. 204. 
512 ibid., p. 204. 
513 Shorter, op. cit., p. 274. 
514 Laffey, op. cit., p. 18 
515 Dax, op. cit., p. 204. 
516 ibid., p. 76. 
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mental illness in the community itself and would take the form, he predicted, of “an 

increase in the out-patients and the day-hospitals, in the hostels, sheltered workshops, 

social clubs and information bureaux.”517 These measures though, Dax went on to warn, 

could never “be brought into being unless psychiatrists are available who are trained in 

the elements of social psychiatry, and are able to work in the community with a knowledge 

of the community needs.”518 For Dax, as the man employed to lead the implementation of 

the policy of deinstitutionalisation in Victoria, his task as he saw it was to ensure that 

“there can be no return to the previous system of prolonged hospitalisation in the 

institutional and custodial atmosphere of the past.”519 

 

These ideas about the non-pathological nature of the origins of mental illness, specifically 

in the form of the social construction of madness and the madness-making function of the 

asylum, were articulated on a global scale in the three classic anti-psychiatry texts: Erving 

Goffman’s Asylum: Essays on the Social Situations of Mental Patients and Other Inmates 

(1961); Michel Foucault’s Folie et Déraison: Histoire de la Folie à l’âge Classique (1961) 

[Madness and Civilisation: A History of Insanity in the Age of Reason translated into 

English in 1965]; and Thomas Szasz’s The Myth of Mental Illness: Foundations of a 

Theory of Personal Conduct (1961). Mackinnon and Coleborne argue that “these texts 

have been widely associated with the antipsychiatry movement in… Australia and New 

Zealand” and formed in large part the rationale underlying the “decision to move towards 

deinstitutionalisation or dehospitalisation and community-based services in the Western 

world in the late 1950s.”520 

 

--- 

 

This research thus far has charted the evolution of the aetiology debate and the shifting 

fortunes of the organic and environmental arguments for the origins of mental illness 

within psychiatry in Victoria from pre-separation through to its culmination by mid-

twentieth century in the paradigm of eclecticism. Historians of Australian psychiatry, 

                                                      
517 ibid., p. 204. 
518 ibid., p. 205. 
519 ibid., p. 76. 
520 Mackinnon & Coleborne, ‘Introduction: deinstitutionalisation in Australia and New Zealand’, op. cit., 

p. 7. 



 

 
 

126 

 

including Wright, Wilson and Westmore, have suggested that the adoption of an eclectic 

view of the aetiology of mental illness necessarily entailed an equally eclectic approach 

to its treatment521 – to concede that the underlying cause could be either organic or 

environmental, or some combination of both, was to simultaneously validate both 

organically- and environmentally-based therapeutic techniques, and even encourage the 

development of techniques that utilised elements of both. The resultant therapeutic 

freedom, it has been argued, is what facilitated the broadest interpretation of such 

techniques as DST and the therapeutic community that eventuated in the emergence of 

the scandals at Chelmsford and Townsville. 

 

More specifically, however, this research has also charted the aetiology debate through 

the lens of mental health parliamentary debates and legislation as they represent a rich 

source of evidence of the influence of broader social, political, cultural and economic 

forces on the direction of the debate that eventually found its expression in the form of 

policy – it has re-defined the aetiology debate as a social negotiation beyond the confines 

of the psychiatric profession that manifested itself in legislation. With the exception of an 

article by Australian historian of psychiatry, Belinda Robson,522 and a series of 

explanatory notes produced by the Public Record Office Victoria523, these questions 

around the social foundations of the aetiology debate as it oscillated throughout the 

history of psychiatry in Victoria have yet to be addressed and fully explored, thereby 

contributing to the element of novelty of this thesis. 

 

The remainder of this work represents the application of this analysis. As a comparable 

example of an Australian psychiatric scandal that has thus far escaped the attention of a 

formal inquiry, the Newhaven LSD scandal is contextualised within the process of the 

construction and implementation of the Poisons (Hallucinogenic Drugs) Regulations 

1967 that are themselves interpreted as a product of the latest eclectic phase of the 

aetiology debate. As Part I has demonstrated, the nature of the aetiology debate over time 

has been defined by prevailing social currents, therefore by extension the emergence of 

                                                      
521 Refer to the Introduction for details of their contribution to discussions around the aetiology debate. 
522 Robson, “From mental hygiene to community mental health”, op. cit. 
523 Function VF 128 – ‘Health, mental’, Public Record Office Victoria, 

http://access.prov.vic.gov.au/public/component/daPublicBaseContainer?component=daViewFunction&en

tityId=128.  

http://access.prov.vic.gov.au/public/component/daPublicBaseContainer?component=daViewFunction&entityId=128
http://access.prov.vic.gov.au/public/component/daPublicBaseContainer?component=daViewFunction&entityId=128
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the Newhaven LSD scandal is ultimately most faithfully understood not as the result of 

the failure of the psychiatric profession to resolve the question of the underlying nature 

of mental illness, but as representative of its time. 
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PART II 

LSD’S trip down-under: 

constructing the Poisons (Hallucinogenic Drugs) Regulations 1967 

 

 

LSD is now widely regarded as an illicit recreational drug524 synonymous with the 1960s 

counterculture movement, and is less popular today than other (particularly 

amphetamine-based) recreational drugs.525 Due in part to the unpredictability of the drug 

and the relatively high potential for unwanted side-effects, LSD is now categorised by the 

Australian Standard for the Uniform Scheduling of Medicines and Poisons (SUSMP)526 

as a Schedule 9 Prohibited Substance: a drug or poison that may only legally be used for 

research with a permit, applications for which are approved or rejected by the Secretary 

of the Department of Health.527 The manufacture, use, possession, sale or distribution of 

a Schedule 9 Prohibited Substance is prohibited by law in the state of Victoria under the 

Drugs, Poisons and Controlled Substances Act 1981.528 

 

Often described as a ‘psychedelic’529 drug, LSD acts primarily to alter the user’s 

perception of reality by producing hallucinations whereby the user experiences significant 

visual, auditory, spatial and temporal distortion.530 In addition to these sensory effects, 

                                                      
524 LSD is known by a variety of street names including acid, trips, blotters or microdots, according to the 

Australian Drugs Foundation, http://www.druginfo.adf.org.au/drug-facts/hallucinogens and the Australian 

Government National Drugs Campaign, 

http://www.drugs.health.gov.au/internet/drugs/publishing.nsf/Content/other3.  
525 National Drugs Campaign, Australian Government Department of Health & Ageing, 

http://www.drugs.health.gov.au/. Australian Institute of Health and Welfare (AIHW) (2011), ‘2010 

National Drug Strategy Household Survey report’, Drug statistics series no. 25, cat. no. PHE 145, 

Canberra. 
526 Otherwise known as the Poisons Code, the SUSMP is a legislative instrument used in the regulation of 

drugs and poisons in Australia. It is produced by the National Drugs and Poisons Scheduling Committee 

(NDPSC) of the Therapeutic Goods Administration (TGA), the Commonwealth regulatory authority for 

therapeutic goods within the federal government Department of Health and Ageing. 
527 ‘Poisons Standard March 2016’, Therapeutic Goods Administration, Department of Health, Australian 

Government, https://www.legislation.gov.au/Details/F2016L00174 . 
528 Drugs, Poisons and Controlled Substances Act 1981 (Victoria). 
529 Meaning literally “mind-manifesting”. The term was coined by British psychiatrist Humphry Osmond, 

an early pioneer of LSD-assisted psychotherapy in Canada. 
530 The story of Swiss chemist Albert Hofmann’s discovery of the effects of LSD intoxication has been 

well documented by Hofmann himself and others, with references to his “bicycle moment” – his own first 

experience of LSD intoxication – appearing regularly in the literature (see Hofmann, A. & J. Ott (trans.) 

(1980), LSD, My Problem Child: Reflections On Sacred Drugs, Mysticism, and Science, McGraw-Hill 

Book Company, New York, p. 12). In 1938, Hofmann was employed as a research chemist with Swiss 

pharmaceutical company Sandoz Laboratories, and in the course of his work on the alkaloids of the 

fungus Claviceps pupurea he isolated for the first time the twenty-fifth derivative of lysergic acid, or 

http://www.druginfo.adf.org.au/drug-facts/hallucinogens
http://www.drugs.health.gov.au/internet/drugs/publishing.nsf/Content/other3
http://www.drugs.health.gov.au/
https://www.legislation.gov.au/Details/F2016L00174
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physical effects can include injury due to diminished coordination, insomnia and elevated 

pulse, blood pressure and body temperature.531 Psychological effects can include 

euphoria, trance-like state, paranoia, fear, anxiety, confusion and depression.532 A 

particular psychological, and typically unpleasant, side-effect commonly associated with 

LSD use is the “flashback”, an unpredictable, spontaneous recurrence of the LSD 

experience that can occur repeatedly days, months or even years later. The field of 

psychiatry then might seem an unlikely match for a drug like LSD, however in its infancy 

LSD was a legal substance and it was for the exact purpose of conducting psychiatric 

research, and later treating various psychiatric conditions, that it was originally employed. 

 

Not only was Swiss chemist Albert Hofmann responsible for the isolation and synthesis 

of LSD, and the subsequent discovery of its psychoactive properties, but, importantly for 

this story, he also first identified that LSD might have a role to play in psychiatry. As a 

result of his own self-experiment, he became “aware that LSD, a new active compound 

with such [psychoactive] properties, would have to be of use in pharmacology, in 

                                                      
LSD-25. It wasn’t until five years later, however, that he accidently also discovered its profound sensory 

and psychological effects. In his autobiography, LSD, My Problem Child, Hofmann recalls “in the final 

step of the synthesis, during the purification and crystallisation of lysergic acid diethylamide in the form 

of a tartrate, I was interrupted in my work by unusual sensations.” He went on to describe these 

sensations in a letter to the Director of the Pharmaceutical-Chemical Department of Sandoz, Professor 

Arthur Stoll: 

 

Last Friday, April 16, 1943, I was forced to interrupt my work in the laboratory in the 

middle of the afternoon and proceed home, being affected by a remarkable restlessness, 

combined with a slight dizziness. At home I lay down and sank into a not unpleasant 

intoxicated-like condition, characterised by an extremely stimulated imagination. In a 

dreamlike state, with eyes closed (I found the daylight to be unpleasantly glaring), I 

perceived an uninterrupted stream of fantastic pictures, extraordinary shapes with 

intense, kaleidoscopic play of colors. After some two hours this condition faded away. 

 

Given that this substance was derived from a fungus known to be toxic, Hofmann reasoned that his 

experience had resulted from accidently absorbing some of the lysergic acid diethylamide during the 

synthesis. When the inebriation had passed, Hofmann concluded: 

 

LSD-25 behaved as a psychoactive substance with extraordinary properties and 

potency. There was to my knowledge no other known substance that evoked such 

profound psychic effects in such extremely low doses, that caused such dramatic 

changes in human consciousness and our experience of the inner and outer world. 

 

For multiple comprehensive descriptions of LSD intoxication including sensory, physical and 

psychological effects, see: Barr, H.L. et al. (1972), LSD: Personality and Experience, Wiley-Interscience, 

New York; Cohen, S. (1964), Drugs of Hallucination: The LSD Story, Paladin, St Albans; DeBold, R.C. 

& R.C. Leaf (eds.) (1969), LSD, Man & Society, Faber & Faber, London; Sankar, D.V.S. (1975), LSD - A 

Total Study, PJD Publications Ltd., New York. 
531 ibid. 
532 ibid. 
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neurology, and especially in psychiatry, and that it would attract the interest of concerned 

specialists.”533 

 

The first of these concerned specialists was psychiatrist Werner A. Stoll, son of 

Hofmann’s supervisor at Sandoz Laboratories, Professor Arthur Stoll. Following a series 

of pharmacological tests on animals, Stoll undertook the first investigation into the effects 

of LSD on human subjects from a psychiatric perspective. The investigation, carried out 

at the psychiatric clinic of the University of Zurich, involved the administration of 

between 0.02 and 0.13mg of LSD to a combination of mentally healthy subjects and 

schizophrenic patients.534 

 

As he was working with an entirely new, untested and untried substance, much of the 

focus of these early investigations was directed at simply observing and documenting the 

action of the drug and the variety of effects it produced. Stoll subsequently published his 

findings in an article in 1947 entitled “Lysergic acid diethylamide, a phantasticum from 

the ergot group”535 which essentially provided a descriptive account of the LSD state and 

reported a general feeling of euphoria from the participants.536 One significant observation 

made by Stoll during this early investigation, however, was the correlation between “the 

extraordinarily high activity of LSD [and] the activity of trace substances occurring in the 

organism that are considered to be responsible for certain mental disorders.”537 

 

A particular mental disorder to which the LSD state was compared was schizophrenia. 

This correlation presented an enormous opportunity for psychiatric researchers to be able 

to study this condition at will as it suggested the possibility of deliberately replicating the 

symptoms of schizophrenia to produce a “model psychosis” simply by administering 

LSD. By artificially inducing schizophrenia in otherwise mentally healthy subjects, 

researchers hoped that the underlying cause of the disease might be revealed. Furthermore, 

                                                      
533 Hofmann, LSD, My Problem Child, op. cit., p. 14. 
534 Stoll, W.A. (1947), ‘Lysergsaure-diathylamid, ein phantastikum aus der mutterkorngruppe’, Schweizer 

Archiv fur Neurologie und Psychiatrie, vol. 60, pp. 279-323. 
535 The term “phantasticum” can be taken to mean “hallucinogen”. This was the first classification of LSD 

as an hallucinogen. 
536 Stoll, op. cit., p. 323. 
537 Hofmann, LSD, My Problem Child, op. cit., p. 19. 
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this psychotomimetic538 property of LSD seemed to suggest a recognisably organic 

aetiology of schizophrenia. As David Healy explains in The Creation of 

Psychopharmacology (2002), one of the features of LSD intoxication which pointed to a 

biological basis for schizophrenia was the extraordinarily small size of the dose required 

to produce an effect: 

 

The fact that a vanishingly small amount of drug had to dissolve in and disperse through 

the body before affecting behaviour, and that an even smaller dose penetrated the brain, 

suggested strongly that there must be a receptor or specific site of action on which LSD 

was acting like a key that would unlock the changes it brought about.539 

 

The capacity of LSD to mimic psychosis without leaving detectable traces suggested “the 

possibility that the body produces an endogenous psychotogen”540 from which it therefore 

followed that perhaps conditions “such as schizophrenia would not be primarily mental 

disorders, but manifestations of an autointoxication of the organism and the brain caused 

by a pathological shift in body chemistry.”541 

  

Of greater significance for the profession of psychiatry more broadly, however, was the 

potential that the psychotomimetic properties of LSD held for the scientific legitimacy of 

psychiatric research. Much early LSD research was invested in understanding the 

interactions between LSD and a variety of other substances, with a particular focus on the 

identification of an agent that could counteract the effects of LSD, for “the possibility of 

blocking the LSD state, by premedication with another drug or by its administration at the 

time of fully developed LSD effects, was seen as a promising approach to the discovery 

of new directions in the pharmacotherapy of psychiatric disorders.”542 As Healy observes, 

with the fortuitous co-emergence of chlorpromazine with LSD (where the former was 

found to counteract the effects of the latter), “the possibility abruptly opened up that 

                                                      
538 Psychotomimetic – relating to or denoting drugs which are capable of producing an effect on the mind 

similar to a psychotic state. 
539 Healy, D. (2002), The Creation of Psychopharmacology, Harvard University Press, Cambridge, p. 

180. Healy discusses the notion of the receptor as one of two contributions LSD made to early psychiatric 

research, “the other was the transmethylation hypotheses of the cause of schizophrenia”, which together, 

he argues, “became the dominant biological theories for twenty years” (ibid., p. 182).  
540 ibid., p. 180. 
541 Grof, S. (1980), LSD Psychotherapy, Hunter House, Alameda, p. 20. 
542 ibid., p. 21. 
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psychiatry could become scientific.”543 By harnessing the psychotomimetic effect of LSD 

and controlling it with chlorpromazine, then “models could be created of madness whose 

parameters could be manipulated as one would manipulate the parameters of models in 

any other area of science.” 

 

Further to the research potential of the “model psychosis” hypothesis, and the scientific 

legitimacy it offered psychiatric research, Stoll also proposed that much could be learned 

from self-experimentation with LSD by mental health professionals. Based on the theory 

that an LSD trip was a “short, safe and reversible journey into the world of the 

schizophrenic,”544 then psychiatrists, psychologists, nurses and students were afforded an 

opportunity to have “the ability to understand psychiatric patients, approach them with 

sensitivity, and treat them effectively.”545 A psychiatrist himself, Stoll then undertook a 

course of self-experimentation with LSD which evidently served to confirm this theory 

for him.546  

 

This capacity for self-experimentation combined with the research potential of its 

psychotomimetic properties prompted Sandoz to make LSD available to research 

institutes and physicians on an experimental basis for further investigation. The drug was 

given the trade name Delysid, and accompanying the ampoules of liquid LSD was a 

prospectus that very much reflected the role it was intended to play in the latest psychiatric 

research – the leaflet indicated Delysid “be used to induce model psychoses of short 

duration in normal subjects, thus facilitating studies on the pathogenesis of mental 

disease,” and also recommended that “by taking Delysid himself, the psychiatrist is able 

to gain an insight into the world of ideas and sensations of mental patients.”547 

 

Following the discovery of the dramatic and profound effects of LSD on human 

psychology, researchers then proposed that LSD might have some therapeutic value in 

the management of mental illness.548 However, after a handful of relatively unsuccessful 

                                                      
543 Healy, op. cit., p. 107. 
544 Grof, op. cit., p. 21. 
545 ibid., p. 21. 
546 For Stoll’s account of his first self-experiment with LSD see Stoll, op. cit., reproduced in Hofmann, 

LSD, My Problem Child, op. cit., p. 21. 
547 See Appendix II for copy of the Delysid prospectus. 
548 Initially, LSD was employed in a variety of purely chemotherapeutic roles where an effect was 

expected simply as a result of its pharmacological action. In 1949, seeking to exploit Stoll’s report of the 
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incarnations as a chemotherapeutic agent two things had become apparent to therapists: 

1) LSD did not act chemotherapeutically but rather its most obvious effect seemed to be 

of a catalysing nature, and 2) factors determining the outcome of this activation of 

unconscious processes were entirely unrelated to the pharmacological action of the drug. 

As LSD researcher and therapist Stanislav Grof explains: 

 

Whether the emergence of the unconscious material will be therapeutic or destructive is 

not determined simply by the biochemical and physiological action of LSD. It is a 

function of a number of non-drug variables, such as the personality structure of the 

subject, the relationship he or she has with the guide, sitter or persons present in the 

session, the nature and degree of specific psychological help, and the set and setting of 

the psychedelic experience.549  

                                                      
euphoriant effect of LSD inebriation, Swiss psychiatrist Gion Condrau proposed the administration of 

LSD for the treatment of the symptoms of depression (Condrau, G. (1949), ‘Klinische erfahrungen an 

geisteskranken mit lysergsäure-diäthylamid’, Acta psychiatrie et neurologie, vol. 24, no. 9). In his 

account of the history of LSD therapies, fellow LSD researcher and therapist Stanislav Grof describes 

Condrau’s approach as having followed the “model of opium treatment” whereby “he administered small 

and progressively increasing daily doses of LSD to depressive patients” in the expectation that patients 

would experience an “alleviation of depression and positive changes in mood” (Grof, op. cit., p. 24). 

Although some change in mood was observed on occasion, Condrau was unable to attribute this 

exclusively to the action of the LSD. He further observed that regular and long-term use of LSD in 

depressive patients often in fact resulted in an overall “deepening of the pre-existing mood rather than 

consistent euphorization” (ibid., p. 25). Therapists’ attention subsequently shifted to the possibility of 

exploiting alternative physiological effects of the LSD intoxication. Some patients had reported having 

had a “profound and shattering experience” (ibid., p. 25), sometimes after just a single treatment session 

with the drug. Comparisons were drawn with existing shock therapies such as insulin coma, Cardiazol 

and ECT, and speculation briefly grew around the potential therapeutic value of LSD shock therapy. This 

avenue was also abandoned however, largely due to the fact that the shock effect “tended to occur in an 

elemental fashion, without a recognizable pattern, and frequently to the surprise of both the patient and 

the therapist,” making it highly unpredictable and virtually impossible to replicate (ibid., p. 25). 

Furthermore, while the capacity of LSD to induce shock was abundantly, if inconsistently clear, it was 

generally agreed that this form of therapy in isolation tended to be “more disorganizing and disruptive 

than therapeutic” (ibid., p. 25). By the late 1940s, therapists with newly acquired psychoanalytic training 

began to reconsider the merits of LSD therapy not just in terms of simply symptomatic relief but instead 

“within a special framework, in a situation of complex psychological support and after careful 

preparation” (ibid., p. 25). Therapists began using the drug in abreactive therapy, based on earlier 

research that had suggested that LSD was useful in facilitating the reliving of past traumatic experiences 

for the purpose of correcting previously inappropriate emotional responses to traumatic events and 

redirecting them appropriately (Robinson, J.T. et al. (1963), ‘A controlled trial of abreaction with lysergic 

acid diethylamide (LSD-25)’, The British Journal of Psychiatry, vol. 109, no. 458, pp. 46-53). Similarly, 

LSD was also deployed for its “activating effect” on chronic and fixated symptoms. Based on the 

assumption that certain psychoses progressed along a natural course towards a spontaneous remission, the 

“intensifying and mobilizing effect” of LSD was exploited in cases where progression was hampered by 

“manifest and latent psychopathological symptoms” (Grof, op. cit., p. 26). Essentially, therapists 

theorised that LSD would serve to clear a psychological hurdle on which the patient had previously 

fixated, thereby accelerating the natural healing process. The therapeutic use of LSD for its abreactive and 

activating effects enjoyed somewhat greater success than other plainly chemotherapeutic applications, 

however neither approach really gained much long-term clinical momentum beyond the general view that 

each was only one of a number of potentially effective actions of highly complex drug (ibid., p. 28). 
549 Grof, op. cit., p. 28. 
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Thus the results of chemotherapeutic applications of LSD were almost inevitably 

unpredictable and inconsistent “unless the non-drug variables [we]re sufficiently 

understood and controlled.”550 With the popularity of psychodynamic theory on the rise, 

psychoanalytically-oriented therapists became increasingly encouraged by the suggestion 

that rather than administering LSD for purely symptomatic relief, perhaps some form of 

LSD therapy might in fact be successfully developed “within the framework of a complex 

psychotherapeutic program.”551  

 

Meanwhile in Switzerland, based on Hofmann’s suggestion and the results of Stoll’s early 

research, Sandoz was keenly aware of the manufacturing potential of LSD but researchers 

remained unsure as to how best exploit its effects. Sandoz then took the step of 

deliberately marketing LSD as an unknown quantity for researchers and clinicians to 

explore, effectively outsourcing the research in exchange for supplying the drug free of 

charge. In 1949 Sandoz embarked on a marketing campaign in America and caught the 

attention of St Louis psychiatrists Anthony Busch and Warren Johnson who were 

searching for a solution to a perennial problem for their profession – they shared their 

fellow psychiatrists’ complaint that they regularly found it “difficult to elicit information, 

within a reasonable length of time, to develop a useful formulation of the patient's basic 

conflicts.”552 However, Busch and Johnson had observed “that patients were able to 

verbalize the repressed components of their conflicts during a toxic delirium” and so they 

set out on a search for “various drugs that might induce a transitory delirious state.”553 

When “the Sandoz Company called to our attention and made available d-lysergic acid 

diethylamide”, they immediately incorporated it into their existing psychotherapeutic 

program.554 In 1950 Busch and Johnson published the results of their first formal trial of 

LSD-assisted psychotherapy, and concluded that: 

 

L.S.D. 25 is a drug which induces a controllable toxic state within the nervous system that 

re-activates anxiety and fear with apparently just enough euphoria to permit recall of the 

provoking experiences. It does this without the sluggishness of speech difficulties so 

                                                      
550 ibid., p. 28. 
551 ibid., p. 28. 
552 Busch, A.K. & W.C. Johnson (1950), ‘L.S.D. 25 as an aid in psychotherapy (preliminary report of a 

new drug)’, Diseases of the Nervous System, vol. 11, no. 8, p. 241. 
553 ibid., p. 241. 
554 ibid., p. 241; see also Novak, S.J. (1997), ‘LSD before Leary: Sidney Cohen's critique of 1950s 

psychedelic drug research’, Isis, vol. 88, no. 1, p. 90. 
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frequently encountered with amytal or the more marked confusion encountered during 

I.S.T. and following E.C.T.  On the basis of this preliminary investigation, L.S.D. 25 may 

offer a means for more readily gaining access to the chronically withdrawn patients. It 

may also serve as a new tool for shortening psychotherapy. We hope further investigation 

justifies our present impression.555  

 

There would certainly go on to be a great deal of further investigation undertaken on the 

back of Busch and Johnson’s discovery of the value of LSD as an adjunct to 

psychotherapy, the large majority of which would be done in America as the adopted 

home of Freudian psychoanalysis. These investigations would yield evidence of two 

major benefits of the use of LSD in conjunction with psychotherapy: 1) LSD served to 

dramatically expedite the psychotherapeutic process and shorten the time usually needed 

to adequately treat certain disorders using traditional psychotherapy alone, 556 and 2) LSD-

assisted psychotherapy proved effective for patients with certain types of illnesses usually 

dismissed as an inappropriate choice for mainstream psychoanalysis or other varieties of 

traditional psychotherapy.557  

 

From this research a new psychiatric therapeutic technique emerged, “LSD 

psychotherapy” or “LSD-assisted psychotherapy”.558 Unlike other psychiatric drug 

treatments, LSD was not given to treat the symptoms of mental illness directly but was 

given as an adjunct to the primary therapeutic technique, the psychotherapy. The drug 

was administered in advance of the psychotherapy session based on the theory that its 

action served to bypass the conscious mind and expose the patient’s unconscious, the 

                                                      
555 Busch & Johnson, op. cit., p. 243. 
556 ibid., p. 243 – Busch & Johnson summarized: “It [LSD] may also serve as a new tool for shortening 

psychotherapy.” 
557 Grof, op. cit., pp. 28-29. 
558 See Chapter 5 for an account of Ronald A. Sandison’s development of the technique of LSD-assisted 

psychotherapy. During the 1950s, particularly with Humphry Osmond and Abram Hoffer in Canada and 

Betty Eisner and Sidney Cohen in the US, the technique of LSD psychotherapy claimed some success in 

the treatment of alcoholism, see Dyck, E. (2008), Psychedelic Psychiatry: LSD from Clinic to Campus, 

The Johns Hopkins University Press, Baltimore; Dyck, E. (2006), ‘“Hitting highs at rock bottom”: LSD 

treatment for alcoholism, 1950 – 1970’, Social History of Medicine, vol. 19, no. 2, pp. 313-329; 

Abramson, H.A. (1965), The Use of LSD in Psychotherapy and Alcoholism: Proceedings of the Second 

International Conference on the Use of LSD in psychotherapy, May 8–10, 1965, The Use of LSD in 

Psychotherapy and Alcoholism, Indianapolis, The Bobbs - Merrill Company, Inc. 
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location of the source of their distress.559 With the patient’s unconscious primed and the 

problem revealed, psychotherapy was then employed to resolve the issue.  

 

LSD-assisted psychotherapy arrived in Victoria in the mid-1950s,560 but, like other 

initially therapeutic drugs, it had also gained notoriety as a recreational drug by the mid-

1960s. This is not, however, what prompted Melburnian journalists to devote pages of the 

dailies to explanations of “How Melbourne became country’s LSD capital.”561 Rather, it 

was the enthusiastic and prolific misuse of LSD by a small number of Melburnian 

psychiatrists that came to dominate the media decades later once the full extent of the 

drug’s long-term side-effects became apparent. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
559 Busch & Johnson, op. cit., p. 243: “The effect [of the LSD intoxication] was in the nature of a 

transitory toxic state, which disturbed the barrier of repression and permitted a re-examination of 

significant experiences of the past, which sometimes were relived with frightening realism.” 
560 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5. 
561 Daley, P & A. Crawford (1991), ‘How Melbourne became country’s LSD capital’, The Sunday Age, 

21 July. 
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CHAPTER 5 

Psychotomimetics for psychotics:  

LSD psychotherapy’s Victorian debut 

 

 

From ‘model psychosis’ to the ‘analytical path’  

 

Dr Ronald A. Sandison was the first psychiatrist to use and publish on the therapeutic use 

of LSD in the United Kingdom, and his 1954 paper describing the results of his work on 

thirty-six patients at Powick Hospital was instantly regarded as the first and ultimate 

“handbook” for the clinical delivery of LSD psychotherapy. Sandison cultivated the 

prerequisite commitment to psychoanalytically-oriented psychotherapy early on in his 

career. In his autobiography, A Century of Psychiatry, Psychotherapy and Group 

Analysis: A Search for Integration (2001), Sandison traced his preference for 

psychotherapy (as opposed to the traditional physical therapies offered by mainstream 

psychiatry during the early to mid-twentieth century) to an episode from his childhood 

during which he took exception to his mother’s perception of the organic nature of mental 

illness: 

 

It began when I was seven or eight years old. Out driving with my mother we would 

sometimes pass the great asylums at Epsom and see lines of patients being escorted on a 

walk. Mother would remark on their ‘queerness’ and air her views on the hereditary 

nature of insanity, then current.562 

 

As a consequence of this event, Sandison resolved “from the beginning of my career in 

psychiatry… to obliterate the image of the mentally ill as an alien race.”563 In his first 

post as a trainee psychiatrist at Warlingham Park Hospital, Sandison was immediately 

drawn to analytically-sympathetic therapies and therapists, recalling that at Warlingham, 

“in the medical mess I began to hear words like ‘anima’, ‘the self’ and ‘mandala’ as part 

of the currency of mealtime discussions – I warmed towards the Jungians.”564 

                                                      
562 Sandison, R.A. (2001), A Century of Psychiatry, Psychotherapy and Group Analysis: A Search for 

Integration, International Library of Group Analysis, London, p. 19. 
563 ibid., p. 19. 
564 ibid., p. 17. 



 

 
 

138 

 

However, in his identification of his “desire to follow the analytical path,”565 Sandison 

was also in effect admitting his recognition of the alternative choice of the traditional 

physical therapies offered by psychiatry at the time. In his retirement, he reflected on the 

tension between the opposing approaches and identified it as having characterised his 

career, particularly the period during which he worked experimentally with LSD. 

Sandison recalled: 

 

One of my early discoveries was that there were, in the minds of the doctors, two kinds 

of patient: neurotic and psychotic. The policy of admitting as many patients as possible 

on a voluntary basis and the strongly analytical presence among the doctors resulted in 

there being two hospitals side by side. The neurotics were the ‘villa patients’ and the 

newly admitted psychotics and the long-stay patients were in the main building. The villa 

patients received psychotherapy, those in the wards received their ‘treatment’ at a 

distance, as it were. Physical treatments such as electro-convulsive therapy (ECT) and 

insulin coma therapy were at the height of their popularity, whilst the long-stay patients 

were still being dosed with chloral hydrate and paraldehyde, known as the ‘draught and 

powder’, or with bromide and valerian.
566

  

 

After five years at Warlingham, Sandison left for Powick Hospital in Worcestershire to 

take up his first consultant post.567 At the end of his first year he joined a study tour to 

Switzerland to observe its mental health system. Two of the first stops on the itinerary 

were the Sandoz pharmaceutical laboratories in Basel and the Burghölzli Hospital in 

Zurich.568 Sandison recalled that he was “tremendously excited by the work going on a 

Sandoz,”569 where a decade earlier Albert Hofmann had stumbled across the 

hallucinogenic properties of LSD. By the time of Sandison’s visit, “a world of extensive 

research, unknown to me until then”570 was revealed to him, largely in the form of the 

paper by Stoll571 that described the remarkable psychic effects of LSD on a handful of 

schizophrenics at the Burghölzli Hospital. At the conclusion of his tour, Sandison 

                                                      
565 ibid., p. 17. 
566 ibid., p. 18. 
567 ibid., p. 29. 
568 ibid., p. 32. 
569 ibid., p. 33. 
570 ibid., p. 32. 
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departed Sandoz with a copy of Stoll’s paper, a copy of the Busch and Johnson paper 

from the US, and “a box containing 100 ampoules of LSD.”572 

 

Immediately upon his return to England, Sandison determined to introduce a clinical 

programme using LSD as an adjunct to the growing practice of psychotherapy at Powick 

based on his confidence that “it was clear from the work already done that it [LSD] 

produced a loosening of mental associations, that it facilitated the transference, and that 

forgotten and sometimes painful memories could be released.”573 With nothing more than 

some “discussion and consultation” with his Powick colleagues and the Professor of 

Psychiatry at Birmingham required, Sandison had his clinical programme of LSD 

psychotherapy underway by the end of 1952, despite his own admission that at the time 

“there was as yet no theoretical basis for supposing that LSD could be used as a practical 

tool in combination with psychotherapy.”574 What he was confident of, however, was 

LSD’s absolute uniqueness, both as a substance in and of itself, and also of its unique 

compatibility with the underlying assumptions of psychoanalytically-oriented 

psychotherapy. For Sandison, LSD was not a drug in the traditional sense of the term, but 

almost psychotherapy in drug form: 

 

LSD does not behave like any other drug in the pharmacopoeia. It produces its 

psychological effects in minute doses, the observable bodily change are minimal. The 

effect varies not only from one person to another but in the same person on different 

occasions. It is not a drug in the specific sense of other remedies. I saw it as a tool for the 

promotion of psychotherapy, and I still maintain the same opinion.
575

 

 

From the outset, Sandison intended to publish the findings of his LSD programme and 

his first paper, published in partnership with two Powick colleagues Drs Arthur Spencer 

and J.D.A Whitelaw, appeared in the British Medical Journal in 1954 describing the 

results of the administration of LSD to thirty-six patients at Powick over the course of 

                                                      
572 Sandison, op. cit., p. 35. 
573 ibid., p. 38. 
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575 ibid., p. 39. 
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twelve months.576 As a relatively new drug, certainly to Britain at least,577 the first third 

of the paper was necessarily occupied with discussion of the properties, actions and 

effects of the drug; the middle section presented the method and results of the clinical 

investigation at Powick; the final section outlined Sandison’s recommended procedure to 

psychiatrists and nurses for the effective delivery of LSD psychotherapy. 

 

The paper stressed throughout the drug’s adjunct role and emphasized the point that any 

observed improvement in a patient’s condition should be attributed to the skilled 

deployment of the psychotherapy that had only been facilitated by the drug – 

 

We have been greatly impressed by this surging up of repressed experiences which has 

caused some of the most intense abreactions we have ever seen but it would be a mistake 

to suppose that all such experiences bring about an immediate cessation of neurotic 

symptoms. Obsessional neurotics, in particular, may be made worse for a time. For these 

patients, in whom the mechanism of repression is so strong, everything depends on 

whether they can come to terms with their repressed memories as they emerge into 

consciousness.
578

  

 

For Sandison and his colleagues at Powick, the drug itself held no inherent therapeutic 

benefit – rather, they theorised that: 

 

It seems more likely that LSD 25 has one mode of action in all patients and that its 

function is to disturb the interaction of unconscious and conscious mental processes thus 

setting in motion a train of psychic events the course of which is determined by the 

patient’s own psychological milieu.
579

  

  

As for the clinical investigation itself, the Powick paper reported that thirty-six patients 

were treated with LSD psychotherapy, with a history of mental illness ranging from less 

than one to greater than ten years duration, who suffered from a variety of neurotic and/or 

                                                      
576 Sandison, R.A. et al. (1954), ‘The therapeutic value of lysergic acid diethylamide in mental illness’, 

British Journal of Psychiatry (formerly Journal of Mental Science), vol. 100, no. 419, pp. 491-507. 
577 Sandison later reflected that his “use of LSD in psychotherapy was a totally new approach to the problem 

of psychoneurosis and associated conditions” (A Century of Psychiatry, Psychotherapy and Group 

Analysis, op. cit., p. 46). 
578 Sandison et. al., op. cit., p. 497. 
579 ibid., p. 497. 
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psychotic conditions.580 Working from the suggestion of the fairly limited literature at the 

time that LSD facilitated patients’ access to his or her unconscious mind, for their first 

investigation, Sandison and his colleagues “therefore selected patients whose mental life 

was characterized by a more or less complete separation from causative memories and 

from the inner psyche.”581  

 

As for the results, of the thirty-six patients treated, Sandison and his colleagues considered 

fourteen cases to have completely recovered, while of the twelve who were still in 

treatment at the time of publication, eleven were considered to have improved to some 

degree.582 Two cases were regarded as having not improved at all and one case refused to 

continue after the first treatment.583 The paper went on to discuss the number of treatments 

given, the relationship between the duration of illness and number of treatments, and 

rehabilitation considerations, before offering its final verdict on the efficacy of LSD 

psychotherapy – Sandison, Spencer and Whitelaw concluded that “our clinical 

impressions have convinced us that LSD when used as an adjunct to skilled 

psychotherapy, is of the greatest value in the obsessional and anxiety groups accompanied 

by mental tension,”584 but stressed once again that “we cannot emphasize too strongly, 

however, that the drug does not fall into the group of “physical” treatments and that it 

should be used only by experienced psychotherapists and their assistants.”585  

 

Following the presentation of the clinical results, the paper concluded with a description 

of the practice of LSD psychotherapy as it was developed and delivered at Powick, 

covering such aspects as indications for in-patient versus out-patient treatment, the role, 

qualifications and experience of the nursing staff, requirements for creating the 

appropriate environment for the treatment, indications for group therapy, and a set of 

prescribed instructions for the nursing staff.586  

 

                                                      
580 ibid., pp. 501-502. 
581 ibid., p. 501. 
582 One was regarded as “greatly improved”, six “moderately improved”, and in one case it was 

considered too early to assess the result (Sandison et. al., p. 502). 
583 ibid., p. 502. 
584 ibid., p. 504 (original italics). 
585 ibid., p. 504 (original italics). 
586 ibid., pp. 504-506. 
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Sandison, Spencer and Whitelaw’s paper was published in conjunction with an additional 

paper by Sandison alone entitled “Psychological Aspects of the LSD Treatment of the 

Neuroses” in which he presented in depth two of the cases at Powick which represented 

excellent examples of LSD’s capacity to recover repressed childhood memories, to the 

extent that “the patient feels he is transformed into the child he was at the time of the 

traumatic experience.”587 Childhood regression was a significant property of LSD 

intoxication for Sandison as it was especially conducive to resolution via Jungian 

analytical psychology.588 It was also the property that captured the attention of the British 

media. As Sandison later recalled in his autobiography, this “Alice-in-Wonderland” effect 

captivated the attention of the media and thrust not only LSD, but the very (largely 

unheard of to the ear of the general public in the 1950s) concept of drug therapies in 

psychiatry into the public domain for the first time.589 The goal of the press, however, 

was not sensationalism or luridness, but rather a desire to meet the needs of a British 

public keen to read about the real therapies emerging from a new form of medicine 

grounded in science and experiment. According to Andy Roberts, author of Albion 

Dreaming: A Popular History of LSD in Britain (2008): 

 

In British Prime Minister Harold Macmillan’s “never had it so good” decade of the 

Fifties, the media were naïve about drugs and much more interested in scientific potential 

than sensationalism. They saw LSD as a product of the scientific process and in the Fifties 

it was widely believed that science was the answer to all medical problems, so all the 

newspaper reports about the new therapy at Powick were positive. The media’s tacit 

reassurance that LSD was both harmless and useful would have gone a long way in 

encouraging patients to accept LSD therapy as being the conventional thing to do were it 

offered.590 

 

In the wake of such unexpected “national and international interest in the possibilities of 

the use of LSD in psychiatry”591 that followed the publication of the two papers, and 

encouraged by growing interest from within the profession, Sandison and his colleagues 

                                                      
587 ibid., p.496. 
588 Sandison, R.A. (1954), ‘Psychological aspects of the LSD treatment of the neuroses’, The British 

Journal of Psychiatry, vol. 100, no. 419, p. 508. 
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at Powick decided to make “representations to the Regional Hospital Board for purpose-

built premises to continue and develop the work.”592 By 1955, construction of Powick 

Hospital’s new £10,000 “LSD Block” to be led by Sandison was underway.593  

 

With the foreseeable future of his career now firmly cemented in the pioneering 

development of LSD psychotherapy, Sandison later reflected that it was at this point that 

the underlying tension that would come to define his psychiatric career began to manifest 

itself in his work. He perceived his commitment to LSD psychotherapy as something of 

a departure from mainstream, organically-oriented psychiatry, recalling that “entering 

this new world left me with many regrets for what I appeared to be abandoning. My 

medical training had given me a desire to assemble and sift facts, to reach a diagnosis, to 

search for the unusual and the obscure, and to match the diagnosis with a treatment 

plan.”594 Yet, the resonance he felt with Jungian psychoanalytic theory seemed entirely 

inconsistent with these goals. Consequently, Sandison was driven for the duration of his 

career to reconcile these two apparently incompatible approaches to the treatment of 

mental illness, and he determined to use the new LSD Block to achieve this objective: 

 

The setting up of the unit, and working with the intense experiences of my patients, gave 

me an entirely new focus. The process went some way towards fulfilling my dream of 

integrating traditional psychiatry with psychodynamics. What it actually achieved for me 

                                                      
592 ibid., p. 49. 
593 Roberts, op. cit., p. 25; Spencer, A.M. (1966), ‘Lysergic Acid Diethylamide’, British Medical Journal, 

Correspondence, July 2, p. 49. Roberts, however, is suspicious of the motivations underlying the swift 

establishment of the unit, speculating that the cost represented “an unprecedented amount to spend on a 

new, controversial and barely tested treatment” (Roberts, p. 25). Citing documents held at the National 

Archives in London, Roberts goes on to suggest that time and money posed no problem in the 

establishment of the LSD Unit at Powick because of the coincidental interest in the mind-altering 

properties of LSD of the British military. According to Roberts, Sandison’s colleague and friend, Dr Joel 

Elkes (founder of Birmingham University’s Department of Experimental Psychology), played an 

“instrumental” role in securing funding for the unit, with Sandison himself even recalling that “‘Joel 

Elkes gave the plan every possible help’” as he “had friends in high places” (Roberts, pp. 26-27). 

Sandison was apparently unaware that such high places included the Ministry of Defence (MOD), and 

according to Roberts, “by 1955, long before the planning and funding application for the LSD unit, Elkes 

had attended high level meetings at the MOD. These meetings were convened specifically to discuss LSD 

and Elkes played a key role in them, being recognized by the MOD as an expert in the field” (Roberts, p. 

26). Roberts’ theory is that the swift and smooth establishment of Sandison’s LSD Unit was less a result 

of the faith in the future of the therapy and more to do with facilitating MOD access to legitimate LSD 

research material with a view to the employment of LSD as a defence strategy. The National Archives 

documents on which Roberts’ theory is based, however, are not adequately referenced. 
594 Sandison, A Century of Psychiatry, Psychotherapy and Group Analysis, op. cit., p. 18. 
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was a bringing together of my need to combine being a ‘proper doctor’ with my desire to 

be a healer of minds.
595

 

 

The significance of this tension became even more apparent to Sandison (possibly as an 

outcome of his own personal analysis596), as he went even further to compare his divided 

loyalties between what he regarded as traditional organic medicine and psychiatry and 

Jungian psychoanalytic therapy with a much deeper conflict he had identified within 

himself. In his retirement he reflected that:  

 

… the quest for this reconciliation [between the good and evil within] has been projected 

into my work for the rest of my life. I explored it in a long see-saw of alternating interest 

between neurosis and psychosis; between drug-therapy and psychotherapy; by attempting 

to bring the ‘two psychiatries’ general and psychodynamic together; and in attaching a 

spiritual or religious dimension to my understanding of the patient.
597

 

 

Personal conflict aside, the underlying issue that Sandison identified of the absence of 

any agreed universal approach to the problem of mental illness clearly manifested itself 

in real terms in the way that Sandison, and the British psychiatric profession more 

broadly, conducted their work – it fostered an essentially experimental and autonomous 

treatment environment. As far back as his trainee days at Warlingham Park, Sandison 

recalled that the deputy medical superintendent Dr William Shepley readily consented, 

without comment on his particular therapeutic preferences, to his treatment of merely any 

patient “whom [he] thought [he] could help.”598 Referring to his decision to offer LSD 

psychotherapy in some cases, he explained that the choice was not dictated by its 

indication for the treatment of a particular condition, remarking that “You don’t really 

choose people for therapy by diagnosis, you treat them by a kind of feel you have, ‘I think 

I could help this chap or this woman.’”599 Summarising the general atmosphere of the 

early days of his psychiatric career, Sandison explained “I went my own way… The 

interesting thing about those beginning years was that no one said: ‘This is what you 

should be doing, this is where you should look’.”600 Although he conceded that a few 
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colleagues occasionally offered some guidance in the organisation and delivery of his 

therapy and the management of his patients, essentially, Sandison explained, “the way I 

set about these was my own.”601   

 

As much as experiment and autonomy were the order of the day for psychiatry in 1950s 

Britain, attitudes around clinical trials, informed consent and evidence-based medicine 

had shifted and developed dramatically by the turn of the century as the long-term side-

effects of LSD began to emerge in former LSD Block patients. The National Health 

Service (NHS) soon found itself in court facing forty-three compensations claims. In 

1995, the BMJ reported that Cheshire law firm Alexander Harris had won legal aid to 

investigate the compensation claims of up to fifty-six former LSD patients who 

complained of ongoing hallucinations, flashbacks, acute paranoia and chronic anxiety 

syndrome as a result of their treatment during the 1950s and 60s using high doses of 

LSD.602  

 

The article went on to explain that the claimants’ biggest challenge would be to 

demonstrate that their symptoms were the direct result of the administration of the LSD 

and not the effects of the respective mental illnesses for which they were being treated in 

the first place.603 Furthermore, the article pointed out, “they will also have to show that 

doctors were negligent in the way that they used the drug. There were no hospital ethical 

committees at the time to vet experimental treatment and no requirement for patients to 

give informed consent.”604 

 

In interviews with Andy Roberts for Albion Dreaming, Sandison addressed the 

compensation claims, reiterating the BMJ’s point that “before the Royal College and the 

Committee of Safety in Medicines… there were no ethical committees and no concepts 

such as Evidence Based Medicine whatsoever. One was left to get on with it, if one felt a 

                                                      
601 Sandison recounted the solitary example of when the medical superintendent at Warlingham Park, Dr 

T.P. Rees “urged, and even instructed, me to set up various projects, such as opening a club in Croydon 

for ex-patients and outpatients” (Sandison, A Century of Psychiatry, Psychotherapy and Group Analysis, 

op. cit., p. 20). 
602 Dyer, Clare (1995), ‘Patients given LSD may be able to claim compensation’, British Medical Journal, 

News, vol. 311, November 4, p. 1186. 
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treatment was right.”605 As for the issue of informed consent, Sandison explained that it 

just “did not fit the culture of the day.”606 In his autobiography he maintained that “as 

with all new treatments in medicine we followed the established principles of the day. 

Having said that, I feel that no further defence of what we were doing is necessary.”607 

 

Apparently, the law agreed. In 2002, the BMJ reported that although the NHS had agreed 

to pay out £195 000 in an out of court settlement to forty-three former LSD patients, 

according to a spokesman for the NHS Litigation Authority, this move in no way 

constituted an admission of negligence on the part of the NHS or of the NHS on behalf 

of its psychiatrists. The NHS spokesman explained:  

 

 The legal costs of proceeding to trial in these 43 cases alone could have exceeded £3m, 

 with a trial continuing for around six months. No admissions of liability have been 

 made, and the settlement was motivated by a desire on behalf of this authority to limit 

 the continuing accrual of legal costs on both sides, which have become disproportionate 

 to the damages involved.608 

 

--- 

 

During his time at Powick, on just the single occasion, Sandison followed the instructions 

on the leaflet that accompanied his supply of LSD 25 and took the drug for himself. 

According to Roberts, Sandison’s decision was ultimately fuelled by his commitment to 

the underlying premise that the strength of “the relationship between two people, the 

patient and the therapist” was key to the success of LSD psychotherapy.609 By taking the 

drug himself he would, as the leaflet suggested, “have an inkling of what his patients were 

going through, the better to engage in the psychoanalytic relationship.”610 In an interview 

with Roberts, Sandison remarked: “I think it is important that the therapist should have 

taken LSD himself, but it is essential he or she has a proper training in psychodynamics 
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and have themselves had a training analysis.”611 Reflecting on the experience itself, 

Sandison recalled:  

 

I learnt something about myself and about what the patients were experiencing. What I 

did learn was firstly you should never take LSD alone; you could get into all sorts of 

difficulties if you do. You need to have a trusted person with you; I had Sister Hopkin 

with me. We did it one Sunday, we were both off duty and she was just there, it was very 

helpful. It was part of the work of getting to know LSD.
612

 

 

It was almost entirely on the pioneering work of Sandison at Powick Hospital that the 

first investigation into the therapeutic use of LSD in Australia was based. 

 

Establishing a theoretical framework for LSD-assisted psychotherapy in Australia 

 

The technique of LSD-assisted psychotherapy as it was developed by Sandison (and as it 

would be employed by Whitaker in Victoria) very much reflected his own psychoanalytic 

orientation.613 Initial hopes of a favourable reception for the technique therefore were 

somewhat dependent upon the local psychiatric community’s position on Freud and 

psychoanalysis, and the paradigm of social or environmental psychiatry more broadly. In 

Australia this was not overly positive. According to Rubinstein and Rubinstein in their 

history of the Australian College, post-war Australian psychiatry “was almost completely 

isolated from European schools of psychoanalysis”614 and so was considerably less taken 

with it than their American counterparts.615 Rubinstein and Rubinstein went on to argue 

that the failure of Australian psychiatry to embrace psychoanalysis was partly due to the 

fact that “Australia and New Zealand received comparatively many fewer refugees and 

émigrés than the USA,”616 however it seems more likely that it was more so just a 

consequence of Australia’s firmly British heritage. 

                                                      
611 ibid., p. 30. 
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613 Recall Sandison’s affinity with the Jungians at Warlingham Park, refer to p. 127. 
614 Rubinstein & Rubinstein, op. cit., p. 162. 
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but in its pure Freudian form it remained a minor tradition in psychiatry.” Instead, Lewis claims, 
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As a colony of the British Empire, and by extension an adherent to the broader Western 

medical tradition, the psychiatric profession in Australia during this hiatus period617 into 

which LSD psychotherapy was welcomed was still very British, which itself remained 

essentially organic in its orientation.618 Lewis observed that: 

 

 The imperial connection and the slow development of academic psychiatry in Australian 

universities meant that the leadership of the state psychiatric services, the centre of the 

practice of psychiatry for a long time, was in the hands of British graduates until well into 

the twentieth century. Victoria retained that tradition perhaps longer than any other 

State.619 

 

Certainly the Diploma of Psychological Medicine was not established in Australia until 

1936 and was not first awarded until 1944, while the Australasian Association of 

Psychiatrists, the earliest version of a professional body representing psychiatry, was not 

founded until 1946.620 Lewis also pointed out that while British graduates may have 

maintained a hold on Australian psychiatry well into the second half of the twentieth 

century, at the same time it was also common practice for Australian students to head for 

London to complete their postgraduate training before returning home again to practice, 

thereby further reinforcing British preferences.621  

 

These preferences were for the most part recognisably organic – this has been firmly 

demonstrated by Shorter.622 In a colonial equivalent, the story told by Shorter of Western 

biological psychiatry is very much echoed in the Australian context by Lewis for whom 
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149 

 

Australia also remained grounded in an organic psychiatry, but was plastic enough that 

from the 1940s “orthodox psychoanalysis took root but remained a very minor 

influence.”623 Lewis referenced Anthony Clare’s concise summary of the mid-twentieth 

century British-Australian attitude towards mental illness and its treatment: 

 

 The medical model is an evolving one in which scientific methods... are employed, in 

which an illness is conceptualised as a ‘process that moves from the recognition and 

palliation of symptoms to the characterisation of a specific disease in which the etiology 

and pathogenesis are known and the treatment is rational and specific’... (However) 

Medical diseases do not exist independently of the people who are sick. The medical 

model, in short, takes into account not merely the symptoms, syndrome, or disease but 

the person who suffers, his personal and social situation, his biological, psychological and 

social status. The medical model, as applied to psychiatry, embodies the basic principle 

that every illness is the product of two factors – of environment working on the 

organism.624  

 

These roots of psychoanalysis in Australia actually date to at least 1911 with papers by 

Freud, Jung and Havelock Ellis being read at the Australasian Medical Congress.625 

However, based on the tone of reviews of Freud and Jung in the Australian Medical 

Journal in 1913, Lewis formed the view that “the general response to psychoanalysis in 

Australia was hostile, not surprising considering our British orientation.”626 Freudian 

theories were later championed in 1923 by Melbourne psychiatrist Paul Dane and his 

colleague Reginald Ellery, both founding members of the Melbourne Institute for 

Psychoanalysis.627 In fact, and probably not coincidentally, like LSD-assisted 

psychotherapy itself, Melbourne appears to have been the spiritual home of 

psychoanalysis in Australia with the Melbourne Institute established in 1940, while the 

respective Sydney Institute did not appear until 1951.628 

 

In her cultural history of psychoanalysis in Australia, like Shorter, Damousi also 

highlights the significance of the ethnic component to the reception of psychoanalysis 

                                                      
623 Lewis, Managing Madness, op. cit., p.51. 
624 ibid., p. 50. 
625 ibid., p. 52. 
626 ibid., p. 52. 
627 ibid., p. 54. 
628 ibid., p. 8. 
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abroad. Damousi identified “another striking theme of the post-war period [as] the way 

in which the history of psychoanalysis in Australia is also the history of migration.”629 

According to Damousi, “the first analysts from Europe to Australia were Jewish and came 

from Hungary during World War II.”630 Among them was Clara Lazar-Geroe who 

became the first training analyst in Australia at the Melbourne Institute in 1941.631 

However, as in the US, while the Jewish link was certainly present, for Damousi it was 

more so psychoanalysis’s potential efficacy in the treatment of war neuroses that would 

give it its best chance at cementing its reputation in the Australian context.632  

 

Overall the reception of Freudian psychoanalysis in Australia was certainly in no way 

comparable to the warm welcome it received in America, but neither was it entirely 

rejected. Its influence by the 1960s amounted to a total of “only eight analysts practicing 

in Australia: four in Melbourne (one non-medical), three in Sydney (two non-medical) 

and one in Adelaide.”633 But despite the relatively lukewarm response in Victoria to 

Freudian psychoanalysis specifically, it was only one element of a broader approach of 

psychodynamism that was recently learning to co-exist with older prevailing organic 

ideas under the new paradigm of eclecticism that was being adopted by psychiatrists in 

Victoria. The therapeutic atmosphere that was emerging in Victoria that encouraged 

practitioners to draw on elements of biological and social psychiatry simultaneously 

represented the ideal environment for the development of a technique such as LSD 

psychotherapy – as such, the majority of the Australian interest in and work on LSD took 

place in Victoria, to the extent that the state was retrospectively awarded the dubious 

honour of being the “LSD capital of Australia.”634  

 
The Newhaven study 

 

The account of Ronald Sandison’s career plays an important contextual role in 

understanding the episode that unfolded around the use of LSD at Newhaven Private 

Hospital in Victoria. LSD was first used in Australia, in its role as adjunct to 

                                                      
629 Damousi, Freud in the Antipodes, op. cit., p. 8. 
630 ibid., p. 8. 
631 ibid., p. 8. 
632 ibid., p. 8. 
633 Lewis, Managing Madness, op. cit., p. 54. 
634 Snow, D. (1990), ‘Acid Test’, 4 Corners, Australian Broadcasting Corporation, Ultimo. 
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psychotherapy, by Melbourne psychiatrist Dr Lance Howard Whitaker, whose earliest 

study and publication on the subject both references the expertise of Sandison and follows 

almost to the letter the instructions laid down in his 1954 paper.  

 

Whitaker was born in Melbourne on October 15, 1923, and took his medical degree from 

the University of Melbourne in 1947.635 During his time patching up war veterans at the 

Heidelberg Repatriation Hospital he quickly came to the conclusion that treating the 

physical damage inflicted by war was not sufficient to help his patients recover 

completely, with many of them also suffering mentally from their experiences. Like those 

before him who had turned to alternatives such as psychoanalysis to treat the war wounds 

of the mind, Whitaker decided to train as a psychiatrist and took his Diploma of 

Psychological Medicine (DPM) in 1951.636 He went on to put these skills to use as a 

consultant psychiatrist with the RAAF. He also held the position of honorary consultant 

psychiatrist for the Royal Women’s Hospital in Melbourne and was for a time a lecturer 

in the Social Studies and Criminology Departments at the University of Melbourne.637 

But it was during his time in private psychiatric practice that he first read Sandison’s 

paper and took an interest in LSD psychotherapy.638 

 

Whitaker had a number of beds at Newhaven Private Hospital, a small psychiatric facility 

in the wealthy inner-city suburb of Kew in Melbourne.639 The earliest reference to 

Newhaven as a psychiatric facility appeared in a report published in 1955, the Report on 

Mental Health Facilities and Needs of Australia by Alan Stoller, Chief Clinical Officer 

                                                      
635 Darby, E. (2013), ‘Obituary: Tribute to the late Dr L. Howard Whitaker, 15th October 1923 – 20th 

November 2012’, The Newsletter, Royal Australian & New Zealand College of Psychiatrists – New South 

Wales Branch, April 2013, p. 7; ‘Lance Whitaker – Notice’, The Age, Tributes & Celebrations, November 

24, 2012.  
636 Darby, op. cit., p.7; Eulogy, funeral of Lance Howard Whitaker, delivered by Mr Roy Ampt, Sacred 

Heart Catholic Church, North Albury, NSW, November 27, 2012.  
637 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5.  
638 Whitaker mentions that his earliest work with LSD occurred in 1956, but that at that point “he was 

unable to achieve any facilitation of psychotherapy; retrospectively, it is clear that the psychotherapy then 

used was inadequate” (Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5).  
639 The picturesque Victorian mansion at 86 Normanby Road was a private convalescent home from 1940 

until the early 1950s when it became Newhaven Private Hospital and specialised in in-patient psychiatric 

services. The property was originally called “Goldthorns” and was built in 1890 for Mr John Griffiths, the 

nephew of an English merchant, and his new wife, Margaret Wightman Davidson. Mrs John Griffiths died 

in 1928. Mr Griffiths remarried later and the 'Goldthorns' property was sold and subdivided in 1940. The 

house became Wondong Private Hospital. In 1942, the house is listed in the Sands and McDougall 

Melbourne Directory as Wondong Convalescent Hospital. The Directory records the house as Newhaven 

Private Hospital from 1958 to 1974. 
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of the Victorian Mental Hygiene Department. Under the section on Victorian Private 

Psychiatric Hospitals, Newhaven is listed as one of five “main psychiatric hospitals used 

by private psychiatrists”640 and is described as consisting of “30 beds – male and female. 

O.T. [occupational therapy] was done here. Full-coma insulin (six average).”641 

 

Guided by Sandison’s instructions, drawing from the pool of patients at Newhaven for 

his subjects, Whitaker “decided to attempt to evaluate the usefulness of the drug”642 for 

himself. He designed an investigation to “determine whether the results of psychotherapy 

by the same psychotherapist were significantly improved when lysergic acid diethylamide 

[LSD] was used as an adjunct to psychotherapy.”643 The investigation commenced in 

1961 and the results were published in the January 4, 1964 edition of the Medical Journal 

of Australia (MJA). 

 

It is clear from his article that Whitaker incorporated his use of LSD-assisted 

psychotherapy into his own Freudian psychoanalytically-oriented brand of psychiatry. 

His theoretical framework underlying the psychotherapeutic aspect of the investigation 

assumed: 

 

(i) that the essence of neurosis and personality disorder is the distortion of adult 

adjustment by the persistence of patterns of emotional reaction from infancy; [and] (ii) 

that the development of thorough awareness and understanding of the infantile situation 

and distress, and his reaction to both, enables the patient to re-evaluate himself, and his 

                                                      
640 Stoller, A. & K.W. Arscott (1955), Report on Mental Health Facilities and Needs of Australia, A.J. 

Arthur, Government Printing Office, Canberra, p. 89. 
641 ibid., p. 89. Insulin coma therapy is regarded as the first of the “shock therapies” in psychiatry 

developed by Manfred Sakel in the 1930s. It involved the administration of insulin to induce a 

hypoglycaemic coma. As a physical therapy, as distinct from psychotherapy and psychoanalysis that were 

popular in Europe at the time, it was not novel – bromide sleep therapy was already in use, however, it 

was more the shock to the brain from the hypoglycaemia than the rest afforded by the coma that was 

believed to be the active therapeutic agent. Following treatment with insulin, patients’ (usually 

schizophrenics) symptoms had noticeably improved. Although insulin coma could produce convulsions, 

in its infancy, these were regarded as side-effects of the new treatment. The idea that the convulsions too 

might also produce some therapeutic effect followed on from insulin coma therapy as Cardiazol/Metrazol 

therapy and electroconvulsive shock therapy (ECT) were subsequently developed. Collectively the three 

are regarded as the “shock therapies”, although, as Shorter and Healy point out, the medical shock of a 

hypoglycaemic coma is not the same thing as the shock of electricity that is delivered to the brain during 

ECT (Shorter & Healy, op. cit., p. 6; Shorter, op. cit., pp. 207-224). 
642 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5. 
643 ibid., p. 5. See also Whitaker, ‘Part II: Results’, op. cit., p. 41 – Whitaker thanks the staff of Newhaven 

Private Hospital for their assistance with the investigation. 
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adult environment, as an adult; and that this process of re-evaluation breaks the automatic 

infantile pattern of reaction, thus leaving him free to react to adult situations as an adult.644 

 

As an adjunct to or catalyst for the psychotherapy, LSD was given based on the hypothesis 

that it would enhance the psychotherapy in two ways: by facilitating “disinhibition” and 

“integration”. 

 

Manifestations of disinhibition were reduced defensiveness, increased capacity to relive 

early experiences and phantasies, heightened transference, increased appearance of 

unconscious material, increased suggestibility, and increased emotional expression. 

Manifestations of integrating effects included increased self-evaluation, modified 

evaluation of reality and a changed way of the patient’s seeing himself in relation to his 

environment.645 

 

The treatment group comprised 100 consecutive patients (51 male and 49 female) 

suffering from a range of psychoneuroses, personality disorders, sexual disorders or 

residual schizophrenia.646 A control group was also assembled consisting of patients 

treated in recent years for a similar range of diagnoses whose illnesses and treatments 

were of a similar duration.647 The process began with patients in the treatment group 

undergoing three to six preliminary psychotherapeutic interviews for the purpose of 

building rapport with the therapist and adjusting to the idea of the drug and its potential 

effects. Patients were educated on how to use particular effects of the drug to reconsider 

their problem and to ignore any distressing distortions that might occur. Patients were 

next asked to document their life history, including a description of their own 

understanding of the particular problem they were having. Patients were then admitted to 

hospital overnight where LSD was administered either intramuscularly or intravenously 

(100 – 250 gamma), combined with 200g of nicotinic acid.648 The experience was allowed 

                                                      
644 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 6. 
645 ibid., p. 7. 
646 ibid., p. 6. 
647 ibid., p. 6. 
648 The available dosages of LSD supplied by Sandoz were 25µg in tablet form or 100µg in 1ml solution 

for either oral or intra-muscular administration (see Appendix II). For reasons that remain unclear, 

Whitaker elected to quantify the dosage he used by specific weight, i.e. 100 – 250γ. Nicotinic acid was 

believed to reduce unhelpful perceptual disturbance but not affective reaction (Whitaker, ‘Part I: Clinical 

aspects’, op. cit., p. 7). 
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to endure for five hours at which point it was terminated with 100mg chlorpromazine and 

100mg amylobarbitone.649  

 

Finally, the patient was re-interviewed the following day and was asked to document their 

experience under the influence of the drug. Psychotherapy interviews continued between 

sessions which numbered 3.28 per patient on average, with four patients undergoing more 

than ten sessions.650 Results were divided into the categories of “Successful”651, 

“Borderline”652 and “Unsuccessful”.653 

 

Group Successful Borderline Failure Total 

LSD 47 18 35 100 

Control 12 30 58 100 

 

Table 1. Evaluation of results.654 

 

At first glance, these figures do not appear to offer any clear support for the use of LSD 

within the treatment group, and perhaps some support for its use compared against the 

treatment group, although Whitaker does warn that “the different results in the two groups 

appears dramatic; but since the control group was prepared retrospectively, the difference 

may be exaggerated.”655  

 

                                                      
649 Chlorpromazine (trade names Thorazine or Largactil), is an antipsychotic. Amylobarbitone is a 

barbiturate derivative with sedative and hypnotic properties. 
650 Whitaker, ‘Part II: Results’, op. cit., p. 36. 
651 A result was defined as “successful” if a patient was considered (in the therapist’s opinion) either 

“much improved” – cases in which there was at least almost complete relief from symptoms, or cessation 

of abnormal or anti-social motivation in personality disorders, together with a comprehensive apparently 

consistent awareness of the psychogenesis – or “recovered” – patients who achieved complete freedom 

from symptoms as above, and a thoroughly consistent understanding of themselves, and who felt, together 

with the therapist, that they were well equipped to stand up to subsequent stress without the support of the 

therapist, and without return to symptom formation or abnormal motivation (Whitaker, ‘Part II: Results’, 

op. cit., p. 36). 
652 “Borderline” described patients in whom there was either definite symptomatic improvement or 

comprehensive consistent awareness of the psychogenesis, but not both (ibid., p. 37). 
653 “Unsuccessful” cases were those in which patients evaded further treatment after one session and 

cannot be considered to have undergone psychotherapy with LSD, or patients’ symptoms or behaviour 

were unaffected by treatment, or patients who showed doubtful improvement where the patient or the 

therapist, but not both, considered that there had been some improvement (ibid., p. 37). 
654 ibid., p. 37. 
655 ibid., p. 37. 
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Continuing his evaluation, Whitaker considered a number of factors which may have 

influenced the results in an effort to identify some common or consistent feature of the 

treatment. In terms of diagnosis, successes, borderlines and failures were scattered 

randomly across the four categories of neuroses, personality disorders, sexual disorders 

and residual schizophrenia, with Whitaker commenting only that “there is no apparent 

reason for this remarkable variety.”656 Similarly, “the extremely wide range [of results] 

in each category indicates that age is not related to result.”657  

 

As for the duration of symptoms prior to treatment, the successful cases compared to the 

failed cases averaged 9.7 and 12.5 years, respectively, revealing nothing of particular 

significance about symptom duration.658 There was possibly some relationship present 

between the type of reaction to LSD659 and a successful result with 46 of the 47 successful 

cases having responded to the LSD by revivification or intense transference behaviour, 

however 31 of the failed cases also responded with revivication indicating “that this [the 

type of reaction to LSD] is not the only factor involved in the recovery process.”660 In 

considering the level of regression patients achieved during the treatment as a possible 

factor, Whitaker again conceded that “the scatter of figures indicates that there was no 

absolute relation between regression and result.”661  

 

Analysis of the depth of patients’ involvement in the treatment process only yielded the 

unsurprising observation that “success was usually associated with excellent or very good 

involvement in the treatment process, and that most of the failures occurred in cases in 

which the patient was not adequately involved in the treatment process.”662 Finally, the 

“attempt to determine whether emotional involvement with the therapist was related to 

result” was also inconclusive.663 Whitaker summarised these observations as follows: 

 

                                                      
656 ibid., p. 38. 
657 ibid., p. 38. 
658 ibid., p. 38.  
659 Nine types of reaction were identified: mute integration, cathartic revivication, non-cathartic 

revivication, symptom revivication, intellectualization, transference behaviour, ecstasy, no reaction and 

adverse reactions. 
660 ibid., p. 38. 
661 ibid., p. 39. 
662 ibid., p. 39. 
663 ibid., p. 40. 



 

 
 

156 

 

There were successes and failures in most conditions treated, and it was shown that age 

and duration of symptoms did not greatly influence the result. However, good results 

were predominant in patients who reacted to the drug by revivication and regression to 

the first five years of life. In addition to these two factors, which are probably directly 

related to the action of the drug, it was shown that two factors which directly reflect the 

psychotherapy – namely, involvement in the treatment process and involvement with the 

therapist – were important. When these four factors are positively apparent, one can 

expect a good result… It is concluded, therefore, that the key to assessment of the 

prospect of a good result lies, not in the diagnostic label, age or duration of the 

disturbance, but in an assessment of the patient’s motivation, his capacity to relate with 

the particular therapist, the rigidity of his defences and the intensity of anxiety and guilt 

likely to lie at the root of his symptom formation.664 

 

There were, however, also a number of clear statements to be made specifically 

concerning the “Unsuccessful” results and adverse reactions. The study reported one case 

where no reaction to the drug occurred, and fourteen cases where emergency termination 

by way of intravenous injection of sodium amytal was required due to uncontrollable 

acting out or intolerable distress.665 Of these fourteen cases, only four went on to achieve 

a successful outcome, while six remained unchanged in their progress, and the other four 

refused any further treatment with LSD.666 Of the remaining eighty-five cases, only half 

were successfully terminated by chlorpromazine and amylobarbitone,667 prompting the 

recommendation that “it is not safe to use LSD on an out-patient basis.”668 Of a total of 

328 treatment sessions with the drug, there was one occasion on which “the patient 

complain[ed] of a recurrence of the LSD effect on the following day,”669 a side-effect 

which would later become known as a “flashback”. Finally, in an effort to address early 

concerns about the psychotomimetic effects of the drug, Whitaker claimed that “in no 

case was there any suggestion of precipitation of psychosis, and no patient developed 

additional symptoms, although several refused further treatment because they found the 

experience too distressing.”670 

 

                                                      
664 ibid., p. 41. 
665 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 8. 
666 ibid., p. 8. 
667 100 mg of each, delivered orally (ibid., p. 8). 
668 ibid., p. 8. 
669 ibid., p. 8. 
670 ibid., p. 8. 
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Despite these observations, Whitaker’s final conclusion is favourable, but general – 

“psychotherapy with lysergic acid diethylamide has been shown to produce better results 

more quickly than equivalent psychotherapy without LSD.”671 To account for the 

significant number of borderline and unsuccessful cases, he explained that “retrospective 

examination of the failures in the present series reveals defects in the psychotherapy,672 

although a good ‘LSD-effect’ was produced.”673 Similarly, he regarded the psychotherapy 

as the point of weakness in his earliest [unpublished] work with LSD in 1956, claiming 

that this first treatment was unsuccessful as he was “unable to achieve any facilitation of 

psychotherapy” because “the psychotherapy then used was inadequate.”674 The 

improvement in results between 1956 and 1961 he attributed to an equivalent 

improvement in his psychotherapeutic skill,675 and any persistent failures he put down to 

the fact that “there is no uniformity in views expressed as to how the drug facilitates 

psychotherapy,”676 although he saw this as not so much the fault of the drug but of the 

psychotherapy having no universally accepted theoretical basis.677 Despite this, Whitaker 

did not abandon LSD-assisted psychotherapy. Rather, as will be discussed further later 

on, for Whitaker, his results seemed to inspire further investigation rather than rejection 

of the technique. 

  

Finally, it is important to note at this point, that Whitaker had initially chosen to disregard 

the advice of the instruction leaflet accompanying the supply of LSD from Sandoz that 

“by taking Delysid himself, the psychiatrist is able to gain an insight into the world of 

ideas and sensations of mental patients,”678 and decided rather to use this investigation 

“to evaluate the usefulness of the drug before subjecting himself to its action.”679 

Somewhere between the undertaking of his first investigation and subsequent 

administrations of LSD-assisted psychotherapy to his patients, however, Whitaker did 

decide to act on this and on the advice of other investigators before him that “the therapist 

                                                      
671 Whitaker, ‘Part II: Results’, op. cit., p. 41. 
672 My italics. 
673 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5. 
674 ibid., p. 5. 
675 ibid., p. 6. 
676 ibid., p. 5. 
677 ibid., p. 6. 
678 ‘Delysid (LSD 25) D-lysergic acid diethylamide tartrate’, Sandoz Ltd., Basle, Switzerland – copy of 

prospectus in ‘Hallucinogens’ file, Department of Health (Victoria), 50 Lonsdale Street, Melbourne, 

3000. 
679 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5. 
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should have had personal experience with the effects of LSD… [and] that the therapist 

should have had extensive personal analysis himself, as well as a series of at least 20 to 

40 sessions with the drug.”680 All of Whitaker’s work with LSD-assisted psychotherapy 

after this initial investigation would therefore be influenced by his own experience of the 

drug. 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

 

                                                      
680 ibid., p. 5. 
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CHAPTER 6 

Disciplining the “problem child”: 

the custody battle between Sandoz and the Victorian Department of Health 

 

 

Extraordinarily, in the space of just a decade, LSD’s reputation as a promising new 

therapeutic tool had dwindled to that of a mere street drug. Just as it had in the US and 

UK, albeit on a significantly smaller scale, by the end of the 1960s LSD in Australia had 

emerged alongside its more sober purpose as a fledgling psychiatric therapeutic agent as 

the recreational drug of choice for the Melbourne and Sydney youth counterculture. As 

Dr Eric Seal observed in his reflections on the tumultuous history of the drug in the 

Australian and New Zealand Journal of Psychiatry, “the mid 1960’s witnessed an odd 

reversal of use from the professional to the amateur. Many doctors and very many 

psychiatrists gradually gave up using LSD… [while] on the other hand, more and more 

lay people were lured into LSD experiences.”681  

 

It was the “deliberate provocation of mystical experience, particularly by LSD and related 

hallucinogens” that Albert Hofmann warned “entails dangers that must not be 

underestimated.”682 In the foreword to his book LSD, My Problem Child, Hofmann, the 

“Father of LSD”, lamented that “the history of LSD to date amply demonstrates the 

catastrophic consequences that can ensue when its profound effect is misjudged and the 

substance is mistaken for a pleasure drug.”683 Over the course of his career as a research 

chemist and investigator of hallucinogenic substances, Hofmann accumulated much 

experience with the drug through which he came to the belief that with “special internal 

and external advance preparations… an LSD experiment can become a meaningful 

experience.”684  

 

But recreational users out for a new high tended to ignore this recommendation and the 

“bad trips” that resulted translated to an equally bad reputation for the drug in medical 

                                                      
681 Seal, op. cit., p. 65. 
682 Hofmann, LSD, My Problem Child, op. cit., p. 4. 
683 ibid., p. 4. 
684 ibid., p. 4. 
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circles.685 It was this squandering of its therapeutic potential as a result of its adoption as 

the sacrament of the youth counterculture and by others seeking to exploit its entheogenic 

value that for Hofmann “caused LSD to become the problem child.”686 Hofmann, in an 

effort to “guard against increasing abuse of this extraordinary drug,”687 took the step of 

documenting the story of its discovery and development in the hope “that if people would 

learn to use LSD's vision-inducing capability more wisely, in medical practice and in 

conjunction with meditation, then in the future this problem child could become a wonder 

child.”688 But the damage was done, and it would have far reaching consequences, for 

both Hofmann and his employer Sandoz. In his autobiography, Hofmann reflected: 

 

This joy at having fathered LSD was tarnished… when LSD was swept up in the huge 

 wave of  an inebriant mania that began to spread over the Western world, above all the 

 United States, at the end of the 1950s… The more its use as an inebriant was 

 disseminated, bringing an upsurge  in the number of untoward incidents caused by 

 careless, medically unsupervised use, the more LSD became a problem child for me and 

 for the Sandoz firm.689 

 

Hofmann was very clear on who he held accountable for the corruption of his discovery, 

stating firmly in his book that “the evolution of LSD from remedy to inebriating drug was 

primarily promoted by the activities of Dr. Timothy Leary and Dr. Richard Alpert of 

Harvard University.”690 Leary and Alpert co-founded the Harvard Psychedelic Project 

which began as a research program endorsed by the Harvard Centre for Research in 

Personality to investigate how best to harness the properties of hallucinogenic drugs 

(specifically psilocybin) “to accelerate behaviour change.”691 However, under the 

                                                      
685 For lay users, the activity of ingesting LSD became known as taking a “trip”, a literal reference to the 

often mystical or spiritual journey that characterises the psychedelic experience. 
686 Hofmann, LSD, My Problem Child, op. cit., p. 4. 
687 ibid., p. 4. 
688 ibid., p. 4. 
689 ibid., p. 30. 
690 ibid., p. 32.  
691 Leary, T. (1983), Flashbacks: A Personal and Cultural History of an Era, G.P. Putnam's Sons, New 

York, p. 4. Leary was heavily influenced by the emerging “humanist” psychology of Carl Rogers, 

Abraham Maslow and Harry Stack Sullivan who held that “the therapist ought to be a ‘democratic 

participant’ in the group rather than an outside authority figure” (Greenfield, R. (2006), Timothy Leary: A 

Biography, Harcourt Inc., Orlando, p. 73). From this Leary developed his own theory of existential-

transactional psychology on which the research would be based: 

  

By existential I meant that psychologists should work with people in real-life situations, 

like a naturalist in the field, observing behavior in the trenches. We should treat people 

as they actually are and not impose the medical model on them… By transaction I meant 



 

 
 

161 

 

influence of a growing number of his own psilocybin experiences, Leary underwent what 

he called a “neurological revolution”, following which he resolved to reject scientific 

detachment in favour of social activism, declaring that within the project “we would no 

longer be psychologists collecting data. We would create data.”692 Leary’s new goal was 

to transform the project into: 

 

… the ultimate form of democratic psychology in action. Everyone would take turns 

ingesting the mushrooms and observing one another, while keeping careful records of 

what they experienced during the sessions and how it was affecting them. There would 

be no diagnosis, no withholding of information or results.”693  

 

It was partly this departure from scientific principles, but more significantly the inclusion 

of students as participants in the project (some of whom were beginning to suffer some 

of the unpleasant side-effects of LSD intoxication), that drew criticism from colleagues – 

Professor Herbert Kelman lodged a formal complaint with the Director of the Centre for 

Research in Personality, David McClelland:  

 

I wish I could treat this as a scholarly disagreement but this work violates the values of 

the academic community. The program has an anti-intellectual atmosphere. Its emphasis 

is on pure experience, not verbalized findings. It is an attempt to reject most of what the 

psychologist tries to do… I’m also sorry to say that Dr Leary and Dr Alpert have taken a 

very nonchalant attitude towards these experiments – especially considering the effects 

these drugs might have on the subjects. I am not at all impressed by the way they are 

                                                      
that psychologists shouldn’t remain detached from their subjects. They should get 

involved, engaged in the events they’re studying. They should enter each experiment 

prepared to change as much or more than the subjects being studied (Leary, op. cit., p. 

17.) 

 

In the beginning, according to Leary: 

 

The experiments would not follow the medical model of giving drugs to others and then 

observing only external results. First we would teach ourselves how to use the drugs, how 

to run sessions. Since we were using a new kind of microscope, one which made visible 

an extraordinary range of new perceptions, our first task was to develop experimental 

manuals on how to focus the new tools. The scientists we trained could then use the drugs 

precisely and safely, on themselves and others, to study any and all aspects of psychology, 

aesthetics, philosophy, religion, life (ibid., p. 37). 

 
692 ibid., p. 50. 
693 Greenfield, op. cit., p. 116. 
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administering this project… I just don’t think that this kind of thing should be encouraged 

in this department.694 

 

The conflict escalated to the point that Leary decided that in order to carry on his research 

as he saw fit, “the honorable thing to do was to dissociate from Harvard and form a new 

organization.”695 It was after his departure from Harvard that Leary met British 

psychedelic “researcher” Michael Hollingshead who was keen to collaborate on the 

psychedelic project using a substance he had been “investigating”: lysergic acid 

diethylamide, or LSD, a new consciousness-expanding agent that Leary later reflected 

made psilocybin look like the “child’s toy of the Indians.”696 From thereon, the direction 

of his research changed fundamentally. Leary recalled that previously, everyone on the 

project team was happy to work with psilocybin, “the nice friendly love drug,” but then 

when LSD arrived it “propelled us into a dissipative chaos. New circuits of the brain were 

open and there was no going back. Everyone in the research project breathed a heavy 

sigh, bade final farewell to picturesque psilocybin, and bravely signed up for the new 

level of exploration.”697 The meeting of Timothy Leary and LSD fundamentally altered 

their respective reputations – Leary’s transformation into the psychedelic guru out to turn 

on the world was complete, while LSD officially slipped into medical obscurity as it 

assumed its new role as the counterculture sacrament of choice for a generation of 

undergraduates committed to the psychedelic cause.698 

                                                      
694 Weil, A.T. (1963), ‘The strange case of the Harvard drug scandal’, Look Magazine, Des Moines, Iowa, 

p. 6. 
695 Leary, op. cit., p. 159. Leary was warned that if he failed to return to his teaching and supervision 

responsibilities he’d be considered as being AWOL, the penalty for which would be the termination of his 

contract. According to McClelland, “Tim thought it was more interesting to be fired so he didn’t come 

back. And he was fired. But he was fired technically for being AWOL. Not for taking drugs” (Greenfield, 

op. cit., pp. 195-196). In January 1963, Leary launched the International Foundation for Internal Freedom 

(IFIF), charged with the mission of establishing a series of research institutes, or “Freedom Centres,” across 

the country to conduct organized training in the intelligent use of psychedelic drugs.  
696 Greenfield, op. cit., p. 165. Leary had heard of LSD but was initially reluctant to deal with it, recalling 

that “everything I had heard about the lysergic acid sounded ominous to me. The mushrooms and peyote 

had been grown naturally in the ground and had been used for thousands of years in wise Indian cultures. 

LSD, on the other hand, was a laboratory product and had quickly fallen into the hands of doctors and 

psychiatrists. Then too, I was scared” (ibid., p. 165). Two months passed before he finally embarked on 

his first LSD trip, later calling it “the most shattering experience of my life” (Leary, op. cit., p. 118). 

Since that occasion, he claimed, “it has been [im]possible for me to return to the life I was leading before 

that session. I have never recovered from the ontological confrontation” (ibid., p. 119). 
697 ibid., p. 120. 
698 Unlike the Harvard story, recreational abuse of LSD in Australia did not arise from clinicians 

preaching universal access to a substance that had formerly been regarded as strictly the property of the 

medical realm, and no evidence exists to suggest that the product that spread throughout the Australian 

streets ever bore the Sandoz trademark. Rather, the recreational abuse of LSD on the Australian scene 

appears to have been largely supported by the efforts of enterprising university chemistry and pharmacy 



 

 
 

163 

 

Leary, however, pointed the finger at a different instance of non-medical research 

undertaken by the CIA as the cause for the decline in fortunes of LSD. At a conference at 

the University of California in Santa Cruz in 1977 entitled “LSD: A Generation Later”, 

Leary suggested that “the LSD movement was started by the CIA… I wouldn’t be here 

now without the foresight of the CIA scientists.”699 Leary’s remark was in reference to 

the program of non-medical research on the development of biological and chemical 

agents undertaken by the CIA during the Cold War code named project MKULTRA. 

Head of the program, Dr Sidney Gottlieb, explained in a US Senate hearing in 1977 that 

its purpose was “to investigate whether and how it was possible to modify an individual’s 

                                                      
students and supplemented with international imports. Thus the hype that surrounded the illicit 

recreational abuse of LSD, in the Victorian context at least, was a response to what was publicly 

perceived as an important social issue and remained entirely divorced from the medical profession. 

Rumours that LSD was being produced by students at the University of Sydney surfaced as early as July 

1966 (‘University traffic in LSD denied’, The Australian, 30 July, 1966). The rumours were seemingly 

confirmed a year later when in October 1967 The Sun, The Age and The Australian newspapers all ran the 

story that the University of Sydney student newspaper Honi Soit had published the formula for the 

production of LSD (‘Uni. paper prints LSD formula’, The Sun, 11 October, 1967; ‘Formula of LSD 

given’, The Age, 11 October, 1967; ‘No power to ban student paper with LSD recipe’, The Australian, 12 

October, 1967). The Honi Soit article in support of student recreational use of LSD was published in 

retaliation to legislation proposed by the NSW government to control the manufacture and use of LSD, 

and against “so-called scientific arguments” warning of the dangers of chromosomal damage as a side 

effect of LSD use (‘No power to ban student paper with LSD recipe’, ibid). Author of the article and 

editor of the newspaper, Keith Windschuttle, also complained of moves by organized crime groups to 

take over the LSD trade in Sydney and their attempts at charging up to $8 per 100g dose – Windschuttle 

reported that “the normal university price, when there is any charge at all, is $1 a 100” (‘Uni. paper prints 

LSD formula’, ibid). The President of the University of Sydney Student Representative Council defended 

the publication of the article and claimed that there was no harm done because “the formula and 

manufacturing method for LSD were reasonably common knowledge among interested science students 

before Honi Soit revealed them” (‘No power to ban student paper with LSD recipe’, op. cit.). The 

controversial article made the agenda of the State Parliament question time the very next day after its 

publication with the NSW Chief Secretary announcing that he was powerless to ban the newspaper in 

response to the Leader of the Opposition’s question about what the Government was doing to prevent its 

distribution (ibid.). Honi Soit had elected to publish the article a week after the new Obscene and Indecent 

Publications Act, restricting “the distribution of any article which unduly emphasizes drugs and 

narcotics,” was passed by the NSW Legislative Assembly, but had yet to pass by the Legislative Council 

and into law (ibid.). Meanwhile, in the Melbourne version of the controversy, censorship prevailed when 

Southdown Press refused to publish the October 1967 issue of the University of Melbourne student 

newspaper Farrago which “gave a detailed account of the instruments, chemicals and procedures for the 

preparation of LSD” (‘LSD recipe censored’, The Age, 20 October, 1967). The Age newspaper 

interviewed members of the Chemistry and Pharmacology departments at the University of Melbourne 

who apparently confirmed that “anyone with a reasonable knowledge of chemistry could make LSD if he 

followed the ‘Farrago’ procedures” (ibid.). Like the Honi Soit piece, the Farrago article was due for 

publication a matter of days after the introduction to State Parliament of the proposed regulations to 

amend the Poisons Act, criminalizing the manufacture, use and sale of LSD in Victoria (ibid.). 
699 The CIA’s interest in and investigations into the potential military applications of LSD has been well 

covered, particularly by Marks, J.D. (1979), The Search for the "Manchurian Candidate": the CIA and 

mind control, Times Books, New York; Lee & Schlain (op. cit., p. 7); Stevens (op. cit.); see also 

Streatfeild, D. (2007), Brainwash: The Secret History of Mind Control, Thomas Dunne Books, New 

York. 
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behavior by covert means”700 where the number one tool in the CIA’s arsenal was LSD. 

Nor was non-medical interest in LSD isolated to the MKULTRA program alone. In the 

UK version, during the 1950s MI6 was also undertaking its own series of tests on 

“volunteer” British military personnel into possible applications of LSD in chemical and 

biological warfare at the Defence Science and Technology Laboratory at Porton Down.701 

 

Despite Leary’s best efforts at deflecting blame, it was less covert military 

experimentation and more the repercussions of Leary’s mess for the professional 

reputation of sole manufacturer of LSD, Sandoz Laboratories, that precipitated the 

eventual demise of LSD. As Hofmann recalls: 

 

The rise of LSD in the drug scene caused our firm a nonproductive, laborious burden. 

 National control laboratories and health authorities requested statements from us about 

 chemical and pharmacological properties, stability and toxicity of LSD, and analytical 

                                                      
700 Marks, op. cit., p. 57. 
701 Roberts, op. cit., pp. 37-54. Not to be left out, even the Australian Department of Defence made its 

own brief foray into LSD research. In 1966, Mr W. Jowett, Acting Superintendent of the Defence 

Standards Laboratories (DSL) in Maribyrnong, approached the Federal Director-General of Health, Dr 

W.D. Refshauge, for approval to import 200 mg of LSD (Lysergide) from Sandoz for use in a “security 

project, the exact nature of which could not be discussed without further security arrangements” 

(‘Memorandum’, to the Chief Health Officer (Victoria) from Mr R.H. Borowski, Senior Pharmaceutical 

Chemist (Victoria), 9th August 1966, ‘Hallucinogens’ file, Victorian Department of Health, 50 Lonsdale 

Street, Melbourne, 3000). The project was to be overseen by the Head of the DSL Physiology Group, Dr 

T.E.V. Keen, a medical practitioner and Commonwealth Health Medical Officer who had been seconded 

to DSL “for some special work” (ibid.). This special work was described as being “in line with similar 

work he [Keen] has been observing at other defence establishments in other countries during a recent 

three months overseas visit” (ibid.), broadly involving the “examination of methods to screen substances 

which may be antagonistic to the action of LSD” (Letter to the Secretary, Department of Health 

(Victoria), from Mr W.D. Refshauge, Director- General of Health (Commonwealth), 28th July 1966, 

‘Hallucinogens’ file, Department of Health (Victoria)). Dr Refshauge in turn referred the request to the 

Victorian Department of Health, explaining that “since the Lysergide is to be used in your State, I would 

be most grateful if you would indicate whether or not you have any objection to the proposed use at the 

Defence Standards Laboratories, before a decision is given in relation to importation of the goods” (ibid.). 

In the absence of any legislation controlling the non-medical use of LSD in Victoria, and only the Federal 

Customs (Prohibited Imports) Regulations 1966 to guide him, the position that Victorian Senior 

Pharmaceutical Chemist Dr R.H. Borowski found himself in was without precedent, so he decided that 

the best course of action would be to visit the DSL and interview Dr Keen himself regarding the details of 

the project. Borowski was promised that “the use of the material will be documented in a register and will 

be available for inspection if required” and that “entry of unapproved persons to DSL is prohibited,” 

while “within the laboratories the material will be kept under lock and key and will not be issued except 

by the Head of the Group” (ibid.). Most importantly, unlike the research at the other defence 

establishments toured by Keen, Borowski was reassured that “the material is for use in laboratory animals 

only” and that the project did not involve any human experimentation (ibid.). Apparently satisfied with 

what he had learned from his visit, Borowski granted DSL clearance to apply for a Research Permit and 

duly advised the Victorian Chief Health Officer that in his opinion “it is recommended that the 

Commonwealth Health Department be advised that this Department [Victorian Department of Health] 

would not object to the importation of the 200mg of Lysergic Acid Diethylamide required by this 

laboratory” (‘Memorandum’, op. cit.). 
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 methods for its detection in confiscated drug samples, as well as in the human body, in 

 blood and urine. This brought a voluminous correspondence, which expanded in 

 connection with inquiries from all over the world about accidents, poisonings, criminal 

 acts, and so forth, resulting from misuse of LSD. All this meant enormous, unprofitable 

 difficulties, which the business management of Sandoz regarded with disapproval. Thus 

 it happened one day that Professor Stoll, managing director of the firm at the time, said 

 to me reproachfully: ‘I would rather you had not discovered LSD.’702 

 

Eventually, in an effort to distance itself from the negative reputation that LSD had 

rapidly developed, Sandoz took the extraordinary step of completely withdrawing all 

supplies of the drug on an immediate and global scale. It was the implications of this 

move for psychiatrists already practising LSD-assisted psychotherapy that instigated 

legislative reform in Victoria. 

 

The Sandoz withdrawal 

 
In November 1963 the “Abuse of Hallucinogenic Agents” was the focus of the World 

Health Organization’s (WHO) Expert Committee on Addiction Producing Drugs which 

noted “the increasingly frequent reports of poorly controlled clinical administration and 

non-medical use of lysergic acid diethylamide (LSD-25)” and recommended that 

“immediate measures with respect to distribution and availability are necessary.”703 

 

WHO was not alone in its agitation for tighter control of LSD – Sandoz itself had also 

identified the potential for the LSD problem to spiral out of control and the Australian 

branch had already made independent representations to the Therapeutic Substances 

Division of the Commonwealth Department of Health “for official control to be exercised 

over distribution in Australia.”704 Pressure continued to mount when the WHO 

recommendation was received in addition to the Sandoz request, and so the Division 

resolved to make LSD the problem of the National Health and Medical Research Council 

                                                      
702 ibid., p. 32. 
703 Extract from the ‘“W.H.O. Expert Committee on Addiction Producing Drugs” Thirteenth Report (No. 

273) November, 1963’ in a letter to Dr A. Proust of the National Health & Medical Research Council 

(NH&MRC) Poisons Schedules Sub-Committee (Victoria) from B.W. Royall, Director, Therapeutic 

Substances Division, 18th August 1964, ‘Hallucinogens’ file, Department of Health (Victoria); also 

reproduced in the minutes of the NH&MRC Poisons Schedules Sub-Committee meeting, Sydney, 15th-

16th September 1964, ‘Hallucinogens’ file, Department of Health (Victoria). 
704 ibid. 
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(NHMRC), recommending in August 1964 “that consideration be given at the next 

meeting of the Poisons Schedules Sub-Committee to stricter control over distribution of 

LSD-25 in Australia.”705 

 

At that meeting a month later, the NHMRC Chairman raised the request from Sandoz for 

discussion, after which it was “resolved that it be recommended to all States that the 

substance be placed [from Schedule 4] into Schedule 7 and that special legislation on its 

control be brought down” with a view to “restricting the material to use by approved 

psychiatrists or approved institutions.”706 The effect of shifting LSD from its then current 

listing as a Schedule 4 controlled substance to a Schedule 7 would serve to “bring it into 

the category of poisons about which special regulations could be made.”707 But State and 

Federal tensions entered into proceedings at this point and the NHMRC Poisons 

Schedules Sub-Committee’s recommendation was met with some resistance by the 

Scheduling Sub-Committee for Victoria at their meeting in February 1965, with the 

Chairman taking the view that “regulations of the nature envisaged by the Commonwealth 

might not be acceptable in this State.”708 The Victorian Sub-Committee apparently 

considered that the distribution of LSD in that state was in fact “adequately covered by 

Schedule 4 control [and] resolved that the Sub-Committee recommend that no change be 

made in the scheduling of Lysergic Acid Diethylamide.”709 

 

The maintenance of the status quo indicated to Sandoz that its concerns about the effect 

of the potential abuse of LSD on its reputation was not going to be ameliorated by the 

intervention of the State government, so it decided to take matters into its own hands. On 

12 May 1966, Sandoz Australia issued a notice to individual doctors, health departments 

and the Medical Journal of Australia announcing that “as a result of a worldwide decision 

by our Company, [Sandoz] has withdrawn LSD 25, Psilocybin and related substances 

                                                      
705 ibid. 
706 ‘Lysergic Acid Diethylamide’, extract from the minutes of the NH&MRC Poisons Schedules Sub-

Committee meeting, Sydney, 15th-16th September 1964’, ‘Hallucinogens’ file, Department of Health 

(Victoria). 
707 ‘Lysergic Acid Diethylamide’, extract from the minutes of the Scheduling Sub-Committee (Victoria) 

meeting, Melbourne, 4th February 1965, ‘Hallucinogens’ file, Department of Health (Victoria). 
708 ibid. 
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from distribution,” effective immediately.710 The statement went on to emphasize the 

history of the company’s strict, and by all accounts relatively successful, control over the 

supply of these drugs in Australia before explaining that the decision was taken as a 

consequence of the “serious deterioration in the situation overseas, where the misuse of 

hallucinogenic drugs has reached dangerous proportions in certain countries.”711  

 

Sandoz cited an increase in the number of reports appearing in the “sensational press” as 

the reason behind the development “in the lay public [of] an unhealthy interest in LSD 

25” and a subsequent rise in black-market demand.712 As Roberts summarised: 

 

From early 1966 onwards the British and American media regularly featured lurid stories 

and exposes about the social use of LSD. Though LSD had caused no fatalities and there 

had been a surprisingly low number of episodes of mental illness, for the media LSD had 

become a social panic. Privately, medical professionals who were practising LSD 

psychotherapy became concerned that LSD was going to face trial by media. This would 

bring their activities into the public eye and they realised that if that were the case the 

notoriously conservative medical establishment would try to distance itself from the drug 

even though it was still legal to use in a medical context… legislation to outlaw the drug 

other than for medical use loomed large.
713

 

 

With the company’s integrity and reputation now at serious risk as a result, the statement 

concluded that “the Management of Sandoz had decided that they can no longer bear the 

responsibility for the further allocation and distribution of these substances” and stated 

that the only exceptions to the global withdrawal would be granted to those countries 

“where the government authorities are willing to undertake complete responsibility for 

the allocation and distribution of these materials.”714 

 

Unsurprisingly, this move from Sandoz inspired despairing pleas for intervention from 

those in the psychiatric profession who saw value in its use despite its extracurricular 

                                                      
710 Copy of letter to Department of Health (Victoria) from Dr Ian S. Collins, Medical Department, Sandoz 

Australia Pty. Ltd., ‘LSD 25 and related hallucinogens’, 12th May 1966, ‘Hallucinogens’ file, Department 

of Health (Victoria); also, Collins, Ian S. (1966), ‘LSD 25 and related hallucinogens’, Medical Journal of 

Australia, vol. 1, no. 22 (May 28), p. 951. 
711 ibid. 
712 ibid. 
713 ibid., p. 34. 
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reputation. In the UK much comment appeared in the British Medical Journal (BMJ) in 

the wake of this event. At the milder end of the spectrum of opinion, Drs Malleson, 

Rathod, Bruggen and Salter of West Park Hospital took the view that the withdrawal by 

Sandoz would have little impact on the problem of the social abuse of LSD, commenting 

that “it will be unfortunate if LSD becomes available only for ‘kicks’ and not for serious 

psychotherapeutic endeavour.”715 Others were far more critical of the withdrawal and 

wrote to the BMJ drawing attention to the consequences of the Sandoz decision for their 

patients – Dr S.E. Browne of Hornchurch reported that “some patients have already 

suffered great distress from the discontinuation of a treatment which probably offered 

them their only hope of improvement in view of the shortage of skilled 

psychotherapists.”716 Browne went on to say that he found it “difficult to understand how 

a reputable drug company such as Sandoz can act in this way without consultation with 

the profession,” and expressed his hope that “this petulant and ill-considered decision 

may be revoked.”717 

 

Sandison’s colleague and Chief Medical Superintendent at Powick Hospital, Dr Arthur 

Spencer, weighed in on the debate, also arguing that Sandoz’s fear of LSD’s illicit abuse 

did not justify its withdrawal from therapeutic use by responsible medical practitioners, 

claiming that the withdrawal of the drug “without notice and without regard to the 

condition of the patients on treatment is itself highly unethical.”718 In a follow up letter, 

Browne stressed the desperation of the situation for certain patients and the fact that for 

some, LSD represented a treatment of last resort, going as far as to claim that “some 

patients being treated with lysergic acid are, in fact, fighting for their lives; treatment has 

already been stopped of patients who were responding very well to lysergic acid after all 

possible forms of physical therapy had failed.”719 Browne too raised the issue of the 

ethics, or absence of, of the Sandoz decision, suggesting that “it would, in my opinion, 

                                                      
715 Malleson, A.G. et al. (1966), ‘Withdrawal of L.S.D.’, British Medical Journal, Correspondence, June 

11, p. 1483. 
716 Browne, S.E. (1966), ‘Lysergic Acid Diethylamide’, British Medical Journal, Correspondence, June 

18, p. 1539. 
717 ibid., p. 1540. 
718 Spencer, A.M. (1966), ‘Lysergic Acid Diethylamide’, British Medical Journal, Correspondence, July 

2, p. 49. 
719 Browne, S.E. (1966), ‘Lysergic Acid Diethylamide’, British Medical Journal, Correspondence, July 2, 
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have been more ethical to attempt to negotiate a suitable control system before cutting off 

supplies.”720 

 

Finally, Sandison himself also offered his own very measured view on the situation, 

remarking that in his opinion, “as one who has used LSD in the field of medical 

psychotherapy since 1954,” the wake of the Sandoz withdrawal “is the moment not so 

much to emphasize the dramatic side of LSD… but to stress the unquestioned benefit to 

many patients that has been wrought by therapists in this country using LSD over the past 

ten years or more.”721 He went on to offer, in an effort to resolve the issue, his support for 

“a system of distribution of LSD to competent medical men through such a body as the 

Royal Medico-Psychological Association,”722 however there is no evidence that any such 

solution was ever reached in the UK.723  

 

Meanwhile in Victoria, the day following the withdrawal, the Department of Health began 

receiving letters from psychiatrists who had suddenly found themselves in the middle of 

LSD-assisted psychotherapy treatment programs and without access to the drug on which 

the therapy was based. St Kilda Road psychiatrist Dr Henry Stevenson stressed in his 

letter dated 13 May that he had “been using this drug for psychiatric treatment under 

carefully controlled conditions, with a good deal of success” and considered that “the 

drug has definite medical value.”724 In view of the fact that  he, “in common with other 

psychiatrists, have a waiting list of patients for whom the drug was intended to be used,” 

Stevenson implored the Department to “agree to allocate a supply of the drug to carry on 

treatment which is at present underway, by authorising Sandoz to supply the drug through 

your Department.”725 

                                                      
720 ibid., p. 49. 
721 Sandison, R.A. (1966), ‘Lysergic Acid Diethylamide’, British Medical Journal, Correspondence, July 

2, p. 49. 
722 ibid., p. 49. 
723 According to Roberts, for his part, Arthur Spencer succeeded in locating an alternative supply of LSD 

and carried on practising LSD psychotherapy well into the mid-1970s (Roberts, op. cit., p. 35). As for 

Sandison, although he made the effort to publicly defend the therapeutic use of LSD, its withdrawal was 

less of an issue for him as he had since moved on from Powick to a new position as Consultant Psychiatrist 

at Knowle Hospital in Hampshire in 1964. With this move, his career with LSD had come to its natural end 

as his attentions shifted in his new position to the (not unrelated) field of group therapy (Sandison, A 

Century of Psychiatry, Psychotherapy and Group Analysis, op. cit., p. 55). 
724 Letter to the Director of Health (Victoria) from Dr Henry G. Stevenson, 437 St Kilda Rd Melbourne, 

‘LSD 25 and related hallucinogens’, 13th May 1966, ‘Hallucinogens’ file, Department of Health 

(Victoria). 
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Similarly, the day after the Sandoz decision, Howard Whitaker wrote to the Federal 

Minister for Health, the Department of Air Director-General Medical Services, and two 

weeks later, the Chief Health Officer of the Victorian Department of Health, in an effort 

to “draw the matter to your notice in the hope that you, and your Department may be able 

to find some way of persuading the manufacturers to supply us, in this country at least.”726 

In support of his request Whitaker included with his correspondence a copy of his MJA 

articles and claimed additionally that since his initial investigation he had subsequently 

“treated between five and six hundred persons with drugs in this group with successful 

results of the same order as originally reported.”727 He concluded with an appeal to the 

therapeutic needs of his patients that “personal feelings enter into this matter to the extent 

one would expect in any medical practitioner who suddenly finds that one of his most 

useful implements is denied to his patients.”728 

 

Developing the regulations 

 

The Sandoz decision had left practitioners around the world in a state of limbo, but also 

health departments without policy or procedure for handling the inevitable fallout. These 

doctors’ pleas were initially met with a bureaucratic brick wall. In reply to his letter, it 

was explained to Dr Stevenson that “at the present juncture, the Chief Health Officer Dr 

Kevin Brennan has not the authority to approve the release of these tablets, however he 

proposes setting up administrative machinery with a view to considering special cases 

such as your own clinical trials.”729 Meanwhile, Dr Brennan thanked Dr Whitaker for his 

letter and reprints and advised that he had “forwarded these to the Scheduling Sub-

                                                      
726 Letter to the Minister for Health (Commonwealth) from Dr L. Howard Whitaker, 52 Powlett St East 

Melbourne, ‘Lysergic Acid and related substances’, 13th May 1966, ‘Hallucinogens’ file, Department of 

Health (Victoria); letter to Air-Vice Marshall L.R. Trudinger, Director General Medical Services, 

Department of Air from Dr L. Howard Whitaker, ‘Lysergic Acid and related substances’, 17th May 1966, 

‘Hallucinogens’ file, Department of Health (Victoria); letter to Dr K. Brennan, Chief Health Officer 

(Victoria) from Dr L. Howard Whitaker, 25th May 1966, ‘Hallucinogens’ file, Department of Health 

(Victoria). 
727 ibid, letter to the Minister for Health (Commonwealth) from Dr L. Howard Whitaker, 13 th May 1966, 

‘Hallucinogens’ file, Department of Health (Victoria). 
728 ibid. 
729 Letter to Dr Henry G. Stevenson from W.J. Stevenson, Department of Health (Victoria), 24th May 

1966, ‘Hallucinogens’ file, Department of Health (Victoria). 
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Committee of the Victorian Poisons Advisory Committee” as that was all that was within 

his power to do.730 

 

Under increasing pressure from psychiatrists in response to the Sandoz withdrawal, the 

Scheduling Sub-Committee for Victoria was left with no choice but to revisit this problem 

of LSD. According to the minutes of the Sub-Committee meeting in June, the pre-

withdrawal request from Sandoz to transfer management of the drug to the Department 

had been rejected at first because the “Chief Health Officer was not prepared to accept 

this responsibility,” while it was also considered “undesirable to place this responsibility 

on the Chairman of the Mental Health Authority.”731 The decision to maintain the status 

quo was essentially confirmed when the Sub-Committee also heard that at the NHMRC 

meeting a week earlier “none of the Directors-General in the other States was prepared to 

accept responsibility for allocating supplies of this drug to individual members of the 

Medical or Psychiatric professions” either.732 The NHMRC meeting had also heard that 

in the meantime, the Customs Department had declared LSD a prohibited import and was 

in the process of preparing legislation to provide that LSD could not be brought into 

Australia without an import licence issued by the Minister for Trade and Customs.733 

 

Despite all of this, and despite the fact that it was generally agreed by the Sub-Committee 

that it was “an onerous responsibility to place on the Chief Health Officer,” upon review 

of the LSD problem in light of the predicament faced by psychiatrists in the wake of the 

Sandoz withdrawal, it was equally agreed that “it would be wrong to deny practitioners 

the use of a valuable and useful drug.”734 So the Sub-Committee returned to the old pre-

withdrawal proposal of transferring LSD from Schedule 4 to Schedule 7 of the Poisons 

Code to facilitate the introduction of special regulations to control its distribution and use 

in order to satisfy Sandoz’s new distribution requirements. But in so doing the Sub-

Committee identified that the resolution to alter legislation to “limit the use of a particular 

drug within the medical profession” represented an “important principle [the outcome of] 

                                                      
730 Letter to Dr L. Howard Whitaker from Kevin Brennan, Chairman, Commission of Public Health 

(Victoria), 26th May 1966, ‘Hallucinogens’ file, Department of Health (Victoria).  
731 ‘Lysergic Acid Diethylamide’, extract from the minutes of the Scheduling Sub-Committee (Victoria) 

meeting, Melbourne, 2nd June 1966, ‘Hallucinogens’ file, Department of Health (Victoria). 
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which affected the whole of the profession.”735 As such, the Sub-Committee was not 

confident in making a decision without the input of the parent medical bodies of the 

Australian Medical Association (AMA) and the Australian and New Zealand College of 

Psychiatrists (ANZCP). The meeting concluded with the resolution that: 

 

The Sub-committee advise the Chief Health Officer that in its opinion the use of Lysergic 

Acid Diethylamide by expert practitioners was justified. However, in view of the risks 

associated with its use, the distribution should be limited to expert and fully qualified 

psychiatrists, under controlled conditions. This method of control could be adopted 

within the framework of the Poisons Act (and associated regulation-making powers). 

However, it was recommended that the views of the Australian Medical Association and 

the College of Psychiatrists be obtained before any further action was taken.736  

 

At the following meeting of the Scheduling Sub-Committee on 21 July, the opinions of 

the AMA and the College were duly reported to the Chief Health Officer: both 

organisations were in full support of the proposal that LSD be deleted from Schedule 4 

and added to Schedule 7 and regulations for its distribution and use be drawn up, with the 

additional provision that the Chief Health Officer was to be “advised by appropriate 

experts” in this task.737 At the August meeting, this additional provision for the 

“appointment of a special committee to advise the Chief Health Officer on the distribution 

of Lysergic Acid Diethylamide”738 was approved and Drs J. Aldred, R.J. Farnbach (Chief 

Health Officer) and L. Howard Whitaker were appointed by the Minister for Health 

directly to the role.739 The special committee wasted no time and by the end of September 

had drawn up a list of “suggested principles to be embodied in regulations controlling the 

distribution and use of Lysergic Acid Diethylamide, Psilocybin and Psilocin.”740 

 

These principles proposed the total prohibition of possession and use with the exception 

of approved permit holders. Minimum eligibility for a permit was conditional upon the 
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737 ‘Lysergic Acid Diethylamide’, extract from the minutes of the Scheduling Sub-Committee (Victoria) 

meeting, Melbourne, 21st  July 1966, ‘Hallucinogens’ file, Department of Health (Victoria). 
738 ‘Lysergic Acid Diethylamide’, extract from the minutes of the Scheduling Sub-Committee (Victoria) 
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applicant’s valid medical qualification and membership of the ANZCP, and the provision 

that the drug only be administered under the direct supervision of the permit holder in an 

approved hospital.741 The principles also required all supplies of the drug be kept under 

lock and key and treated as a drug of addiction. Applications for permits would be 

required to be submitted on specific application forms provided, and only applications 

reviewed and recommended by the special committee would be considered, with permits 

ultimately granted or rejected by the Chief Health Officer.742 

 

On 28 September, Chief Health Officer Dr Farnbach forwarded his committee’s 

suggested principles to the Secretary for the Poisons Advisory Committee requesting their 

inclusion on the agenda for their next meeting in the hope that “if the Committee is 

agreeable and considers these principles acceptable, regulations could be drawn up on 

this basis and recommended to the Minister for approval.”743 The suggested principles 

became the first draft of the Poisons (Hallucinogenic Drugs) Regulations 1966 on 3 

October, and went through a second draft process a week later before its final submission 

to the parliamentary draftsman on 25 October.744 Meanwhile, notice of the amendment to 

the Poisons Act 1962 transferring LSD from Schedule 4 to Schedule 7 was published in 

the Victorian Government Gazette of 12 October.745 The draft principles finally became 

official regulations by the end of November and were scheduled to come into operation 

as of 1 January 1967.746  

 

With the enactment of these regulations, the Victorian Department of Health had met the 

demands of its psychiatrists and all that was left for supplies to start flowing again was 

agreement from Sandoz that these measures would suffice to avoid a repeat of the events 

that prompted their creation in the first place. In a letter dated 7 February 1967, Chief 

                                                      
741 ibid. 
742 ibid. 
743 ibid. 
744 Poisons Act 1962 (No. 6889), ‘Poisons (Hallucinogenic Drugs) Regulations 1966’, DRAFT 3rd 

October 1966; Poisons Act 1962 (No. 6889), ‘Poisons (Hallucinogenic Drugs) Regulations 1966’, 

DRAFT 10th October 1966; letter to all members, Poisons Advisory Committee from the Secretary, 

Poisons Advisory Committee, ‘Hallucinogenic Drug Regulations’, enclosing a copy of the ‘Poisons 

(Hallucinogenic Drugs) Regulations 1966’, DRAFT 25th October 1966, ‘Hallucinogens’ file, Department 

of Health (Victoria). 
745 Victorian Government Gazette, 12th October 1966, Victorian Government Printer. 
746 Letter to the Chief Health Officer (Victoria) from the Secretary, Poisons Advisory Committee, 

‘Hallucinogenic Drug Regulations 1967’, enclosing a copy of the ‘Poisons (Hallucinogenic Drugs) 

Regulations 1967’, 28th November 1966, ‘Hallucinogens’ file, Department of Health (Victoria). 
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Health Officer of Victoria Dr Farnbach wrote to Dr Ian Collins, the Medical Officer for 

Sandoz Australia who had issued the national notice of the drug’s withdrawal the previous 

year, informing him that the conditions for re-distribution that Sandoz had demanded in 

their withdrawal notice had since been met by the Victorian Department of Health.747 

Farnbach advised that “this State has now introduced special regulations relating to the 

possession and use of hallucinogenic drugs” such that “the distribution in Victoria of all 

hallucinogenic drugs is prohibited except by the Chief Health Officer.”748 The letter to 

Sandoz included a copy of the regulations and the warrant application forms.749 Farnbach 

warned Collins that he expected to begin receiving applications for warrants from 

interested practitioners in the near future, and in anticipation of this requested a supply of 

1000 x 100µg ampoules of LSD, 1000 x 3mg ampoules of psilocybin, 500 x 3mg 

ampoules of psilocybin and 500 x 10mg ampoules of psilocyin for the Department to hold 

in reserve.  

 

The Department’s new regulatory measures, which essentially served to transfer all 

responsibility for the use (and potential abuse) of the hallucinogens from the manufacturer 

to the state government, apparently satisfactorily addressed the concerns of Sandoz and a 

package bearing their trademark was deposited at 295 Queens Street for the attention of 

the Chief Health Officer on 6 March 1967.750 Meanwhile, as Farnbach had predicted, the 

completed applications for warrants had come in from a total of nineteen psychiatrists 

across Victoria.751 In assessing the applications, Farnbach encountered his first problem 

under the new system – the total quantity of drugs ordered by the nineteen psychiatrists 

in their applications significantly outweighed the existing stock that the Department had 

ordered from Sandoz on their behalf.752 While the key feature of the regulations was to 

make provision for who was legally permitted to access and use hallucinogenic drugs, 

                                                      
747 Letter from Dr R.J. Farnbach, Chief Health Officer, Department of Health (Victoria), to Dr Ian S. 

Collins, Medical Department, Sandoz Pharmaceuticals, ‘LSD and other Hallucinogenic Drugs’, 7 

February 1967, ‘Hallucinogens’ file, Department of Health (Victoria). 
748 ibid. 
749 Refer to Appendix II for copy of the Poisons (Hallucinogenic Drugs) Regulations 1967, including 

Forms PD 27, PD 28 and PD 29. 
750 Dispatch docket, Sandoz Pharmaceuticals to Chief Health Officer, Commission of Public Health, 295 

Queen Street, Melbourne, Victoria, 6 March 1967, ‘Hallucinogens’ file, Department of Health (Victoria). 
751 ‘Summary of applications for the use of hallucinogenic drugs’, ‘Hallucinogens’ file, Department of 

Health (Victoria). 
752 ibid.: LSD: Total stock ordered 190x6 amps; Total stock received 167x6 amps. Form PD 27 

‘Application for a warrant to possess and to use hallucinogenic drugs’ required the practitioner to “State 

the type and quantity of hallucinogenic drugs required:-”. Refer to Appendix I for copy of Form PD 27. 
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this first hitch revealed that no consideration had been given to what should be regarded 

as an appropriate quantity for practitioners to request and hold. 

 

A meeting was called for 16 March to address this problem. Present were the members 

of the “special committee”, Drs Farnbach, Aldred and Whitaker, and also Mr R.H. 

Borowski, Senior Pharmaceutical Chemist for the Victorian Department of Health, and a 

Mr K. Wheatland, also of the Department. A solution was reached in the form of an 

agreement that “the maximum of LSD supplied to any practitioner should be 100 

ampoules at any one time.”753 It was also agreed that 25% of the stock received from 

Sandoz should be retained for emergency use. As for the question of predicted future 

requirements, as the only professional representative present at the meeting, Whitaker 

advised that “he had discussed this with other psychiatrists and they were of the opinion 

that the usage would probably be as follows”754:-  

 

 Newhaven  50 ampoules LSD 50 ampoules psilocybin 

 Kahlyn   50 ampoules LSD 50 ampoules psilocybin 

 St John of God  50 ampoules LSD 50 ampoules psilocybin 

 Alencon   25 ampoules LSD 25 ampoules psilocybin 

 ______________________________________________________________ 

 

 Total   175   175 

 ______________________________________________________________ 

 

Whitaker proposed that these quantities be regarded as the minimum weekly requirement 

(i.e. 700 ampoules per month of each of LSD and psilocybin) and further recommended 

that additional orders be lodged with Sandoz “for sufficient stocks to cover a period of 

approximately three months.”755 With the question of quantity now apparently taken care 

of to the satisfaction of the Department, distribution commenced five days later.756 Any 

concerns about how the psychiatrists themselves planned to utilise their allocated 

                                                      
753 ‘Hallucinogenic Drugs’, notes of a meeting called to discuss the distribution of Hallucinogenic Drugs, 

16 March 1967, ‘Hallucinogens’ file, Department of Health (Victoria). Present for the meeting were Drs 

R.J. Farnbach, J.E Aldred, L.H. Whitaker, Mr R.H. Borowski and Mr K. Wheatland. 
754 ibid. 
755 ibid. 
756 Plummer, K., Report No. 501, ‘Re Initial Deliveries of Hallucinogenic Drugs’, 9th September 1967, 

‘Hallucinogens’ file, Department of Health (Victoria), p. 1. The first deliveries under the new regulations 

were made on 21st March 1967. 
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supplies, or on what basis psychiatrists were justified in requesting the quantities they 

did, remained unaddressed. Rather, the Department proceeded with the task of delivering 

and retrospectively imposing regulations on a previously freely available and unregulated 

substance used in a largely experimental capacity by a niche subset of a specialist 

profession. 

 

Delivery interviews 

 

The Departmental officer charged with the task of making this first round of deliveries 

was a Mr K. Plummer, whose instruction appears to have been to proceed with handing 

over supplies of the drugs on the condition that the receiving practitioners agreed to an 

impromptu interview during which the details of the proposed usage of the drugs was 

discussed and the requirements of the new regulations reiterated.757 The first psychiatrist 

to take delivery of his allocation of hallucinogenic drugs was Dr Whitaker, along with his 

colleague Dr W.R. Richards. As he’d have reasonably expected, Plummer noted in his 

record of the interviews that Whitaker, “being a member of the CHO’s advisory group, 

paid particular attention to arrangements in hand and freely discussed various aspects of 

the regulatory requirements.”758 At the time of the delivery, Richards was in consultation 

with a patient and as such was only present for part of the interview, however Plummer 

was apparently satisfied that he “generally received the import of the arrangement.”759  

 

As for these practitioners’ responses to questions concerning their proposed use of the 

drugs, Whitaker replied that he expected to see approximately one hundred new patients 

a year for LSD-assisted psychotherapy, while Richards expected about half that 

number.760 Whitaker expected that for his patients the drugs would be administered in the 

order of approximately two to three ampoules per patient overall, but cautioned that this 

figure was highly variable with the patient’s diagnosis and progress – “some might use 

20 amps, some extreme cases might use 6 amps in one treatment.”761 He also added that 

“usage varies with technique,” and explained that his and Richards’ numbers may vary 

                                                      
757 Specifically Regulations 11 and 12 governing storage security and record-keeping, respectively. 
758 Plummer, Report No. 501, op. cit., p. 1. 
759 ibid., p. 1. 
760 ibid., p. 1. 
761 ibid., p. 1. 
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vastly, as “Dr Richards’ technique [was] different from his own.”762 Plummer noted that 

Whitaker and Richards had yet to give any consideration to the question of the secure 

storage of the drugs at the time of the delivery interview. Whitaker’s supposition that both 

he and Richards might make use of a filing cabinet or desk drawer was met with a 

reminder that “storage should be fixed as well as in compliance with Regulation 12.”763 

Plummer concluded his first delivery interviews with a warning to Whitaker and Richards 

that “it was the intention of the Department to examine each practitioner’s register on the 

occasion of each new shipment of drugs.”764 

 

Plummer’s second delivery was to the rooms of Drs Henry Stevenson and Ian Atkinson. 

Plummer reported that again, at the time of his visit, both practitioners were in 

consultation with patients, however he was able to briefly learn that Stevenson and 

Atkinson expected to see approximately one hundred new patients and just less than one 

hundred new patients per year for LSD, respectively, and that again, the anticipated 

consumption of LSD per patient was highly variable with their respective 

psychotherapeutic techniques.765 Again, storage arrangements were “yet to be decided 

upon,” with a tentative suggestion of the general office filing cabinet as a possibility.766 

Once again, Plummer rejected the suggestion “on the strength of Regulation 12 requiring 

the key to be kept by the practitioner.”767  

 

Deliveries continued some days later to Dr Phillip Cohen of the Glenhuntly Rehabilitation 

Centre, an outpatient clinic of the Mental Hygiene Department.768 During his delivery 

interview Cohen reported to Plummer that he expected that his use of hallucinogenic 

drugs for the coming year would be comparatively low, primarily, he admitted, “because 

he [felt] he didn’t have adequate facilities or staff to undertake the work required.”769 At 

the conclusion of the visit, Plummer recorded his satisfaction that “the general 

                                                      
762 ibid., p. 1. 
763 ibid., p. 1. Storage arrangements were covered by Regulation 11 (refer to Appendix I: Poisons 

(Hallucinogenic Drugs) Regulations 1967 (Victoria)). 
764 ibid., p. 2. Refer to Appendix I for ‘Practitioner’s Register of Hallucinogenic Drugs’, Form PD 29, 

Poisons (Hallucinogenic Drugs) Regulations 1967 (Victoria), ‘Hallucinogens’ file, Department of Health 

(Victoria). 
765 ibid., p. 2. 
766 ibid., p. 2. 
767 ibid., p. 2. 
768 ibid., p. 3. Delivery was made to Dr Cohen on March 23, 1967. 
769 ibid., p. 3. 
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requirements of the legislation were discussed with Dr Cohen who appeared to take 

careful note of them.”770 

 

Subsequent deliveries were made to Drs Eric Seal, Owen Blomfield and John Lewis, each 

of whom estimated that they would see roughly one hundred, ten-to-twenty, and around 

twenty new patients each year who qualified for LSD therapy, respectively.771 Plummer, 

at the end of this latest round of interviews, was content to record that each practitioner 

was “given to understand that it was the Department’s intention to check the Register at 

least each time a new supply of drugs was delivered” in accordance with the new 

regulations.772 

 

The final practitioner to receive his allocation of this first shipment of hallucinogenic 

drugs was Dr John Mackay, who did so in person at the Divisional Office of the 

Department of Health where, Plummer reported, it was ensured that he too was 

“acquainted with the general provisions of the legislation in the time at his disposal.”773 
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CHAPTER 7 

“Unnecessary red-tape”:  

inadequate regulations and professional non-compliance 

 

 

Early concerns 

 

Following his initial report on the deliveries of hallucinogenic drug supplies, Department 

of Health officer Plummer submitted a second report in September 1967 outlining some 

“Suggestions Re: Hallucinogenic Drug matters” that had arisen from his observations of 

“a number of matters [that had] come up for discussion” over the course of carrying out 

the delivery interviews.774 These matters raised by Plummer largely concerned a 

significant concession that had been permitted at the time of the initial deliveries to allow 

for what he described as a “settling down” period following the implementation of the 

regulations, in addition to what he also perceived to be a number of omissions from the 

regulations. Six months down the track he felt that the situation warranted review. 

 

The concession in need of Departmental attention, in Plummer’s view, was the 

continuation of the practice of depositing stores of hallucinogenic drugs at hospitals. 

Throughout the process of conducting the delivery interviews, Plummer learned that prior 

to the introduction of the regulations some practitioners were: 

 

... in the habit of depositing small supplies of ‘starter doses’ at hospitals which they 

patronize, the idea being that hospital staff would prepare the patient and administer the 

initial dose/s of the drug early in the morning so that, by the time the practitioner reached 

the hospital, the patient was subject to the drug’s pharmaceutical action.775 

 

When the provisions of Regulations 6 and 7,776 which precluded the continuance of this 

system, were explained to the practitioners concerned, Plummer was met with a range of 

                                                      
774 Plummer, K., Report No. 502, ‘Suggestions re Hallucinogenic Drug Matters’, 22nd September 1967, 

‘Hallucinogens’ file, Department of Health (Victoria), p. 1. 
775 ibid., p. 1. 
776 Poisons (Hallucinogenic Drugs) Regulations 1967 (Victoria): 

6. A warrant to possess and use hallucinogenic drugs shall not be granted to any person other than a 

legally qualified medical practitioner who is academically eligible by virtue of his psychiatric 

qualifications for membership of the Australian and New Zealand College of Psychiatrists, or to a legally 
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reactions from indifference through to a firm defence of the necessity of maintaining this 

arrangement. As a result of this response, Plummer explained in his report that “since the 

regulations and their application and implication were, at that stage, quite novel, and since 

it was considered prudent to allow a ‘settling down’ period before looking at various 

effects in any great detail, nothing further was mentioned regarding that aspect.”777 

 

After a period of six months had elapsed, however, Plummer evidently felt that this 

practice warranted some review, largely because it directly contravened the regulations, 

but also partly because of the access and security concerns it posed. He went on to 

recommend that the Department reconsider the merits of the practice, take the necessary 

measures to investigate whether or not it was still in use, and consider what action should 

be taken in the event that it was.778  

 

As for the oversights that Plummer noticed during the process of implementing the 

regulations that he felt required further consideration by the Department, of most concern 

to him was the question of adequate storage arrangements. Where Regulation 11 required 

that hallucinogenic drugs be stored in a robust, locked cupboard and that the warranted 

practitioner keep sole possession of the key at all times, Plummer pointed out, however, 

that “there is no reference in the regulation to the cupboard being fixed.”779 This, he 

warned, presented a potential danger since, in his experience, he had observed that 

“medical practitioners are prone, in their surgeries and at their homes, to keep drugs in 

somewhat unusual places.”780 As a countermeasure, he recommended the addition of a 

requirement that all storage cupboards should be fixed.781 

 

A second oversight that emerged from the implementation process was the failure of the 

regulations to provide for the disposal of prescribed drugs prior to or on the death of a 

                                                      
qualified medical practitioner with psychiatric training and experience approved by the Chief Health 

Officer. 

7. An hallucinogenic drug shall be administered only by or under the supervision of a medical practitioner 

holding a warrant issued pursuant to these Regulations. Such practitioner shall be readily available on the 

premises from the time the pharmacological action of the drug commences until the effects are no longer 

clinically apparent or until a pharmacological antagonist has been administered to the patient. 
777 Plummer, K., Report No. 502, ‘Suggestions re Hallucinogenic Drug Matters’, op. cit., p. 1. 
778 ibid., p. 2. 
779 ibid., p. 2 
780 ibid., p. 2. 
781 ibid., p. 2. 
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patient. Plummer pointed out in his report that the regulations only provided for the 

disposal of hallucinogenic drugs with respect to possession, but offered no guidance for 

practitioners with regards to surplus supplies following the death or premature 

discontinuation of treatment of a patient. Plummer recognised this as a potential hazard 

as, he explained, “it is common practice for the survivors to dispose of unwanted drugs 

to charities or other collecting agencies,” and subsequently into unqualified and 

unwarranted hands.782 

 

It seems that Plummer was not alone in his initial concerns about certain inadequacies of 

the regulations. Just a few weeks after the distribution of the first supplies of 

hallucinogenic drugs under the new regulations, Senior Detective Kyte-Powell of the 

Victoria Police CIB Drug Bureau783 also submitted a report to both his Superintendent 

and the Chief Health Officer outlining some of the problems he predicted with the 

regulations and requested that the Department enforce “stricter controls of 

hallucinogens.”784 Kyte-Powell’s foremost concern was the “possibility of stock-piling, 

with a consequent danger of leakage onto the black market.”785 He went on to explain that 

it was his interpretation that the regulations provided that “supplies of LSD etc. were 

issued by the Chief Health Officer to warranted practitioners requiring the drugs for 

specific patients,” and was concerned having “since ascertained that this is not the 

case.”786 Rather, he came to understand that in fact quite the opposite was true, “that quite 

large stocks of these substances are issued to approved doctors” and subsequently took 

the opportunity of his report to propose that “by limiting supplies to the minimum 

required for a period of time… it might be possible to arrange that doctors using these 

drugs completely expend their supplies before being issued with others,” and in so doing 

limit the risk posed by the potential for practitioners to find themselves over-stocked.787  

 

                                                      
782 ibid., p. 2. 
783 Kyte-Powell was also the officer nominated to accompany Department of Health representatives on 

their inspections of the practices of warranted practitioners. 
784 Letter to the Superintendent, C.I. Branch, Victoria Police from Senior Detective R. Kyte-Powell, 

C.I.B. Drug Bureau, Victoria Police, ‘Hallucinogenic Drugs. Suggestions for stricter control’, 4th April 

1967, Hallucinogens’ file, Department of Health (Victoria). 
785 ibid. 
786 ibid. 
787 ibid. 
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Kyte-Powell also echoed Plummer’s concerns regarding the adequate security and storage 

of hallucinogenic drugs and pointed out that although: 

 

... the regulations provide that medical practitioners using hallucinogenic drugs must keep 

them in substantially made, locked cupboards, there is no prohibition on the carriage of 

such substances by car, say from rooms to hospital, and it must be assumed that instances 

will arise where quantities of these drugs are left in motor cars.788 

 

He went on to warn that incidences of drug theft from doctors’ cars were on the rise and 

that under the current circumstances (being the recent prohibition of non-therapeutic LSD) 

he “anticipated that psychiatrists’ cars will be the target of thieves on the lookout for 

LSD.”789 

 

First round of inspections 

 

Whether or not Mr Plummer’s and Senior Detective Kyte-Powell’s concerns and 

recommendations were adopted and implemented by the Department remains unclear 

from their records – they were certainly not reflected in any official amendments to the 

legislation. The Department did, however, eventually keep its promise to inspect 

warranted practitioners’ compliance with the regulations but this did not take place until 

the first week of June 1969, more than two years after the first supplies of regulated 

hallucinogens were delivered.790 The findings reflected poorly on both the practitioners 

granted the privilege of working with the drugs and the Department entrusted with their 

responsible use. 

 

The inspections were carried out by a rotating team of officers from the Department of 

Health who were on occasion accompanied by the Senior Pharmaceutical Chemist Mr R. 

H. Borowski or two officers of the Victoria Police Drug Squad, Sergeant R. Kyte-Powell 

                                                      
788 ibid. 
789 ibid. 
790 ‘Summary of reports of inspection of medical practitioners holding warrants to possess and use 

hallucinogenic drugs’, Poisons Division, 2nd July 1969, ‘Hallucinogens’ file, Department of Health 

(Victoria) – from here on in to be referred to as ‘Summary’; ‘Visits with Inspector Ahern to various 

doctors ref. use and recording of hallucinogenic drugs’, memorandum to the Senior Pharmaceutical 

Chemist (Victoria) from K. Bradshaw, June 1969, ‘Hallucinogens’ file, Department of Health (Victoria) – 

from here on in to be referred to as ‘Memorandum’. 
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and Senior Detective R. Currie.791 Throughout the week of 4 to 11 June 1969, two 

inspectors visited the rooms and/or hospitals of each of the nineteen psychiatrists 

warranted to possess and use hallucinogenic drugs in order to assess primarily the 

adequacy of their records and security of their storage arrangements under the regulations 

(Regulations 11 and 12).792 Their subsequent report reflected a resounding attitude of 

defiance rather than compliance with only one psychiatrist’s practice regarded as 

“excellent”, while the others were judged to be “fair” to outright “unsatisfactory”. 

 

The most compliant practitioner, by a considerable margin, was Dr Richard Ball of the 

Parkville Psychiatric Unit, the sole practitioner of the nineteen warranted who was 

employed by the Department and whose practice was not private fee-for-service. 

Following their initial visit on 6 June 1969, Inspectors Ahern and Bradshaw of the 

Department of Health were able to report their satisfaction with Ball’s record-keeping 

when his secretary Mr Boyd was able to “produce a register which was accurately 

kept.”793 As for the security of his storage arrangements, although Boyd once again on 

request “produced the balance of 20 ampoules of LSD from the lower tray of his office 

safe,” Ahern and Bradshaw deemed his access to the drugs unsatisfactory and recorded 

that accordingly Ball “was advised of the necessity to maintain proper security.”794 

Following a subsequent visit to Ball’s rooms, the inspectors were satisfied to report that 

the inadequacies of Ball’s storage arrangements had “since been rectified and on a visit 

to the premises on 9/6/69 the keys to the lower portion of the safe are retained solely by 

Dr Ball.”795 

 

The category of “fair” was equally as sparsely populated, also with only the one 

practitioner just meeting the requirements of the regulations. On 6 June, Ahern and 

Bradshaw visited the rooms of Dr A.J.M. Sinclair at Epworth Hospital. His record-

keeping was deemed to be “reasonably satisfactory” with his “register up to date and 

correct with the exception of a few patients’ addresses not recorded.”796 As for Sinclair’s 

                                                      
791 Inspectors K. Bradshaw, F. Ahern, J. Ross and K. Plummer. 
792 Refer to footnote 528 for transcript of Regulations 11 & 12. See also Poisons (Hallucinogenic Drugs) 

Regulations 1967 (Victoria), Appendix II. 
793 ‘Summary’, op. cit., p. 1. 
794 ibid., p. 1. 
795 ‘Memorandum’, op. cit. 
796 ibid. 
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arrangements for the security of his store of drugs, the inspectors observed that, as per the 

regulations, “all drugs are kept in a locked cabinet in an adjoining room,” however, “it 

was thought that other unauthorized persons may have had access to these stocks.”797 The 

inspectors also noted in their report that Sinclair had only used two ampoules of his 

allocated supply of LSD. When questioned on this – as it seemed to the inspectors to have 

been a comparatively low figure – Sinclair explained that this was because “he had 

difficulty in getting a bed at Newhaven Hospital,” which by this time had cultivated a 

reputation within medical circles as the busiest LSD hospital in Victoria.798 

 

With the exception of a Dr Owen Blomfield, who was noted as having returned all stocks 

of hallucinogenic drugs to the Department, and a Dr John Lewis who, although visited by 

Department of Health Inspectors Plummer and Ross on 5 June, had no comments 

recorded against his name, the remaining fifteen warranted practitioners fell well and truly 

into the “unsatisfactory” category in terms of their compliance with the record-keeping 

and storage security requirements of the hallucinogenic drugs regulations.799 

 

At the more acceptable end of the unsatisfactory spectrum were such practitioners as Drs 

William Russell Richards and F.S. Robinson, whose records were both deemed 

unsatisfactory by Plummer and Ross. On their 4 June visit they noted that Richards’ 

“register [was] not kept in the form set down in the regulations. Entries ‘squeezed in’ 

throughout the register. Different handwritings with respect to actual individual entries 

indicated that these were not written in by the doctor himself.”800 Meanwhile, following 

their visit to Robinson the following day, Plummer and Ross reported that “balances of 

psilocybin showed 19 excess whilst no record at all was held of 42 ampoules of LSD 

which were on hand.”801 In terms of the security of the storage of the drugs, the inspectors 

were slightly more satisfied, remarking that drugs “appeared to have been in the custody 

of Dr Richards” and “appeared to be in the custody of Dr Robinson,” respectively, 

although they did notice that in the case of Robinson “the small drawer currently provided 

was accessible to the secretary/receptionist.”802 

                                                      
797 ‘Summary’, op. cit., p. 6. 
798 ‘Memorandum’, op. cit. 
799 See ‘Summary’ & ‘Memorandum’, op. cit. 
800 ‘Summary’, p. 5. 
801 ibid., p. 5. 
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The security of stores of drugs was a major criticism of Drs Kingston and Cohen, visited 

4 and 5 June. In the case of Kingston, Plummer and Ross discovered during their 

inspection that while the drugs were held in a locked, but unfixed, box, the key was “held 

by a Miss Tatnell who had power of attorney over Dr Kingston’s affairs whilst he was 

away.”803 They also noted that Kingston’s nursing sister, Sister Williams, was easily able 

to obtain the key from Miss Tatnell in order to access the contents of the locked box.804 

Meanwhile, Cohen’s arrangements were judged to be completely unsatisfactory – Ahern 

and Bradshaw recorded that Cohen “states he keeps them [hallucinogenic drugs] locked 

in his car.”805 Kingston’s record-keeping was also judged “unsatisfactory” with the 

inspectors reporting that “whilst details appeared to be correct, all entries were carried 

out by Dr Kingston’s Sister and not by him personally.”806  

 

The laxity of Kingston’s security measures and the subsequent accessibility of 

hallucinogenic drugs to nursing and support staff also came to the attention of the 

Department in the form of a memorandum issued by the Senior Pharmaceutical Chemist 

Mr Borowski. The memorandum advised that a Nursing Sister (name withheld) “who has 

worked with LSD along with Dr Kingston, has allegedly in recent weeks been injecting 

herself with an unknown substance.”807 Borowski promised that “further enquiries are 

being made into this matter,” however no further documentation was present in the 

Department’s file on hallucinogens.808  Cohen, on the other hand, was unable to produce 

his register on request and when questioned he “stated [it] was at his home.”809 It was also 

discovered by Bradshaw during this visit that Cohen’s warrant under which he was 

permitted to possess and use hallucinogenic drugs was invalid. The initial warrant issued 

to Cohen allowed the use of these drugs only at his nominated locality of the Mental 

Hygiene Department facility at 848 Glenhuntly Road, Caulfield, however it had come to 

the attention of Bradshaw that in fact Cohen had “terminated his position with the Mental 

Hygiene Department… some six months ago” in favour of private practice which he had 

                                                      
803 ibid., p. 3. 
804 ibid., p. 3. 
805 ibid., p.2. 
806 ibid., p. 3. 
807 ‘Re: L.S.D.’, memorandum to the Poisons Division from R.H. Borowski, Senior Pharmaceutical 

Chemist (Victoria), 12th April 1967, ‘Hallucinogens’ file, Department of Health (Victoria). 
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since established at 428 St Kilda Road.810 The report states that consequently, Cohen was 

required to “apply for a fresh warrant for the present premises.”811 

 

Secretary access to both records and drug stores was also a feature of Dr David Barnes’ 

practice, as was a significant and alarming unfamiliarity with the details of his treatments. 

When Plummer and Ross visited on 4 June and requested access to his register, Barnes 

was “unable to locate [it] when first asked,” and they were only able to inspect it when 

the “secretary later located the register in a bookcase cum filing cabinet in the consulting 

room.”812 They also recorded a discrepancy in the quantities of hallucinogenic drugs used 

and held by Barnes. Of the fifty ampoules originally issued, “records show usage of only 

1 ampoule. Stocks on hand – 10 ampoules.”813 An equal degree of confusion reigned 

when the inspectors turned their attention to Barnes’ arrangements for the storage and 

security of his supply of drugs with the inspectors noting that Barnes “stated none were 

held at his rooms but his stocks were probably at St John of God Hospital, Brighton.”814 

However, once again, his ever-helpful secretary subsequently appeared and “produced 10 

ampoules from out of the same bookcase cum filing cabinet.”815 

 

Also consulting at St John of God Hospital was a Dr G. Flannagan whose report was 

equally unsatisfactory. Plummer noted during his visit of 11 June to Flannagan’s Collins 

Street rooms that although there were no stocks on hand at the rooms, when asked the 

doctor was not able to “indicate the storage normally used.”816 Furthermore, his attempts 

at record-keeping reflected a complete disregard for the regulations with Plummer 

commenting in his report that records “clearly appeared to have been written up following 

enquiries which had been going on with other practitioners at this date for approximately 

one week.”817  

 

Another last minute retrospective register was produced by a Dr Paul Kornan of Coonil 

Private Hospital in Elsternwick. Once again, while his storage of the drugs in this case 
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was determined to have been semi-adequate – “secure storage in a steel filing cabinet, 

however secretary/receptionist had a key to obtain entry to the storage area”818 – Kornan’s 

record-keeping was described by Ahern and Bradshaw as “chaotic.”819 They noted that 

there was “no separate entries for each drug” and “no indication of balance.”820 In fact, 

Bradshaw went as far as to add “in my opinion the register which was produced (new 

exercise book) was compiled during the time we interviewed Dr Christie [Dr Kornan’s 

colleague with whom he shared his consulting rooms at 61 Collins Street] and had 

lunch.”821 

 

A variety of inspection team pairings discovered another entirely unsatisfactory 

partnership in Drs Atkinson and Stevenson of 437 St Kilda Road. Atkinson was visited 

by Plummer on three separate occasions, accompanied by Ross, Sergeant Kyte-Powell 

and Senior Detective Currie, on 5, 9 and 10 June, respectively.822 The inspection teams 

discovered stocks of drugs stored in a “general stationery cupboard” and “ineffectual” 

and vague documentation that represented the “‘pooled’ records of Atkinson’s and 

Stevenson’s stocks.”823 Stevenson was visited separately, also on three occasions, by a 

variety of combinations of the inspection team, twice on 5 June and again on 9 June.824 

As per the comments recorded against Atkinson, Stevenson’s records were described as 

“chaotic”, and bearing “no address of patients” and “no balances maintained.”825 The 

manner of Stevenson’s storage of his stock of hallucinogenic drugs was equally as poor, 

with Plummer observing that “25 ampoules of LSD and 22 CY 39 belonging to Dr 

Stevenson were found hidden at the back of a general drug cupboard on the first floor of 

Newhaven Hospital. A number of persons had access to this cupboard at various times 

during the day.”826 Stevenson’s blatant disregard for the import of the new security 

measures would hardly have surprised Plummer – at the conclusion of his initial delivery 

of the first regulated supplies of LSD to Stevenson, Plummer had added an additional 

comment to his records concerning the response of Stevenson in particular to the rollout 
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of the regulations, noting that “as far as first and brief impressions are of any value, Dr 

Stevenson conveyed just a token of an air akin to scorn for what he appeared to consider 

as unnecessary red-tape in handling hallucinogenic drugs.”827 

 

Meanwhile, the other half of the Kornan and Christie partnership performed equally as 

poorly with Ahern and Bradshaw deeming Christie’s storage arrangements entirely 

unsatisfactory, finding drugs “kept in a steel filing cabinet in secretary/receptionist’s 

office [with] cabinet open to unqualified persons.”828 His records were considered 

“extremely poor” with the inspectors recording the following notes: 

 

 Exercise book used as a register. Entries well behind (approx. 3-5 months behind). 

 Some only entered on scraps of paper. One entry indicates that 2 ampoules of LSD were 

 borrowed but does not indicate from whom they were received nor whether they were 

 returned. Some records kept at Newhaven Hospital.829 

 

The degree of compliance with the hallucinogenic drugs regulations of the practitioners 

inspected thus far was clearly less than satisfactory, with most of them demonstrating at 

best a blind disregard for the necessity to regulate hallucinogens and complete 

carelessness in their vague and inadequate efforts to comply under threat of inspection. 

However, with Stevenson, the first suggestion of deliberate exploitation of the system 

emerged, with the inspectors’ report noting a stash of what they described as “hidden” 

supplies. Similarly, the extent to which the inspectors in a separate report attempted to 

reconcile specifically Christie’s ambiguous documentation which revealed an 

unexplained inconsistency between two sets of records for the same patient for the same 

date receiving two different doses of LSD, suggests some suspicion of a more complex 

underlying explanation than a simple case of carelessness. Of the remaining five 

warranted practitioners whose compliance was also deemed unsatisfactory, a further two 

attracted additional comment from the inspection team that also betrayed their concern 

that these psychiatrists’ poor performance reflected more than mere disregard for the 

regulations or carelessness. Furthermore, it is also worthy of note that these remaining 
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five practitioners, along with Stevenson and Christie, were all consultant psychiatrists at 

Newhaven Hospital. 

 

When Ahern and Bradshaw visited Dr Eric Seal on 5 June, they judged his storage 

arrangements “as far as is known adequate,” as Seal claimed that he kept his supply of 

drugs at his home.830 They were, however, unsatisfied with his record-keeping and noted 

that “separate entries not made for each hallucinogenic drug. Balances of drugs not 

provided and in many cases address of patient not provided. Impossible to reconcile 

stocks with actual register.”831 With further questioning, the inspectors learned that these 

inconsistencies were the result of Seal apparently having had “a quantity of LSD in stock 

obtained from Sandoz prior to the Act coming in to force,” which he had subsequently 

added to his stock provided by the Department.832 They also made a special note in their 

report that over the course of their extended interview, “Dr Seal admitted he knew we 

would be around, as he had been at Newhaven Hospital the previous night when a flap 

was in progress there.”833 

 

Another post-inspection casual interview with Newhaven psychiatrist, Dr Margaret 

Pickles, also yielded extra information of considerable concern to the inspection team. 

Ahern and Bradshaw visited Pickles on 4, 5 and 6 June before they were able to carry out 

their task, and while her storage arrangements were deemed adequate – “stocks kept in a 

small locked cash box stated by Dr Pickles to be kept in her own possession”834 – the 

inspectors were entirely unsatisfied with her register, observing “no separate entries for 

each type of drug. No balances maintained in register. Early entries made by Dr Pickles’ 

secretary, not by doctor herself.”835 Furthermore, in a separate follow up report, Bradshaw 

also made an additional comment that “in conversations after the drug register had been 

inspected, Dr Pickles admitted that Dr Seal had on several occasions about 3-4 years ago 

tried to persuade her to sample the drug LSD but she had refrained. Various people 
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however had informed her after taking LSD that it was like ‘Being a God.’”836 Bradshaw 

subsequently added that “the various people I presume to be in the medical field.”837 

 

Deliberate attempts at deception continued with Borowski and Kyte-Powell’s report that 

in the register of Dr Harry Bethune “numerous inks had been used for each of the 

individual entries indicating that deficient details had been entered at a later date.”838 No 

comments whatsoever were recorded against the name of a Dr John Mackay, however the 

inspection report reflects that he was the only practitioner not to have been visited by 

members of the Department inspection team, but rather by Kyte-Powell accompanied by 

three additional officers of the Victoria Police Drug Bureau.839 

 

Finally, practitioner number nineteen and the professional representative on the Chief 

Health Officer’s advisory committee, Dr Howard Whitaker was visited on 5 June by 

Borowski and Kyte-Powell. As a member of the select committee responsible for 

composing the Poisons (Hallucinogenic Drugs) Regulations, Whitaker’s full compliance 

was surely to have been expected. Instead, his records were described as “chaotic”, with 

“no resemblance of order as to identity of patient”, while “balances maintained were not 

accurate.”840 Furthermore, as for the security of his storage arrangements, “although a 

locked cupboard in a desk was being used by Dr Whitaker on the day of inspection, it was 

the inspecting team’s opinion that the lock had only just recently been fitted.”841 

 

--- 

 

Having completed his report to the Senior Pharmaceutical Chemist, Plummer went on to 

produce a subsequent report for the Department outlining “Some general observations 

concerning the Poisons (Hallucinogenic Drugs) Regulations 1967 and associated 

matters”.842 Further to his general concerns about the disinterested and in some cases 

deceptive practices of individual practitioners with respect to record-keeping and storage 
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requirements elaborated upon in his first report, Plummer took the opportunity of this 

subsequent report to highlight some of what he observed to be the broader problems 

stemming from the therapeutic use of hallucinogens and the initial measures to regulate 

them. 

 

Exactly what prompted one of the members of the investigating team to raise the first 

concern is unclear, however, the suspicious and in some cases deceptive behaviour of 

some practitioners would surely have contributed – Plummer’s first comment raised the 

point that, if it ever came down to it, “it would be very difficult, if not impossible, to 

prove that any particular patient whose name appeared in the Register, actually received 

a dose of an Hallucinogenic Drug.”843 While his entries in a register may meet the 

requirements of the regulations, they made no provision against a psychiatrist, if he so 

wished, administering any other substance such as, Plummer suggested, “an injection of 

distilled water,” the implication being that “if he so desired, a warranted practitioner could 

build up a reserve stock of drug for illicit use.”844  

 

The second point of concern for Plummer was his discovery of the fact that “in the case 

of one warranted practitioner, an alias was being entered in his hallucinogenic drug 

register.”845 While it was explained by that particular practitioner that the practice was 

employed in order “to save the patient embarrassment,” Plummer still remarked in his 

report that “since entries in the register are confidential, one wonders whether there is any 

real need to use an alias in this way.”846 Furthermore, he also pointed to what he predicted 

as the “difficulties which could arise if the practice of using an alias became 

widespread.”847 

 

Thirdly, Plummer noted that throughout the process of conducting the inspections, it 

became apparent to him that certain psychiatrists “have advocated that, in order for the 

practitioner to appreciate the effects of an hallucinogenic drug on a patient, that 

practitioner himself should have experienced the effect of that drug.”848 Self-
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administration was indeed one of the indications outlined in the prospectus leaflet that 

accompanied supplies of LSD, however Plummer remained firm in his view that “under 

such circumstances, it would appear necessary to ensure that self-administration was 

prohibited” and indeed highlighted the prohibition of self-administration as a glaring 

omission from the regulations.849 Accordingly, he proposed to the Department that “a 

section be inserted in the Regulations to that effect.”850 Fourthly, further to this 

recommendation, Plummer implored the Department to “closely scrutinize the wisdom 

of this advocacy, in order to determine whether it is acceptable.”851 

 

Plummer’s fifth point concerned what he described as “the atmosphere and surrounding 

in which hallucinogenic drug therapy is sometimes given.”852 He went on to report that 

“in the practice of at least one warranted practitioner, hallucinogenic drugs are 

administered in what might be termed ‘questionable surroundings.’”853 On this point 

Plummer remained secretive, refusing to elaborate on the exact nature of these 

“questionable surroundings”, but once again implored the Department to reconsider the 

legality of such surroundings under the regulations.854  

 

For Plummer, the prevalence of non-compliance with the regulations amongst warranted 

practitioners was inversely proportional to the Department’s investment in resources to 

enforce them. In his view, in order to ensure the future effective regulation of therapeutic 

hallucinogens, the obvious solution was the recruitment of more staff. Plummer 
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concluded his report with a paragraph on what he predicted would become a problem of 

“Distribution Difficulties” in which he reported that throughout the interviews, a number 

of warranted practitioners had “expressed concern at the difficulties being experienced in 

ensuring a reasonable continuity of supplies of hallucinogens and consequent continuity 

of treatment of their patients.”855 Plummer, however, was equally concerned that thus far 

it also “appear[ed] as if, in the absence of a numerically adequate staff, it has not been 

possible to closely supervise the requirements of the Poisons (Hallucinogenic Drugs) 

Regulations 1967, particularly in relation to ensuring regular inspection of hallucinogenic 

drug registers.”856 With serious doubts about how to respond to practitioners’ supply 

enquiries based on his recent findings, and working on the assumption that the 

Department could only manage inspections once every two years, Plummer went on to 

plead with his superiors for a greater investment in staff for the task of enforcing the 

regulations: 

 

 It is suggested that in taking on the responsibilities inherent in the regulations and the 

 concomitant responsibilities inherent in the wholesale distribution of the drugs 

 concerned, the Department assumes a heavy burden which can only be catered for by 

 providing a suitably qualified staff, numerically adequate to fully carry out the 

 responsibilities involved. It is suggested that at the present time, this Division does not 

 possess the numbers needed to adequately carry out these responsibilities and still, at 

 the same time, perform its many other tasks, without reducing the standard of its 

 performance in some quarter. Accordingly, it is suggested that, as a matter of urgency, 

 the Department once again impress on the Government, the need for greater numbers of 

 suitably qualified staff in this Division.857 

 

However well-intentioned Plummer’s recommendations were, they were in practice 

redundant in respect of their capacity to avert future potential abuses – at best, more 

resources may have simply revealed more frequently practitioners’ disregard for the 

regulations, as well as private practitioners’ disrespect for the authority of the Department; 

at worst, they may have encouraged less scrupulous practitioners to develop more 

effective means of manipulating the regulations to their own purposes.  
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Clearly, the concerns outlined in Plummer’s reports suggested some fundamental 

problems with the way the hallucinogenic drugs regulations were being applied, if not 

with the regulations themselves – the Department could not afford to leave the reports 

unactioned, however it seems unlikely that the only action that it did take would have 

gone any way to ameliorating Plummer’s concerns. On 15 July 1969, Chief Health Officer 

Dr Farnbach issued a letter to “all authorised medical practitioners” to inform them that 

following the initial round of inspections he had been made aware “that conditions laid 

down in the Poisons (Hallucinogenic Drugs) Regulations 1967, were not, in some 

instances, being observed, with particular reference to storage of the drugs (Regulation 

11) and the keeping of a register (Regulation 12).”858 In an entirely underwhelming effort 

to address reports that “several medical practitioners to whom I have granted warrants to 

possess and use these particular drugs have not fulfilled their obligations,”859 Farnbach 

simply announced that new registers would be issued to all warranted practitioners and 

warned, once again, that they “must be produced for checking when supplies are 

replenished or when a visit is made by an inspecting officer”860 and reiterated the existing 

regulatory requirement that “appropriate and adequate storage facilities must be provided, 

of which the medical practitioner has sole charge of the key.”861 

 

Despite the comprehensive failure, deliberate or accidental, of the majority of 

practitioners to comply with the regulations and the broader concerns that these failures 

implied, and despite the recommendations of the inspecting team for amendments to be 

made to the regulations in anticipation of potential instances of abuse, instead all the 

Department would do is essentially up the degree of red tape a fraction. In his letter, 

Farnbach warned that “in future, supplies will be issued on a monthly basis and when 

delivery is effected, a signature from the medical practitioner will be required,”862 and 

advised that “when requesting supplies, the exact quantity of each particular drug must 

be specified.”863 He concluded his letter with a polite request to warranted practitioners 

for their future cooperation in the possession and use of hallucinogenic drugs in 
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accordance with the regulations, threatening only that “further reports [of continued non-

compliance] could result in withdrawal of individual warrants and a review of the 

Department’s present policy in making these drugs available to the medical 

profession.”864 

 

The Poisons (Hallucinogenic Drugs) Regulations 1967 conferred full responsibility for 

the supply and distribution of LSD onto the Victorian Department of Health and limited 

the manufacture, sale, distribution, possession and use of hallucinogenic drugs to only 

persons licenced by the Chief Health Officer, where such persons were required to 

possess a legal medical qualification and membership of the Royal Australian and New 

Zealand College of Psychiatrists.865 What the regulations did not do was make any 

prescription about how such licenced persons were to use hallucinogenic drugs, nor did 

it make any significant provision in the event that such use was deemed “injudicious”. 

Moreover, the regulations made no mention of when, how, or even if, they would ever be 

actively enforced – implicit in their proclamation was the assumption that they would be 

adhered to – and furthermore, on the single occasion that the Department of Health did 

attempt to investigate the efficacy of the regulations this was not instigated until a full 

two years after their initial implementation, and if the Department’s file on hallucinogens 

is to be regarded as comprehensive, then nor were any further inspections ever carried out 

of warranted practitioners’ compliance with the regulations and the subsequent measures 

outlined in Farnbach’s address between 1969 and the eventual blanket ban on therapeutic 

LSD in 1975.866 

 

--- 

 

That some practitioners may have resented the retrospective imposition of regulations on 

a treatment they had been previously using freely is understandable. That the state 

government was intruding on their private practices may also have contributed to this 

resentment. Such resentment might explain some of the defiance of the regulations that 

was recorded in the Department of Health inspection report. It does not explain, however, 
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how Dr Whitaker, the sole representative of his profession on the Department’s advisory 

committee and co-author of the regulations, turned out to be one of the least compliant of 

all practitioners warranted to use LSD.  

 

In his plea to the Department in 1966 to assume responsibility for the distribution of LSD 

in Victoria, Whitaker claimed to have “treated between five and six hundred persons with 

drugs in this group with successful results” since his initial investigation using LSD-

assisted psychotherapy that concluded in late 1963, even though that investigation had 

achieved a “successful” outcome in only 47% of cases.867 Despite the inconclusive nature 

of his initial results, evidently Whitaker decided to persist with LSD-assisted 

psychotherapy. He had recognised early on in his career that the repair of the physical 

manifestations of injury and disease was not always sufficient to make the patient well as 

a whole. Frustrated, he had turned from general medicine to psychiatry in an effort to 

develop the skills to address what he perceived to be a deficit in his therapeutic abilities, 

and in the course of his practice he had identified LSD as a potentially useful tool in this 

quest. But this quest took a rather unexpected path under the influence of the Master of 

Queen’s College at the University of Melbourne, Dr Raynor Johnson. 

 

Former physicist, frustrated amateur psychologist, and later self-styled mystic, Johnson 

had cultivated his own alternative theory about the aetiology of mental illness which he 

believed ultimately to be not biological, nor social, but rather spiritual in nature, drawing 

on the earliest modern usage of the term psychology as it translated literally to “the study 

of the soul.”868 An expert in consciousness awareness, he was familiar with the 

entheogenic value of hallucinogenic substances and as such took particular interest in 

Whitaker’s work. As the following chapter will explain, it was Johnson who credits 

himself with the introduction of Whitaker to his spiritual guru, Anne Hamilton-Byrne, 

following which the use of therapeutic LSD at Newhaven began to deviate wildly from 

the original Sandison blueprint on which Whitaker had based his initial investigation. 
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CHAPTER 8 

LSD-assisted enlightenment:  

the psychiatrist as the “doctor of souls” 

 

 

Dr Raynor Carey Johnson was the Master of Queen’s College at the University of 

Melbourne from 1934 to 1964, and later co-founder of The Family. Born in Leeds on 15 

April 1901, he was the eldest of four children and was raised in a working- to middle-

class Wesleyan Methodist family.869 On an open scholarship to Balliol College at Oxford, 

Johnson took a first-class honours degree in Natural Science in 1922, majoring in 

physics.870 He immediately moved to Belfast to take up a lectureship in physics at 

Queens’ University in 1923, and by 1927 he had moved to an equivalent position at 

King’s College at the University of London where he was awarded his PhD for his 

research in spectroscopy.871  

 

Johnson had begun to carve out a promising career early on as one of Britain’s leading 

research physicists. According to his eldest daughter, during his time at King’s College 

there was even some collaboration with Lord Rutherford while the latter was working at 

the Cavendish laboratories at Cambridge.872 However, it was the influence of a man from 

outside traditional scientific circles that would have a much deeper impact on the future 

direction of Johnson’s career. In a letter to her brother, Johnson’s younger sister Myra 

had suggested that the work of a Reverend Dr Leslie Weatherhead might be of interest to 

him. Weatherhead was a Methodist minister at the church where she and a group of 

students from Leeds University attended a Friday fellowship, but he was cultivating 

something of a reputation for innovative and unorthodox preaching both within and 

beyond his Methodist congregation.873 Weatherhead had recently established a “clinic” 
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in Leeds where he offered a combination of spiritual counselling interspersed with his 

version of “the new science of psychology” and psychotherapy.874  

 

Although he was trained in physics, Johnson had been secretly harbouring an interest in 

medicine and therapy for some time. As a twenty-year-old undergraduate at Oxford, 

Johnson had lost his mother to cancer. This had motivated him to contemplate how he 

might apply his work in physics and spectroscopy to the field of medical research, in 

particular the early detection of disease.875 Historian and former Master of Queen’s 

College Dr Owen Parnaby reports that Johnson: 

 

 … believed it would be possible to apply spectroscopy to human blood serum and other 

 body fluids and thus provide a means of early diagnosis of diseases. One of its most 

 important applications, he hoped, would be in the diagnosis of cancer as ‘a method of 

 early diagnosis would be a discovery of the first magnitude to medical science and a 

 boon to humanity.’876  

 

In 1928 when Weatherhead was visiting London he and Johnson met and, as Myra had 

predicted, the pair became instant and close friends and, according to Johnson’s 

biographer Alan Moore, “Raynor and Leslie frequently talked about the interrelationships 

between medicine, psychology and religion and Leslie taught Raynor how to do 

hypnosis.”877 

 

Clergy counsellors: Dr Leslie Weatherhead and the spiritual healing of mental illness 

 

Two major biographies have been produced on British Methodist theologian and self-

styled psychological healer, Dr Leslie Dixon Weatherhead: the first by his son Professor 

Kingsley Weatherhead, while the second, entitled Doctor of Souls: Leslie D. 

Weatherhead 1893–1976, was penned by protégé, colleague and friend John Travell, who 

summarised his life and work as follows: 
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 From the mid-1920s to well into the 1960s, he [Weatherhead] became established as the 

 best known and most widely popular English preacher. A prolific author of best-selling 

 religious books, he was well known as one of the first and most successful religious 

 broadcasters, as a pioneer and populariser of the use of psychology in the pastoral work 

 of the Church, and as a major influence in the revival of the Church’s ministry of 

 healing. His liberal theology, outspoken criticisms of Christian orthodoxy, and his 

 questioning of the Church’s traditional doctrines and creeds, as well as his interest in 

 unorthodox medicine, spiritualism and psychic research, made him a highly 

 controversial figure.878 

 

Weatherhead was born in north-west London in 1893 into a comfortably-off 

nonconformist family and entered into a ministerial career entirely predetermined by his 

mother who, alongside his father, taught in the Sunday School at the family’s local 

church.879 Weatherhead was ordained a Methodist minister in 1916 but over the course 

of his career he developed an increasingly unorthodox interpretation of Christianity and 

often publicly questioned accepted institutional doctrine. In support of his belief that a 

direct relationship with Christ was of true spiritual value, Weatherhead attempted to make 

religion in this form accessible to the average man in his book of sermons published in 

1945 entitled A plain man looks at the Cross: An attempt to explain in simple language 

for the modern man, the significance of the death of Christ.880 In diminishing the role of 

the institutional Church as a necessary intermediary in the relationship between man and 

Christ, unsurprisingly, the book met with severe criticism from religious conservatives, 

but it was equally applauded in more liberal circles and ultimately earned Weatherhead 

an honorary degree of Doctor of Divinity from the University of Edinburgh in 1948.881  

 

Encouraged by this, Weatherhead continued to develop his anti-dogmatic views and two 

years later was awarded his PhD in London for a thesis entitled The place of psychology 

in the integration of personality with special reference to the field of religion.882 In 1951 

he published an expanded version of the thesis as a book entitled Psychology, Religion 

and Healing in which, according to Travell: 
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 The wide range of subjects dealt with by Weatherhead, not only psychology and 

 hypnotism, but euthanasia, demon possession, Spiritualism, paranormal phenomena and 

 psychic research, were not for him disconnected hobby horses, but logically related 

 areas of enquiry stemming from a unified system of belief, the central tenet of which 

 was the loving goodness of God, whose ideal will for all was total harmony and health 

 of body, mind and spirit.883 

 

Meanwhile, his son Professor Kingsley Weatherhead reflected that it was the aftermath 

of World War I that marked the beginning of his father’s interest in the application of 

psychology within his ministry: 

 

 A doctor practicing psychotherapy in a hospital ward had turned to him and said that 

 most of that kind of work ought to be done by the padres in the regiment. He was a man 

 of brilliant and magnetic presence, who had cured a soldier who, through shell-shock, 

 had lost both speech and memory. Les was made to understand that the man’s 

 dumbness was due to his fear of admitting his own fear. The doctor related these 

 psychosomatic troubles to those in the gospels recorded as cured by Christ.884 

 

Inspired by the work of this wartime doctor, Weatherhead went on to read Freud, Adler 

and Jung and set about incorporating this psychological healing into his ministry by 

establishing a “clinic” at Leeds where he preached. Kingsley Weatherhead recalls: 

 

 He had a set of rooms in the building opposite the chapel in one of the small streets of 

 the city... Every afternoon of the week Les would drive down to these rooms and 

 interview people with widely varied troubles. They were all people who had been 

 referred to him by doctors, who in many cases had given them up. He took on patients 

 in those days whom later he would himself have referred to psychiatrists; but back then 

 in the twenties, psychiatrists were rare birds, and if he himself had not tried to help 

 those who came to him, nobody would. Coming to his barely furnished rooms in Leeds 

 were men and women, physically healthy – tough even – who were on the brink of 

 despair, or men and women wasted by no known disease, whose afflictions neither 

 drugs nor surgery could alleviate.885 
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Years later, following his move to London to take up a preaching role at the City Temple, 

based on the success of the clinic at Leeds Weatherhead established another spiritual 

healing clinic in the capital. The City Temple clinic also offered the additional help of 

“medical psychiatrists” who, in their professional opinion, would, where they deemed it 

appropriate, refer patients to the Church’s Fellowship Groups on the basis that “a group 

meeting for Christian fellowship, discussion and prayer, has a very high therapeutic 

value.”886 Indeed, Weatherhead himself was of the view that “‘the forgiveness of God… 

is the most powerful therapeutic idea in the world.’”887  

 

His experience in both the Leeds and City Temple clinics led Weatherhead to include in 

his conclusion to Psychology, Religion and Healing the recommendation that ministerial 

training should incorporate a mandatory course in psychology, however it was important 

that “the minister should not be a practicing psychotherapist. If more than half-a-dozen 

interviews is needed, the patient should be referred to a Christian medical psychiatrist.”888 

To ensure a satisfactory degree of care for the congregation, Weatherhead recommended 

that all theological colleges grant a Diploma in Pastoral Psychology.889 

 

The foundational principle underlying the establishment of these clinics, according to 

Travell, was Weatherhead’s commitment to “the possibility of a bridge between 

psychology and theology.”890 In his interpretation of Freud, psychoanalysis was only 

effective in the treatment of neurosis to the extent that it allowed the patient to recognise, 

acknowledge and neutralise their guilt – Weatherhead, however, believed that the guilt 

itself remained. For Weatherhead, the lingering presence of this guilt presented an 

opportunity “for religion to play a part in the healing process.”891 A holistic approach to 

health included equal consideration of the body, mind and spirit, and so “if healing were 

to be complete, the power of religion to offer forgiveness and absolution had also to be 

included, since this was something beyond the powers of the psychologist to provide.”892 

 

                                                      
886 Travell, op. cit., p. 190. 
887 ibid., p. 189. 
888 ibid., p. 190. 
889 ibid., p. 190. 
890 ibid., p. 189. 
891 ibid., p. 189. 
892 ibid., p. 189. 



 

 
 

202 

 

The success of his move to the City Temple suggested that Weatherhead’s nonconformist 

preaching of the value of a direct relationship with Christ and the rejection of received 

Church dogma clearly resonated with Methodist congregations across the country, one of 

whom was a young physicist by the name of Dr Raynor Johnson who, in the early decades 

of the twentieth century was nurturing similar ideas about science, medicine, psychology 

and spiritual healing. 

 

Moore reports that after their introduction, “Raynor and Leslie several times discussed 

the possibility of getting a medical qualification and going into Harley St together,”893 

and such was his commitment to the idea that Johnson proceeded to complete the first 

two years of a medical degree while continuing his lecture and research program in 

spectroscopy at King’s.894 Having interviewed Johnson prior to his death, Moore recalls 

that “even in his eighties Raynor continued to express the view that if he had his life over 

again, he would have liked to have been a doctor of medicine and so have been in a 

position to help people when they were most in need.”895 

 

Dr Raynor Johnson and the metaphysics of psychology 

 

In 1932, as part of his annual business trip to England, Vice-President John Tweddle of 

the Queen’s College Council of the University of Melbourne had been authorised to make 

formal inquiries with the British Methodist Conference as to the availability of a suitable 

candidate to replace the ailing Master.896 Weatherhead, by now quite famous within 

Methodist circles, received word of Tweddle’s inquiries and proposed his fellow 

Methodist friend Johnson for the job.897 On Weatherhead’s recommendation, Tweddle 

visited Johnson at his rooms at King’s College to invite him to apply for the position. 

Despite an apparently promising physics career in Britain, Johnson agreed to put in for 
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the job in Melbourne.898 After taking further advice directly from Weatherhead, Johnson 

accepted the post and he and his family sailed for Australia in August 1934.899 

 

Johnson’s appointment to the position of Master of Queen’s was not without controversy. 

While Johnson was the preferred nomination of the Queen’s Council, the Methodist 

Conference of Melbourne had also put forward two other candidates: a Mr John Foster, 

then acting Master, and the Reverend Calvert Barber.900 Although it had been the task of 

the Council to appoint the best man for the job from within the Empire, their preference 

was for “an Australian, a man under forty, and an ordained minister.”901 Johnson only 

satisfied one of these criteria and as such there was considerable opposition to his 

appointment from some within the Melbourne Methodist ranks.902 Nevertheless, the 

Council proceeded with his appointment. 

 

This initial tension lingered, however, and swiftly surfaced again just two years into 

Johnson’s tenure. When Vice-President Tweddle had proposed his nomination to the 

position in 1933, Johnson had just completed the second year of his medical degree in 

London and was clearly very motivated to continue in the course.903 He expressed as 

much to Tweddle but did not go as far as to formalise his wish as a condition of his 

acceptance of the Mastership at Queen’s.904 After devoting his full attention to his new 

role for two years, Johnson put forward to the Queen’s Council a request to recommence 

his medical studies. Parnaby reports that Council convened a special meeting early in 

1937 to consider the request and ultimately came to the decision that “the course of the 

4th, 5th and 6th years of medicine could not be undertaken by any one man while holding 

the position of Master.”905 Johnson was left with no choice but to accept the decision, 

however he did choose to exercise his right to complete years one and two of the medical 

degree over again in Melbourne. This did nothing to improve already strained relations 
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with the Council who as a result “were left in doubt as to what his ultimate intentions 

were.”906  

 

Despite having received the final word from the Council on his medical campaign, 

apparently the drive to practice in some kind of therapeutic role never left Johnson and, 

as Parnaby recalls, out of his “frustration in his plan to continue research in the use of 

spectroscopy in diagnosis in medicine, the Master turned to psychotherapy, extra sensory 

perception and mysticism. He sought the reality of life in the spirit world and in the 

immortality of the soul.”907 Evidently Johnson felt that the mastery of such topics would 

provide him with a satisfactory outlet for his therapeutic urges which, in the absence of 

any formalised training courses, he was free to pursue independently of the College 

Council’s blessing. Although Johnson’s performance in his role as Master over the period 

of thirty years remained exemplary, there always remained a latent tension with the 

College Council and the Methodist Conference, and in his determination to apply, to what 

would eventually become an extreme, the laws of physics to the world of metaphysics, 

Johnson’s reputation as a respected physicist was swiftly and completely eclipsed by his 

newfound “expertise” in spirituality.  

 

Along with his unorthodox approach to religion, Johnson also imported to Australia 

another of Weatherhead’s influences: a firm commitment to the pursuit of psychical 

research. In the opinion of psychical researchers of the time: 

 

 If by psychical research we mean the scientific study of the paranormal, and by 

 psychology the scientific study of human experience and behaviour in general, we find 

 that the two disciplines arose at much the same time and even for much the same 

 reasons. Both were the outcome of an intellectual movement that sought to extend the 

 boundaries of science, which had achieved such astonishing progress in advancing our 

 understanding of nature, into areas that had hitherto been the preserve of casual 

 observation or metaphysical speculation.908 
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Psychical researchers very much regarded their field and that of early psychology as “two 

separate but allied fields,” that maintained an “often uneasy partnership.”909 Fuelled by 

“the disappointment at not being able to continue with his medical studies,”910 what had 

begun for Johnson as a scientific interest in the psychological “hidden powers of the 

mind”911 smoothly morphed into a devotion to explaining the mechanisms of mental 

phenomena such as Extra-Sensory Perception (ESP). By 1949 he had become confident 

enough in his new subject matter to begin delivering a series of lectures to the Council 

for Adult Education (CAE) on the “means of perception and of acquiring knowledge 

other than those provided by the five senses.”912 By 1953, Johnson had published his first 

of many non-scientific works entitled The Imprisoned Splendour in which he first 

publicly outlined his thinking on this new topic: 

 

Psychical research has seemed to me an important, vast and much neglected field of 

enquiry, to large tracts of which the scientific method is applicable, and to other tracts of 

which apply the methods of analysis of testimony used in disciplines such as law and 

history. I can claim to have read fairly widely and investigated a little in this field.913 

 

The Society for Psychical research (SPR) was founded by a collection of Cambridge 

academic scientists in 1882.914 Strongly influenced by the nineteenth-century Victorian 

Spiritualist movement, which itself had emerged from a “state of world-wide dispeace”915 

in response to Darwin’s reduction and mechanisation of man,916 the SPR took as its main 

subjects of investigation six different phenomena – 1) Thought-reading, 2) Mesmerism, 

3) Reichenbach Phenomena,917 4) Apparitions and Haunted Houses, 5) Psychical 

Phenomena, and 6) Literary research918 – and promised “to approach these varied 

problems without prejudice or prepossession of any kind and in the same spirit of exact 
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and unimpassioned inquiry which has enabled Science to solve so many problems, ones 

not less obscure nor less hotly debated.”919 Much of the research behind Johnson’s The 

Imprisoned Splendour was based on extensive published data accumulated by the SPR 

as, according to Moore, “Raynor was impressed by the eminence of the scholars 

involved.”920 

 

When Johnson began to attract international attention with The Imprisoned Splendour, 

Moore reports that “this further reinforced his instinctive belief that he was on the right 

track as far as philosophical matters were concerned.”921 According to Moore: 

 

The Imprisoned Splendour led to correspondence from all around the world and made 

him [Johnson] new friends such as the Buddhist monk Sumangalo, Wellesley Tudor Pole 

and Douglas Fawcett. Its success was such that it established Raynor as a leading light in 

a small but growing number of those dissatisfied with orthodoxy in religion and scientific 

matters, who were looking for a way forward.922 

 

In Moore’s personal opinion, with The Imprisoned Splendour Johnson “became known 

as one of the few scientists in the world who were prepared to look beyond the confines 

of their own discipline and investigate unorthodox areas of human experience.”923 

Encouraged by this support, Johnson went on to publish his second book on his new 

subject in 1955, Psychical Research. His attitude at the beginning of the work still very 

much reflected the scientific approach to paranormal phenomena characteristic of 

traditional psychical research – he introduced his topic as follows: 

 

Here we are often dealing with phenomena which seem to the orthodox scientific mind 

to have an inherent aura of improbability about them. However prejudiced such an 

attitude may be, it was to be reckoned with, and it can, I think, justly be said of the Society 

of Psychical Research that the standard of its investigations and the records in its 
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‘Proceedings’, will bear favourable comparison with that of the best learned societies in 

any field of enquiry.924 

 

However, by the end of the book, it had become clear that what had begun as a scientific 

investigation of the supernatural rather than the natural world had transformed into a faith 

in its reality as Johnson finally drew the conclusion that “it is quite an unfounded 

assumption that nature works within the limits which she has already disclosed to us and 

which our senses have conveniently registered.”925 

 

While Johnson’s earliest introduction to the subjects of psychical research, the 

supernatural, the paranormal, and mysticism have been traced back to his friendship with 

Weatherhead and the influence of his psychological ministry, years later in an article for 

the College of Psychic Studies926 Johnson himself credited the consolidation of his 

commitment to actively pursue these subjects to his meeting with another influential man 

in Melbourne very shortly after his arrival in 1934. In another of his books, The Light and 

the Gate (1964), Johnson recounted his meeting with the influential and charismatic 

Ambrose Pratt: 

 

I think I was first attracted to him by an intuition that he had explored more deeply in the 

region of ultimate things than any of my friends or acquaintances. My own interests were 

beginning to move at this time from physics to certain wider fields, and the sense that I 

had met an experienced explorer attracted me and led to a friendship in spite of the 

difference of some twenty-six years in our ages.927  

 

According to Moore, at the time of his first meeting with Johnson, Pratt was well known 

in Melbourne society as an “author, journalist, environmentalist and businessman, and 

was well acquainted with many of the leading politicians of his time.”928 Pratt, born in 

1874 at Forbes in NSW, was educated in law but joined the staff of the Melbourne Age 

newspaper in 1905. Upon his retirement in 1927, Pratt devoted his time to his role as 

President of the Royal Zoological and Acclimatisation Society and was instrumental in 
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securing the financial stability of what would eventually become the Melbourne Zoo.929 

In the business world, he was the director of twelve tin-dredging companies across 

Malaysia and Thailand. Through these business interests he became a confidential advisor 

to the government of Thailand and succeeded in negotiating for Thailand’s neutrality for 

the duration of World War II.930 In response to this work, in 1941 the Thai government 

appointed him Consul-General in Australia and conferred on him the Order of the White 

Elephant.931  

 

Pratt’s affinity with all things Asian ran much deeper than merely business and diplomatic 

interests however – according to his biographer Diane Langmore, Pratt harboured a life-

long affinity with Buddhism, dating from his childhood when he was raised by a Chinese 

amah.932 In adulthood, he considered himself a mystic and a clairvoyant, and apparently 

possessed the abilities, to which Johnson and his wife Mary were instantly drawn, “to see 

auras and to use his astral body for travel and exploration.”933 Pratt also considered 

himself a Theosophist934 and often availed himself of the ability of fellow Theosophist 

and famous clairvoyant Geraldine Cummins to mediate between this world and the next 

through her “automatic writing”935 in order to continue his correspondence with his friend 

Johnson for many years after his own death.936 Cummins herself was a world-renowned, 

self-proclaimed psychic who provided her services throughout the 1930s, 40s and 50s 

free of charge to a broad spectrum of clients, including Frank Menzies, brother of 

Australian Prime Minister Robert Menzies.937 Cummins also put her talents to work in 

collaboration with her psychiatrist brother in the diagnosis of mental illness, with the pair 

publishing a book on the subject together entitled Healing the Mind: How Extra-Sensory 
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Perception can be Used in the Investigation and Treatment of Psychological Disorders 

(1957).  

 

This idea held enormous appeal for Johnson who by this time had started up his own 

informal version of Weatherhead’s spiritual counselling for his students at Queen’s and 

would often take advantage of his correspondence via Cummins with the “discarnate” 

Pratt to “get extra information about the origin of the problems his counselling clients 

were experiencing.”938 Former Queen’s man Professor Eric Osborn explained that 

“Raynor had great skills in the area of psychotherapy and he used these where required 

to help college men.”939 Moore reports that “in later years Raynor also accepted referrals 

from outside the college and saw those whom he felt could be helped by his counselling 

interventions.”940 

 

Moore explains that Pratt’s posthumous communications with Johnson via the 

mediumship of Cummins was “one of the most remarkable experiences of his [Johnson’s] 

life,” which had served to “dramatically increase his belief in the certainty of survival of 

death and given him the evidence that he was ‘on the right track.’”941 This track led to 

the publication of a further three books – Nurslings of Immortality (1957), Watcher on 

the Hills (1959), and A Religious Outlook for Modern Man (1963) – in which he 

continued to build on his theory of the immortality of the soul. Johnson by now regarded 

himself as very much an expert in this field, if not indeed “chosen... to speak to the world 

precisely because he was a scientist and in a scientific way,” in a sense translating the 

spiritual message for the inhabitants of a world that spoke an incompatible scientific 

language.942 

 

Johnson’s international reputation as a leading expert in these matters was growing just 

as rapidly as his bibliography, and by this stage his name had “become known to a group 

of artists, intellectuals and scientists” in California with which Aldous Huxley was 

associated.943 Huxley and his group of academics and scientists, which included the likes 
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of Professor Huston Smith and Dr Humphry Osmond,944 were at this time “especially 

interested in alternative methods of healing and raising consciousness” and had a 

“particular interest in studying the drugs mescalin and LSD, as these were known to have 

effects on consciousness.”945 In Watcher on the Hills, Johnson had devoted a chapter to 

the “Methods of expanding awareness” which briefly reviewed the class of drugs recently 

described as “psychedelic”. Osmond, who had been responsible for coining the term, 

having read Johnson’s work on the topic entered into correspondence with him and 

arranged for his colleague Smith to spend some time at Queen’s during an upcoming visit 

in 1961 to inaugurate the Charles Strong Lectures on World Religions to the Universities 

of Australia.946 In a personal account of the trip, Smith recalls: 

 

Though I enjoyed every one of my stops, relishing the variety of your grand continent, 

on a personal level my stay with the Johnsons was by far the most meaningful. This was 

because (a) as a Professor of Philosophy and Religion at M.I.T., I (like Raynor) was 

keenly invested in the relationship between science and religion; and (b) I had known of 

him from afar through his The Imprisoned Splendour. During my visit he presented me 

with his more recent book, Watcher on the Hills. Pulling it from my shelves, I find it 

inscribed to me as follows: ‘In sincere friendship – with a memorable shared experience 

in mind, Raynor C. Johnson,’ followed by, ‘Me too, Mary’. The experience that 

inscription refers to involved the newly discovered psychedelics. Like me, Raynor had 

read Huxley’s Doors of Perception and was fascinated by the account. He also knew that 

I had brought Huxley to M.I.T. for the preceding fall semester and had been involved 

with him and Timothy Leary in the latter’s Harvard experiments which at the time were 

not only legal but respectable. Raynor was, therefore, excited to learn that I had brought 

a small supply of LSD with me on the chance that a meaningful occasion for its use might 

arise. Raynor’s interest and motivation provided the only such occasion on my Australian 

swing. Raynor ingested; Mary and I supported him. His experience was altogether 

positive – all he could have asked for, he said.947 

 

As inevitably as his initial “scientific investigation” of psychical phenomena had 

transformed into faith in its reality, over time Johnson’s drive to understand spiritual 

                                                      
944 Huston Smith is a US scholar of world religions who, via his connection to Huxley, briefly joined 

Timothy Leary’s Harvard Project. Humphry Osmond was a British psychiatrist who was responsible for 

coining the term ‘psychedelic’ to describe the effects of hallucinogenic drugs. 
945 Moore, op. cit., p. 124. See also Huxley, A. (1954), The Doors of Perception, Chatto & Windus, 

London. 
946 ibid., p. 137. 
947 ibid., p. 137. 



 

 
 

211 

 

experience was overcome by the desire to experience it for himself. After a decade of 

reading on the subject and a further decade of writing on it, Johnson was “yearning for 

spiritual experience” and was “keen to have first-hand experience of other 

dimensions.”948 His experience with LSD had brought him as close as he had ever come 

and it certainly “confirmed what he already knew, that there were levels of experience 

beyond those of the senses,” however he was wary of rumours of tolerance with the result 

that such experiences could start to diminish in their intensity with increased and frequent 

use of such drugs.949 

 

A Master for the Master 

 

In his search for an authentic spiritual experience, Johnson had written earlier to Pratt 

(posthumously) and asked “would an out-of-body experience be a possible achievement 

for me with my structure and temperament?”950 Unfortunately for Johnson, just after his 

message had been conveyed, Geraldine Cummins’ health had declined significantly, to 

the extent that she was unable to translate any response through her automatic writing, 

and so he never received a reply to his query. Undeterred, Johnson continued to pursue 

his goal of an authentic spiritual experience (in partnership with his wife Mary with whom 

he shared his spiritual philosophy) in the best way he knew how, through meditation and 

prayer, but with little result. According to Moore, at this point the Johnsons felt that they 

had reached the limits of their own spiritual knowledge and had come to the conclusion 

that they could not possibly achieve their goal exclusively through their own efforts. They 

became “increasingly convinced that they needed a spiritual guide or teacher to help them 

on the Spiritual Path.”951  

 

While he still very much considered himself a Christian in the sense that he believed in 

and loved Christ, Johnson’s unorthodox approach to organised religion had long ago 

caused him to reject much Christian dogma and he had long since “abandoned the idea 

held by traditional Christians that the historic Christ is the only Master necessary for 
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spiritual enfoldment.”952 Rather, Johnson had developed the belief that numerous living 

Masters walked the earth throughout the ages and were in fact necessary in order to help 

souls such as himself and Mary achieve true spiritual enlightenment. Johnson came to 

believe that: 

 

 This necessity had been lost sight of in Christianity as it is preached and presented 

 today. It has always been recognised in the East and it will be important for the future of 

 Christianity that this lost key should be recovered... A man or a woman may go a long 

 way through devotion to, and practice of the teachings of a great religion, but when he 

 reaches a certain point – which we may describe as the base of the mountain of God – 

 he can proceed no further without special help, such as the true living Master can alone 

 provide... Just as a lone climber aspiring to ascend to the peak of Everest with a ruck-

 sack on his back would have no chance of success, so the Spiritual Path demands 

 without doubt that one must be roped to one who is expert and knows the way well.953 

 

Frustrated in his self-guided efforts, Johnson jumped at the first opportunity to meet a 

Spiritual Master, which came conveniently in the form of an invitation to undertake a 

lecture tour to India late in 1962. Under the joint sponsorship of the World Union and the 

Gandhian movement ‘Sarva Seva Singh’, Johnson and his wife embarked on a tour of 

various universities and religious and government organisations across India lecturing on 

the theme of science and spirituality.954 However, according to the Johnson’s eldest 

daughter Maureen, “their real motive for the trip… was to meet the spiritual masters of 

India.”955 In an account of his trip, written on his return to Australia in early 1963, for 

The Wyvern (the Queen’s College magazine), Johnson recalled: 

 

As I talked to people in many a vocation – perhaps a retired government engineer or a 

statesman – I found an allusion occasionally to their “guru”, and sympathetic interest led 

me to discover that it was by no means uncommon for a man to have a spiritual mentor 

whom he went to see from time to time to receive advice and correction and instruction 

on the path of meditation. This is a remarkable thing to one accustomed to the sense-

imprisoned outlook of our Western culture.956 
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After years and years of reading, writing, waiting and believing, Johnson’s Indian trip 

finally did culminate in the end of his long search for his own Master, but unexpectedly, 

his Master was to be found not in India as he had hoped, but back at home in Australia. 

Although he wasn’t aware of it at the time (for he was not yet sufficiently spiritually 

prepared to receive this information), Johnson and his wife had in fact briefly met their 

Master at their home at Queen’s a week prior to their departure for India. In an 

unpublished memoir describing the life and work of his Master from the occasion of their 

first meeting, Johnson recounted the details of the introduction: 

 

 Saturday December 22nd 1962 was a day of destiny for me... My wife and I were 

 leaving by air on the following Wednesday in fulfilment of an invitation to me to 

 lecture on Science and Spirituality to a conference in Patna (India)... I hoped it might be 

 my good fortune to meet Vinota Bhavi (Gandhi’s spiritual successor). I hoped also that 

 among India’s teeming millions with their religious outlook one might be fortunate in 

 crossing the path of one of those rare beings – a Master of true spiritual stature... The 

 front door bell rang at the Lodge and I answered it. A young lady of perhaps 30-35 

 years of age, of fair hair and complexion, of medium to slender build, of clear grey 

 sparkling eyes and a quiet attractive voice, addressed me. “I don’t think you know me,” 

 she said, addressing me by my name, “but I know you well. My name is Anne ----.” I 

 said “I’m glad to meet you: will you come in?” She said, “I understand you are going 

 shortly on a visit to India?” I think I felt a little surprised that this was known. 

 Resuming, she said, “I know you are interested in the culture and traditions of India. 

 There will be many on this side – and elsewhere – who will be interested in your visit.” 

 I sensed somehow that there may have been some extra-sensory perception implied or 

 used, and I formed the idea that ‘elsewhere’ might be conveying something of ‘beyond 

 this plane of existence.’ She continued, “I wanted to meet with you in view of your 

 coming journey, particularly to say that you will need to watch your wife’s health 

 carefully. I can see there is danger here.” I felt sure now that my surmise was correct, 

 and as I had for many years been a student of psychical research, I was particularly 

 interested to learn and listen.957 

 

This woman Anne, whom Johnson would come to recognise as his spiritual Master was, 

at the time, Anne Riley, a yoga teacher in her early forties.958 Anne was in fact born 

                                                      
957 Johnson, R. (undated), ‘An Autobiography’ or ‘To Anne my Beloved Master (whose love and truth 

have set me free)’, unpublished autobiographical memoir, transcribed by Dr Sarah Hamilton-Byrne (later 

Moore), p. 2. 
958 By the end of the 1980s Anne Hamilton-Byrne would become known as the charismatic leader of one 

of Australia’s most notorious religious cults known as The Family. 
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Evelyn Grace Victoria Edwards on 30 December 1921, in Sale, Victoria. Her father, 

Ralph Edwards, had been a cleaner for the railways in Victoria, and her mother, Florence, 

reportedly suffered from mental illness and was committed to an asylum where she lived 

out her days.959 Her first marriage to husband Don Harris, an air-force officer in the 

Intelligence Division, produced her only (known) daughter, Judith.960 Anne and Don had 

themselves been pupils of the Kashmiri Guru Sri Yugananda and following Don’s death 

in a car accident, Anne moved to Melbourne and began teaching yoga, in what she 

believed was the first step on the spiritual path that her guru had set out for her.961 In 

Melbourne, Anne met her second husband, Michael Riley, who was, coincidently, a 

gardener at Queen’s College, University of Melbourne.962  

 

Meanwhile, during the Johnson’s stay at the Sri Aurobindo International Centre in 

Pondicherry on the south coast of Madras, Mary contracted dysentery.963 The illness 

necessitated the couple’s immediate return to Melbourne, cutting short the journey by 

two weeks, but also confirming for Johnson the extra-sensory perceptive abilities of their 

mysterious visitor to Queen’s – Johnson recalled in his memoir: “It is scarcely necessary 

to say that upon our return in February 1963 the person we were most looking forward to 

seeing again was Anne.”964 The Johnsons then began attending Anne’s hatha-yoga classes 

and were meeting with her at least once a week by mid-1963, by which time Johnson had 

concluded “there was but little doubt in my mind that Anne was a true Master of the 

Divine Path. That she was a mystic of a high order was obvious. She spoke of things of 

God as One with authority... I had met my Master.”965 

 

In September 1963, Anne decided that the time had come for Johnson’s “initiation into 

the everlasting knowledge.”966 This was to be achieved “through the ‘sacred manna’... a 

divine gift to man imprisoned in this dense physical level.”967 The exact nature of this 

                                                      
959 Hamilton-Byrne, S. (1995), Unseen, Unheard, Unknown: My life inside The Family of Anne Hamilton-

Byrne, Penguin Books, Ringwood, p. 101; Mikul, C. (1999), Bizarrism: Strange Lives, Cults, Celebrated 

Lunacy, Critical Vision, Manchester, p. 48. 
960 Johnson, ‘An Autobiography’, op. cit., p. 4. Judith later went by the name of Natasha. 
961 ibid., p. 4. 
962 Mikul, op. cit., p. 48. 
963 Johnson, ‘An Autobiography’, op. cit., p. 3. 
964 ibid., p. 3. 
965 ibid., p. 8. 
966 ibid., p. 7. 
967 ibid., p. 7. 
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“manna”968 is never explicitly stated in the memoir, but based on the description of the 

experience and the location of the ritual (Anne’s home at Ferny Creek in the rainforest of 

Melbourne’s Dandenong Ranges), it is likely that it was an hallucinogenic substance, 

most probably the Psilocybe fungus. Johnson recounts the experience of his initiation as 

follows: 

 

 We were seated in the sitting-room of Anne’s home about mid-day fifteenth September 

 – a Sunday. Anne presided. Mary and myself, and several others, were seated there 

 (who also were aspirants to walk someday along the Path)... Through the grace and 

 blessing of the Teacher the screen of my mind unfolded its panorama of ever-changing 

 imagery, forming and re-dissolving. These levels of imagery gave me the impression of 

 the Collective Unconscious mind and deposited records of the far past ‘preserved’ and 

 ‘sculptured’ rather than activated by a living consciousness. The next phase seemed one 

 of more personal significance with glimpses of prison-cells, conflict and suffering, 

 passing rapidly before the inner eye like hundreds of pages of a living picture book 

 allowed to turn over between fingers and thumb... Then slowly dawned the intuitive 

 reaction ‘But none of this really matters. All that now matters is God.’ This very strong 

 conviction now dominated everything. Following this, the experience seemed to pass 

 beyond even the highest intuition to something Divine and Cosmic. Now one seemed to 

 be approaching the Real. There was nothing for the senses, but it was as though a 

 Divine Presence communed with me. From this high point of experience the descent 

 followed steadily. Back finally on a normal level of consciousness, I had a profound 

 sense of the greatness of the experience and the vastness of what I had ‘seen’... The 

 great first step was over and we were initiated souls.969 

 
The guru, the metaphysicist and the psychiatrist – The Family is born 

 

During his time as Master of Queen’s, Johnson had made a point of carrying on the 

tradition he had picked up from his student experience at Balliol of the Sunday evening 

“Master’s social hour” – an opportunity for selected students to have informal contact 

with the Master.970 Former Queen’s student Dr Ian Weeks recalled: “He [Johnson] was 

interested in every student in the college, he would have them over in groups to talk and 

discuss what they were doing, this part of that very personal tutoring framework that came 

                                                      
968 “Manna” according to popular culture (as opposed to the Biblical definition) refers to a substance that 

provides “spiritual nourishment” or a substance that brings one to spiritual enlightenment. 
969 Johnson, ‘An Autobiography’, op. cit., p. 9. 
970 Moore, op. cit., pp. 27 & 66. 
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from Balliol, a very great tradition.”971 As an extension of his personal interests, Johnson 

devoted particular attention to the work and research interests of students of medicine 

and psychology, seemingly even beyond their studies at the university, for his relationship 

with Whitaker continued well into the 1960s and, significantly, throughout Whitaker’s 

early investigations with therapeutic LSD.972  

 

Fresh from his manna-fuelled initiation, Johnson identified an opportunity in Whitaker’s 

work to both put into practice his and Weatherhead’s vision from years before and carry 

out the work required for him to progress along his Spiritual Path. LSD-assisted 

psychotherapy, as it was administered by Whitaker in his initial study at Newhaven, was 

grounded in the assumption that the location of the source of, and therefore solution to, a 

patient’s distress was their mind, but for Johnson, this assumption failed to consider the 

role of the spirit in the life course of a mental illness (he had recently learned from his 

Master’s teachings that a holistic approach to health care included equal consideration of 

each of body, mind and spirit). For Johnson LSD-assisted psychotherapy was lacking the 

element of the healing of the soul which, in his opinion, was beyond the purview of the 

psychiatrist and instead demanded the care of a spiritual being. Drawing on his experience 

of Weatherhead’s psychological ministry, Johnson re-imagined LSD-assisted 

psychotherapy as a form of psychical medicine that could offer combined mental and 

spiritual care, and as luck (or divine providence) would have it, he just happened to be 

the recently initiated pupil of the perfect spiritual guardian to complete the therapy.  

 

In his unpublished memoir, Johnson proudly credited himself with the introduction of 

Whitaker and Hamilton-Byrne. Referring to him as “Dr P.”, and to Whitaker’s wife as 

“E” (presumably short for Elizabeth, Whitaker’s wife’s given name973), Johnson 

described how the relationship developed after Hamilton-Byrne had engaged Whitaker 

for the treatment of her own mental health concerns: 

 

Anne accompanied by Michael paid a visit to Dr and Mrs P’s home on Tuesday (11th 

August) [1964]. Anne had been troubled by very severe colic pains and after forming the 

                                                      
971 Kohn, op. cit., p. 16. 
972 Whitaker took his DPM in 1951, but is referred to in Johnson’s memoir as an acquaintance in 1964.  
973 In an interview with the ABC’s 4 Corners program in 1990, Whitaker’s Newhaven colleague and 

fellow member of The Family, Dr John Mackay, confirmed that Johnson’s remarks about Dr P., and also 

Dr Q., referred to Whitaker and himself, respectively (‘Acid Test’, 4 Corners, op. cit.). 
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view that they must be rooted in buried memories of her childhood, Anne asked for Dr 

P’s help, which was freely given for several hours.974 

 

For Hamilton-Byrne, Johnson’s quest and his relationship with Whitaker offered free 

access to a population of vulnerable (and likely wealthy) people, and legal supplies of a 

drug that would facilitate their exploitation. 

 

Eventually, as the Melbourne press enthusiastically reported throughout the 1990s, 

Whitaker too came to accept the spiritual claims of Johnson’s new guru Anne Hamilton-

Byrne.975 Whitaker left no autobiography or published reflections on his psychiatric 

career that reveal explicitly his role in the evolution of the therapeutic LSD that he had 

pioneered at Newhaven into the tool of a programme of spiritual development, and by 

1970 he had distanced himself from The Family, relocating to regional Victoria to take 

up the position of Psychiatrist Superintendent of the Mayday Hills Psychiatric Hospital 

at Beechworth.976 His publications and correspondence on the subject of LSD-assisted 

psychotherapy offer clues as to his professional preference for psychoanalytically-

oriented psychotherapy within which his eventual conflation of mental and spiritual 

disorder could have germinated.977 His personal predilection for a spiritual element to his 

life is evident in his commitment to The Family cult, and his later conversion to and active 

involvement in the Catholic faith.978 What is clear is that in late 1964 he was introduced 

to Anne Hamilton-Byrne by Raynor Johnson and suddenly a warranted psychiatrist’s 

supply of therapeutic LSD became the sacrament of The Family cult.979  

                                                      
974 Johnson, ‘An Autobiography’, op. cit., p. 30. 
975 See Chapter 9 for examples of such reports. 
976 Darby, op. cit., p. 7; see also Craig, D.A. (2000), The Lion of Beechworth: An Account of the History 

of the Mayday Hills Hospital, Beechworth, 1867-1995, Beechworth.  
977 Whitaker, ‘Part I: Clinical aspects’, op. cit., p. 5; Whitaker, L.H. (1968), ‘The hallucinogenic drugs – 

their use and abuse’, Correspondence, Medical Journal of Australia, vol. I, no. 9 (March 2), p. 370. 
978 Eulogy, funeral of Lance Howard Whitaker, delivered by Mr Roy Ampt, Sacred Heart Catholic 

Church, North Albury, NSW, November 27, 2012.  
979 Whitaker is not the only example of blurred loyalties between orthodox or mainstream psychiatry and 

personal faith, c.f. British psychiatrist/occultist Alexander Cannon, for example (see Stowell, Sean 

(2014), The Kings Psychic: The True Story of the Occultist Doctor Who Ensnared Edward VIII, 

England's Nazis and World War II Commanders, Great Northern Books Ltd., Bradford; Woods, R. & B. 

Lead, (2005), Showmen or Charlatans?: The Stories of 'Dr' Walford Bodie and 'Sir' Alexander Cannon, 

Brian Lead, Rossendale). More broadly, the subject of the implications of tensions between medical 

practitioners’ personal beliefs and their scientific commitments remains a rich area of potential research 

(consider the obligations of Catholic practitioners to patients requesting contraception or terminations as a 

contemporary example), particularly in the discipline of psychiatry, as it strove for the imprimatur of 

science – but a subject that unfortunately lies beyond the scope of this particular thesis.   
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CHAPTER 9 

“Injudicious medical use”:  

the Newhaven Family 

 

 

In the same year that 60 Minutes first revealed the horrors of Chelmsford to the Australian 

television-viewing public, a small article appeared in a minor South Australian newspaper 

entitled “SA man states he was… Used in L.S.D. experiment”.980 The article told of the 

plight of a Mr Barry Mulconray who had finally resorted to engaging the media in his 

“fight for his story to be believed.”981 The article reported that in 1969, Mulconray “and 

many others were unwilling recipients of massive doses of the drug LSD (lysergic acid 

diethylamide) and that those doses completely changed their personalities.”982 

Furthermore, Mulconray claimed, the LSD had been administered by a psychiatrist at 

Newhaven Private Hospital, a registered psychiatric facility in Victoria, for the treatment 

of his mental illness.983 The article reported that Mulconray’s demands for access to his 

medical records to support his claims had so far been denied, and concluded with a 

statement of his commitment to fight on to have his story heard, believed and proven.984 

 

Mulconray’s story appeared again six months later in the Adelaide Advertiser, during 

which time he had set himself the additional goal of securing compensation for the 

injustices that he perceived had been perpetrated against him.985 In the intervening 

months, Mulconray had secured the support of the Legal Services Commission of South 

Australia and with their help he planned to sue his psychiatrist, Dr Henry Bethune, and 

the Victorian government.986 

 

The story was framed as a scandal with the articles emphasizing the early 1980s 

perception of LSD as merely a destructive toy of the declining and no longer relevant 

hippie movement, combined with Mulconray’s popular view that its administration by a 

                                                      
980 Eadon, op. cit., p. 1.  
981 ibid., p. 1. 
982 ibid., p. 1. 
983 ibid., p. 1. 
984 ibid., p. 1. 
985 Bruer, M. (1981), ‘LSD treatment ruined my life – former patient’, Adelaide Advertiser, January, 

Adelaide. 
986 ibid. 
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psychiatrist constituted a form of inhumane Frankenstein-esque experimentation that had 

left the subject a mental cripple. In addition to long-term psychological trauma, the evils 

of LSD also extended to its potential physiological side-effects. As early as 1967, The 

Age, The Herald and The Australian all reported on the results of new studies on the non-

psychoactive action of LSD which correlated its use with increased risk of chromosome 

abnormality and leukaemia.987 Any history of LSD use therefore implied potential 

physical damage as well. But despite the presence of these controversial elements, for the 

time being Mulconray’s story remained just that – his story – and following these two 

initial appearances in the South Australian press, the story ran cold.  

 

But tales of sinister psychiatric LSD experimentation resurfaced in the media six and a 

half years later, this time as a part of a much broader story that connected Bethune, LSD, 

and Newhaven Private Hospital to a fringe religious cult that had been the recent focus of 

a complex police investigation. On 23 August 1987, the Sunday Telegraph ran an article 

revealing that Newhaven Private Hospital, where “LSD and other hallucinogenic drug 

treatments were carried out” by Bethune and a number of his fellow psychiatrists, was in 

fact “controlled by the secretive Melbourne sect The Family”, led by self-proclaimed 

“guru” Mrs Anne Hamilton-Byrne.988  

 

Like Barry Mulconray’s claims of unethical psychiatric drug experimentation, claims of 

the successful administrative takeover of a psychiatric hospital by the leader of a religious 

cult certainly qualified as highly controversial – however, what graduated the story this 

time to a fully-fledged psychiatric scandal was the additional suggestion in this latest 

newspaper article that under the control of the cult, the hospital and its psychiatrists (and 

their use of psychiatric drugs) ceased to perform their function as providers of a medical 

                                                      
987 ‘Health Dept. report on LSD’, The Age, 23 August 1967; ‘Blood flaws from LSD – scientist’, The 

Herald, 11 September 1967; Nelson, H. (1967), ‘The link between LSD, cancer and chromosomes’, The 

Australian, 5 June. Studies continued to appear in scientific journals over the next three years claiming a 

link between LSD and chromosomal abnormalities – ‘LSD generates some fallout’, Drug & Cosmetic 

Industry, October 1967; Nielsen, J. et al. (1968), ‘Lysergide and chromosome abnormalities’, British 

Medical Journal, vol. 2 (June), pp. 801-803; Grossbard, L. et al. (1968), ‘Acute leukemia with Ph1-like 

chromosome in an LSD user’, Journal of the American Medical Association, vol. 205, no. 11 (September 

9), pp. 791-792; Cohen, M. et al. (1969), ‘Cytogenic effects of tranquilizing drugs in vivo and in vitro’, 

Journal of the American Medical Association, vol. 207, no. 13 (March 31), pp. 2425-2426; ‘Chemical 

mutagens: the road to genetic disaster?’, Chemical & Engineering News, 19 May 1969, pp. 50-72. 
988 Sutton, C. (1987), ‘LSD for mental patients: Government approval for secret sect’s hospitals’, The 

Sunday Telegraph, 23 August. 
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service and were instead put to work in the service of a cult. Along with hospital owner 

Mrs Joan Villimek, amongst those who became converts to Hamilton-Byrne’s 

“teachings” were Newhaven psychiatrists Drs Howard Whitaker, John Mackay and 

Henry Bethune.989  

 

The Sunday Telegraph article had come a week after Victoria Police had executed search 

warrants for a number of properties across Melbourne’s Dandenong Ranges990 that were 

owned by or associated with The Family, from which they retrieved supplies of LSD and 

other scheduled drugs.991 The evidence collected during these raids confirmed the claims 

made in The Age that Hamilton-Byrne and The Family psychiatrists were using 

Newhaven Private Hospital as a “recruiting ground” to the cult and for the administration 

of LSD as a sacrament to members, rather than as a medicine to patients, which by this 

time was the only legal application for LSD.992 The implications of these discoveries were 

such that Victoria Police was prompted to formally establish Operation Forest in 1989 

which was charged with the task of investigating the activities of the cult further.993 

 

                                                      
989 Sutton, op. cit.; Ryle, op. cit.: “Former sect members said clearings were carried out ‘en masse’ at 

Newhaven between 1966 and 1970. Patients were attended to by three psychiatrists who then supported 

the sect: Dr Whitaker, Dr John Mackay and Dr Harry Bethune”; see also Gillman, J. (1990), ‘Doctor used 

sect members in LSD tests’, The Sunday Herald, 24 June. 
990 Hamilton-Byrne, op. cit., p. 178. 
991 ibid., p. 178. 
992 Elias, ‘Sect “used drug sessions”’, op. cit. 
993 Hamilton-Byrne, op. cit. The other activities that the cult is well known for include primarily the 

abduction and torture of a group of children. Many accounts of these activities are available, most notably 

Sarah Hamilton-Byrne’s book Unseen, Unheard, Unknown (1995). The definition of the term ‘cult’ is 

contentious, and The Family is also frequently referred to as a ‘sect’. Its beliefs – an adoption of elements 

of Christian and Eastern religions – certainly do not meet the criterion of novelty, in this sense it is more 

of a sect (an offshoot of an existing belief system). One defining feature of a cult is the presence of an 

element of social deviance, and this can certainly be identified in the activities of its leader, Anne 

Hamilton-Byrne, and a number of its senior members (see Hamilton-Byrne, op. cit.). Sarah Hamilton-

Byrne was one of the adopted children of Anne Hamilton-Byrne who alerted police to the cult’s activities 

involving child abuse. She readily describes the group as a cult, as does Detective Lex De Man, the police 

officer that headed the investigation into Hamilton-Byrne and the group’s activities). That it evolved into 

a social group that centred on a system of belief is clear from the autobiography of Raynor Johnson, the 

co-founder with Hamilton-Byrne (Johnson, ‘An Autobiography’, op. cit.). As Johnson recounts, 

Hamilton-Byrne presented herself as a Johnson’s guru, which he readily accepted, and the pair became a 

group as they both actively sought the company of others who might share, or come to share in, their 

beliefs, beginning with mentally and emotionally vulnerable patients of Newhaven Private Hospital (this 

process forms the basis of the discussion in the present and preceding chapters). The earliest use of the 

term ‘cult’ to describe the group came from a former member, a Mr George Ellis, who was interviewed 

by journalist David Elias for his article for The Age newspaper published in 1983. Elias himself elected to 

use the term ‘sect’, titling the article “Sect ‘used drug sessions’” (Elias, ‘Sect “used drug sessions”’, op. 

cit.). 
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Commandeered by a cult 

 

An earlier investigation by The Age newspaper in 1983 and 1986 had accessed Corporate 

Affairs documents to show that Hamilton-Byrne had managed to secure herself the joint 

positions of director of the Newhaven Hospital Foundation, and trustee and executor of 

the estate that incorporated the freehold. According to The Age investigations, during the 

1960s and 70s, Newhaven Private Hospital was owned and operated by a Mr Jaroslav 

Villimek, a Melbourne businessman and racehorse breeder, and his wife, who initially 

held the position of both director and matron.994 Following her husband’s death in 1964, 

Mrs Villimek continued the operation of the hospital, to which Hamilton-Byrne995 had 

begun making regular visits as her new friendship with Whitaker, a resident psychiatrist 

at Newhaven, developed. In mourning for her husband, Villimek was an ideal target for 

the promised comforts of Hamilton-Byrne’s evolving religious philosophy that drew 

heavily on ideas about karma and reincarnation. The Age reported that “in the later years 

of her life [Villimek] became a devotee of Mrs Hamilton-Byrne and her strange blend of 

Eastern and Christian religious beliefs,”996 and in 1978 she created a tax-free not-for-

profit foundation to take over the running of the business, naming Hamilton-Byrne as 

trustee and also executor of the estate that owned the hospital building. Upon Villimek’s 

death a year later, Hamilton-Byrne appointed herself director of the foundation that leased 

the premises that she now effectively owned, and swiftly found herself in full control of 

her very own private psychiatric hospital.997 

 

In 1983, The Age journalist David Elias quite accidently stumbled across the existence of 

the secretive cult by virtue of the fact that he owned property opposite the home of Dr 

John Mackay, one of the three Newhaven cult psychiatrists.998 After a lengthy 

investigation, Elias persuaded a few former members to provide an account of the 

activities of the cult which, it appeared, revolved significantly around members’ regular 

participation in a drug-induced ritual known as a “clearing”. Clearings involved the 

                                                      
994 Elias, ‘Sect “used drug sessions”’, op. cit. 
995 Then known as Mrs Riley. 
996 Elias, ‘Psychiatric hospital used by cult to shut down after financial troubles’, op. cit., p. 20. 
997 ibid., p. 20. This course of events raises related questions about the practice of private psychiatry, the 

regulation of private hospitals in Victoria, and the practice of private medicine more broadly, questions 

which, although deserving of further investigation, remain beyond the scope of the present study.  
998 Elias, ‘Sect “used drug sessions”’, op. cit. 
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administration of LSD and/or psilocybin to both new recruits and existing members, 

under the influence of which, it was believed, participants could “come to terms with their 

past and current [psychological] conflicts and realign themselves with their present 

spiritual path.”999 Essentially, a clearing was LSD-assisted psychotherapy for the soul.1000 

For Hamilton-Byrne, however, clearings served a less therapeutic purpose and 

represented instead a useful means of eliciting devotion via her increasingly proficient 

exploitation of the LSD intoxication. One former cult member revealed to Elias that as an 

“observer” during many clearings (which were often carried out en masse) it had been 

her “duty to sit with the members while under the influence of the drugs and report to 

Hamilton-Byrne what was said.”1001 She claimed that Hamilton-Byrne “then used this 

knowledge to create the impression that she had psychic powers”1002 in order to convince 

members of her spiritual authority and secure their unquestioning loyalty, both spiritually 

and financially.  

 

Since, however, LSD and psilocybin were only available to warranted psychiatrists for 

administration in approved hospitals, in order to undergo their clearings cult members 

were admitted to Newhaven Private Hospital as “patients” of one of the “three 

psychiatrists who were members of the sect and under whose immediate medical 

supervision the drugs were administered.”1003 Former cult member Mr George Ellis 

claimed that “the clearings at Newhaven were carried out en masse at regular 

intervals”1004 at the direction of Hamilton-Byrne while, according to Elias, “another 

former member who said that he had been recruited while a patient at Newhaven 

described the oddity of the situation where members of the nursing staff at the hospital 

                                                      
999 ibid. 
1000 The purpose and practice of ‘clearing’ bears many similarities to the process of ‘auditing’ 

practiced by the Church of Scientology. According to the Scientology Newsroom, ‘The Official 

Media Resource Center for the Church of Scientology’, “The goal of auditing is to restore beingness 

and ability. This is accomplished by: (1) helping individuals rid themselves of any spiritual 

disabilities; (2) increasing spiritual abilities.” The auditor, the “one who listens” is a minister or a 

minister-in-training of the Church of Scientology, while the auditee is called a “preclear” and is 

regarded as “someone who, through auditing, is finding out about themselves and life.” Although this 

process bears a striking similarity to the ‘clearings’ undertaken by members of The Family, there is 

no evidence that the latter has borrowed – formally or informally – from the Church of Scientology in 

this regard (http://www.scientologynews.org/faq/what-is-auditing.html).  
1001 Elias, ‘Sect “used drug sessions”’, op. cit. 
1002 ibid. 
1003 ibid. 
1004 ibid. 
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who were in the sect were admitted for a few days as patients to undergo clearings.”1005 

The administration of LSD for clearings under the official authority of warranted 

psychiatrists in an approved facility also carried with it the added advantage of protection 

against any future revolt from potentially disgruntled members, as “members were 

admitted to the hospital as ordinary patients which ensured that if any of them later went 

to the authorities about the clearings they could be discredited as mere psychiatric patients 

in a psychiatric hospital.”1006  

 

These claims of the misappropriation of the drugs and the hospital were corroborated 

years later by another disgruntled former member, Mr Andrew Ogilvie. Ogilvie told the 

Sunday Herald that he was seeing Whitaker in 1968 for counselling relating to the break-

up of his marriage, when he was “steered towards the drug treatment, or ‘clearings’ as 

they were known among sect members.”1007 He said that it was through Newhaven and 

Whitaker that he was eventually “introduced to the sect and ultimately its leader, Mrs 

Hamilton-Byrne.”1008 In another interview with The Age, Ogilvie explained that “under 

these mind-expanding drugs one was able to regress through one’s life and back into past 

lives. This was clearing. Clearing things out of the past… you had to go to Anne to get 

the OK for a clearing.”1009 He admitted that he became convinced that Hamilton-Byrne 

was his “‘guru’ who would lead him to Nirvana or heaven in one lifetime, without the 

need for reincarnations,”1010 explaining that he initially went to Newhaven “looking for 

answers and her answers seemed plausible at the time. It took me eight years to wake 

up.”1011 Yet another former member confirmed that “when the clearings were held at 

Newhaven private hospital, the members were admitted as fee-paying patients and put 

under the care of qualified psychiatrists who prescribed the drug injections.”1012 

 

                                                      
1005 ibid. 
1006 ibid. As there are no surviving patient records from Newhaven Private Hospital, the financial cost of 

clearings is unable to be determined. There was no cost for the use of the LSD, as it was supplied free of 

charge by Sandoz Laboratories to psychiatrists interested in working with it. One could speculate that any 

costs involved would reflect the routine charges of private hospital admission, however it is certainly 

possible that different arrangements might have been made for patients/members once Anne Hamilton-

Byrne had assumed full directorship and ownership of the hospital by the late 1970s. 
1007 Gillman, op. cit. 
1008 ibid. 
1009 Ryle, op. cit. 
1010 Ryle, G. & B. Tobin (1993), ‘Ordeal ends for Family’s ex-members’, The Age, 8 June. 
1011 ibid. 
1012 Ryle, op. cit. 
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Despite the publication of Elias’s shocking discoveries in 1983, the full magnitude of the 

scandal did not begin to emerge until after the police investigation in 1987 when former 

“patients” from Newhaven began to come forward to the media with stories of long-term 

side-effects of their “treatment” with LSD,1013 one of whom was neither a member of the 

cult, nor had she ever suffered from, or been formally diagnosed with, any form of mental 

illness whatsoever. In 1988, Mrs Rosalie McPherson first described to various major and 

local newspapers her “terrifying ‘flashbacks’”, unpredictable hallucinations and 

migraines, and the disintegration of her marriages following the administration of LSD at 

Newhaven by Whitaker in 1968, despite the fact that she “at no time suffered any mental 

disorder.”1014 McPherson went on to complete a statutory declaration to this effect and 

submitted a formal complaint to the Mental Health Review Board in 1989 in which she 

alleged that the doctor in question had “misused his position at the hospital in the 1960s 

                                                      
1013 Ms Diana Elder was one such recipient of LSD at Newhaven in the early 1960s who came forward 

claiming abuse, however her treatment was not linked with the activities of the cult. Under the influence 

of LSD prescribed by Newhaven (but non-cult) psychiatrist Dr David Barnes in 1962 she claims she 

suffered “totally horrific hallucinations and woke up bruised.” In an interview with The Age in 1991 she 

described her experience: 

 

At the time I was aware – but I was in a very confused state – that I was being a guinea 

pig for LSD experimentation. Afterwards I wanted to murder… When you are this down 

and trying to seek help, it’s a very humiliating experience. I have often tried to think that 

I am not a freak because of this (LSD). Then you keep trying to get help and you just end 

up hitting your head against a brick wall. For those who have died because of this 

treatment, their next of kin should know. And for those whose conditions have been 

worsened, like me, or who have gone crazy, something must be done. 

 

Meanwhile, Elder also told the Progress Press that she had made reports to the Department of Health, the 

Victorian Ombudsman, the [former] Health Minister and the Human Rights Commission, none of whom 

had followed up on her complaints. She further submitted under Freedom of Information legislation a 

request for her own patient files from Newhaven, to which the Department’s freedom of information 

manager responded “Unfortunately, no advice has been received to date that the file has been located.” In 

what Elder interpreted as a final insult to injury, the symptoms for which she was originally prescribed 

LSD were subsequently diagnosed in the 1970s as the manifestation of specific food, gas and fibre 

allergies (Daley & Crawford, op. cit.; Duncan, E. (1993), ‘Long road to justice just keeps rolling on’, 

Progress Press, 29 June). 

Another former patient, Mr John Burrows, also told his story to the Progress Press which reported that 

“he had become a recluse after authorities had refused to listen to his story” and was not interviewed by 

police until 1985. Burrows had suffered a nervous breakdown in 1967 and was admitted to Newhaven 

under Dr Howard Whitaker. Burrows recalled, “Over three years, I received countless doses of LSD; we 

were treated like laboratory animals. It ruined my life, my career – I still have the urge to kill myself.” He 

also claimed that he received five injections of LSD in the one day, and as part of his “therapy” he was 

also encouraged to take yoga classes through which he was introduced to Anne Hamilton-Byrne and the 

Family (Duncan, ‘Long road to justice just keeps rolling on’, op. cit). 
1014 O’Connell, D. (1990), ‘Scarred by The Family for the rest of her life’, Knox-Sherbrooke Post, vol. 3, 

no. 5, 13 February. 
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and 70s by experimenting on at least one person who did not have a psychiatric 

problem.”1015  

 

In 1968 McPherson’s husband Adrian was a legitimate patient of Whitaker and was being 

treated for manic-depression1016 with LSD at Newhaven. However, McPherson was 

becoming increasingly concerned by her husband’s “moodiness, volatile temper and 

tendency to burst into tears,”1017 so she sought advice directly from Whitaker. “I had 

problems understanding what Adrian was talking about and Dr Whitaker said LSD would 

help me,”1018 she told the Progress Press; “the doctor said if I really wanted to help Adrian 

it would be a good idea if I had the treatment too.”1019 McPherson reluctantly agreed: “I 

was only 28, and I guess I would have done anything to help my husband get through the 

illness. Dr Whitaker assured me there would be no ill effects.”1020 She managed only three 

treatments before she claimed that “the last time was so frightening I refused to have any 

more.”1021 Her experience during this treatment was recounted in an article in The Herald 

in 1988: 

 

As an observer standing outside her body, she sees her own conception and development 

as a fetus. In the womb, she hears her mother say, “I want to have you, but I’m afraid.” 

During the trips, bright colors appear in millions of hues, and she is transported back in 

time to being a gypsy dying in childbirth, with a husband kneeling nearby. A doctor is 

hovering over her, saying, “you have to die” and “She is ready.”  

 

“In a fog, I’m thinking, I don’t know how to die – ready for what?” Rosalie said. “Under 

LSD, you lose touch. You don’t know the difference between hallucinations and 

reality.”1022 

 

Re-telling her story to the Progress Press, McPherson added that “(In the hallucination) 

Hamilton-Byrne, Whitaker and Adrian were holding me down. They were telling me I 

                                                      
1015 ‘Inquiry into LSD “research”’, Progress Press, 19 April 1989, p. 5. 
1016 Historical term for manic depressive or bi-polar disorder. 
1017 Miller, C. (1988), ‘20 years on, a human guinea pig’s LSD flashbacks continue’, The Herald, 15 

December, p. 4. 
1018 Duncan, E. (1993), ‘A long road for the trippers’, Progress Press, 15 June, p. 9. 
1019 Watson, K. (1991), ‘Call for inquiry on clinic’, Progress Press, 9 January, p. 1. 
1020 O’Connell, op. cit. 
1021 Duncan, ‘A long road for the trippers’, op. cit., p. 9. 
1022 Miller, op. cit., p. 4. 
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must die in order for the baby to live. Four years later Adrian said they had to shock me 

out of it with a huge dose of Largactil.”1023  

 

It was during her second treatment that McPherson was first introduced to Anne 

Hamilton-Byrne. She recalled “Dr Whitaker said he wanted me to meet someone who 

was very special. She was very well-dressed and had magnificent blond hair. She made 

me feel very special and important – you could see why people wanted to please her.”1024 

For his part, Adrian admitted that “he had been ‘totally sold’ on the Hamilton-Byrne 

philosophy for nearly 20 years,”1025 believing that LSD was the key to his freedom from 

his spiritual turmoil: “The LSD trials were a perfect opportunity for manipulation. I 

swallowed it holus-bolus. I was told when the disciple was ready the guru would appear. 

That’s when Anne came, I thought she was my salvation. If she said, ‘Jump’, I’d ask ‘how 

high?’”1026  

 

McPherson’s experience of Hamilton-Byrne, however, was one of interference in her 

marriage, when Hamilton-Byrne declared that “Adrian couldn’t do the work he was put 

on earth to do because I [McPherson] was holding him back.”1027 By now a committed 

convert to the cult, Adrian was of course completely in favour of a separation from his 

wife, and even “threatened to kill Rosalie if she dared criticise the ‘guru.’”1028 McPherson 

remained unconvinced and distanced herself from both her husband and the cult, later 

recalling, “they said she was The Master who had returned but I had apprehensions later 

because I found out she was married to an alcoholic and I saw the way she manipulated 

people.”1029 

 

Despite the destructive influence of Hamilton-Byrne in her life, McPherson always 

maintained that her ongoing suffering had ultimately been Whitaker’s responsibility – “It 

makes me so angry that I was utterly manipulated but in those days people thought doctors 

were God,”1030 she told the Progress Press, while in the Sunday Sun she declared that: 

                                                      
1023 Duncan, ‘A long road for the trippers’, op. cit., p. 9. 
1024 ibid., p. 9. 
1025 ibid., p. 9. 
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1027 O’Connell, op. cit. 
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It is a disgrace that doctors who conducted these experiments are allowed to practice 

while patients suffer many years later without any compensation… These doctors have 

to be probed as to their fitness to practice and those found guilty of medical malpractice 

and experimentation should be deregistered, with possible criminal charges laid.1031 

 

McPherson was partly correct – the problem at Newhaven wasn’t so much that the doctors 

thought they were God, rather it was their belief in God, or at least His representative on 

Earth in the form of Anne Hamilton-Byrne. Another former “patient” by the name of 

“John” related his experience to the ABC’s 4 Corners program in 1991. He claimed to 

have undergone regular clearings at Newhaven despite, in his opinion, being entirely 

healthy of mind, and went on to explain to reporter Debra Snow that it was not necessarily 

for the remedy of a troubled mind that one was treated with LSD at Newhaven: 

 

 Snow to “John”: But were you mentally disturbed? 

 “John”: No I wasn’t mentally disturbed – I had a rocky marriage, which she [Anne 

 Hamilton-Byrne] was correcting. 

 Snow: So did you ever question, as a person who wasn’t mentally disturbed, why you 

 were ending up in a psychiatric hospital undergoing regular treatments with psychiatric 

 drugs? 

 “John”: No, I never questioned it. The type of treatment one received depended on what 

 state of mind you were in. 

 Snow: But you never said to yourself, “Hang on, I’m perfectly sane, what am I doing 

 here in  this mental hospital being injected with powerful, mind-affecting drugs when 

 there’s absolutely nothing wrong with my mind, or at least there wasn’t? 

 “John”: It’s not your mind you’re in for, it was for the benefit of your soul.1032 

 

In an interview with another former sect member by the name of Hans Halm, Snow asked, 

“Were they [Mackay and Whitaker] being doctors or disciples of Anne?” Halm 

explained, “Well I can only draw my own conclusion, but I would say that they had no 

conflict because they were such convinced disciples that they used their professional 

ability and training in the framework of The Family.”1033 

 

 

                                                      
1031 Cox, M. (1990), ‘LSD “test” victim bids for inquiry’, Sunday Sun, 27 May. 
1032 ‘Acid Test’, 4 Corners, op. cit. 
1033 ibid. 
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Newhaven and the psychiatric profession in Victoria 

 

At one point throughout the 4 Corners report, Snow remarked that “it almost defies belief 

that the rest of the psychiatric profession knew nothing of what was happening at 

Newhaven.”1034 The statement was no doubt based on the assumption that because what 

was happening was essentially allowed to continue unchecked, then no one must have 

known about it. But a number of the psychiatric fraternity in Victoria were most certainly 

aware of the link between the hospital and the cult and were well aware that something 

other than orthodox psychiatric medicine was being practised there.  

 

In a 1970 cautionary editorial in the Australian and New Zealand Journal of Psychiatry 

entitled ‘The Current Status of the Hallucinogenic Drugs’, prominent Victorian 

psychiatrist Dr Eric Seal commented on the problem of not just the spiralling recreational 

abuse of street LSD, but also the emerging issue of what he termed the drug’s “injudicious 

medical use.”1035 In the 4 Corners report, Snow later went on to correct herself, 

commenting that there was in fact “a vast amount of coyness about who knew what and 

when.”1036 According to Ronald Conway, a consultant diagnostic psychologist who 

worked at Newhaven during the 1960s and 70s, the emerging scandal surrounding the 

cult presence at the hospital “was certainly known within the profession.”1037 In his 

opinion, the scandal eventually came to “obscure the whole question of its [LSD’s] use 

or misuse” as a routine psychiatric treatment, where instead the focus on its use was less 

about its therapeutic efficacy and more a “a battle… between approved and non-approved 

forms of consciousness.”1038 He also remarked elsewhere that “the Hamilton-Byrne cult 

was the rogue element at Newhaven… They were very secretive about the methods. It 

[LSD] was used as a means of initiating patients into the cult,”1039 and explained that it 

was his guess that these abuses were never pursued by authorities because “Anne 

Hamilton-Byrne and her group covered their tracks exceedingly well.”1040  
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Former Royal Australian and New Zealand College of Psychiatrists President Dr Richard 

Ball also admitted to having been aware of the allegations “that some doctors at the 

hospital [Newhaven] who had medical licences to use the drug were also involved in a 

spiritual group which made use of that drug for non-medical purposes.”1041 When asked 

to comment on the potential ethical implications such a situation might present for a 

medical doctor, Ball most carefully replied:  

 

 I think it’s a most unfortunate situation, should that be the case, and I think if one is 

 involved in a belief system, whatever that might be, which in some way colours one’s 

 clinical practice, this can prove to be a dangerous situation, and it’s possible that the 

 amount of caution required might have been not adequately expressed.1042 

 

The 4 Corners program also managed to secure an interview with Dr John Mackay 

himself, in which his position within that grey area between doctor and devotee was made 

startlingly clear. Having conceded Snow’s assertion that both he and Whitaker were on 

record as having been members of the group called The Family, Mackay was asked: “How 

did that relate to your practice as a psychiatrist? Were you always able to keep that barrier 

between the two?... Did one spill over into the other and vice versa?”1043 Mackay’s 

response began to reveal the severe professional conflict under which the Newhaven 

psychiatrists were operating: “Well, at times you had members of that group who were 

patients, and at times you had patients who went into yoga classes and then meditation 

classes and then became members of that group… the fact that your practice had a 

spiritual bias…”1044 

 

When asked if he’d ever prescribed or administered LSD or psilocybin to members of 

The Family for so-called “clearing” sessions, Mackay replied, “Yes – I think it’s fair 

enough to say yes to that question.”1045 When pressed on whether or not such prescriptions 

were made at the instruction of Hamilton-Byrne, Mackay vigorously denied the allegation 

but did concede that there were certainly “times when I sought advice, advice from 
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Howard [Whitaker] and from Anne…”1046 When quizzed on the exact qualifications of 

Hamilton-Byrne that positioned her to be able to offer such advice, Mackay explained: 

“As a meditation teacher, and in the same way that others, more recent psychiatrists have 

been into a meditation setting.”1047 

 

That there existed a severe blurring of the lines between some psychiatrists’ doctoring 

and ministering obligations at Newhaven is clear from Mackay’s interview. This subtle 

“recruitment” of some Newhaven patients to the cult was also separately described by 

Raynor Johnson in his memoir: 

 

 Those who became members of the Brotherhood were chiefly drawn by the Teacher 

 from Her yoga classes… Still others came through the psychiatry service of two doctors 

 Dr. P. and Dr. Q. who themselves became initiated souls. When spiritual help was 

 necessary these doctors sometimes introduced their patients to the Teacher.1048 

 

Far from being relatively unknown, it appears rather that the psychiatric fraternity in 

Victoria, and even the wider public, were in fact well aware of the activities at Newhaven 

involving LSD and the cult, not least by the admission of one of the alleged cult 

psychiatrists himself. Surely something needed to be done about the situation, but who, 

and how, and on what grounds was apparently less clear to all involved. There is no 

evidence that any action was ever taken at a professional level – according to Dr John 

Barnes, a fellow psychiatrist who briefly used LSD but was not associated with the 

activities at Newhaven, the College was in no position to act, for, as he explained, “the 

College in those days… was in its early days and wasn’t a very powerful body at all – in 

any case, it’s got no legal rights, or legal prescriptive rights, not like the Medical 

Board.”1049 Not only was it lacking in rights, but also in mechanisms. The College was 

certainly not equipped to take any meaningful action on claims of the non-medical use of 

LSD at Newhaven – it wasn’t even in a position to participate in either of the Chelmsford 

or Townsville affairs. According to College historians Rubinstein and Rubinstein, “the 
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most important reason [for its lack of involvement] by far was that no realistic procedure 

existed to enable to College to take any action.”1050 

 

 The College had no binational committee to deal with allegations of unprofessional 

 behaviour by its members. The reason why no such committee existed was that while 

 the RANZCP had established a monopoly over the examination process for new 

 fellows,  it had not yet instituted a realistic means of disciplining unprofessional fellows. 

 In theory, disciplining was supposed to be left to the branches, but their appropriate 

 mechanisms appear to have been even more skeletal and primitive.1051 

 

The Rubinsteins went on to explain that the College’s committee structure had remained 

essentially unchanged for twenty years from the mid-1970s onwards. Not only was there 

no committee in place to address complaints of improper behaviour by fellows, nor did 

there exist any mechanism by which the College could critically “examine or define 

ethical behaviour by Australian psychiatrists, or to produce codes of proper practice 

standards.”1052 The College’s Clinical Standards Committee and Quality Assurance 

Committee weren’t established until 1989, the Board of Practice Standards until 1990, 

while the Professional Conduct Committee and the Ethics Committee didn’t arrive until 

as late as 1992.1053 Furthermore, this committee re-structure was only undertaken as part 

of the College’s “long-term response to Chelmsford and Townsville” and had “emerged 

from the resolve of the College not to see any repetition of Chelmsford or Townsville.”1054 

Added to this was psychiatrists’ continued unspoken support for the culture of 

professional autonomy within their field, and within the practice of medicine more 

broadly, that had seen Harry Bailey’s and John Lindsay’s activities at Chelmsford and 

Townsville carry on unquestioned. In accounting for the College’s impotence with respect 

to the Chelmsford and Townsville scandals, the Rubinsteins explained that the prevailing 

culture of the College meant that “few psychiatrists were likely to intrude into the 

professional careers of their colleagues.”1055 In the opinion of one psychiatrist, Dr Maurice 

Sainsbury, events at Chelmsford and Townsville were allowed to carry on to the extent 

they did not because the profession was unaware of what was happening, but because 
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essentially “nobody is very critical of their peers.”1056 Apparently, psychiatrists shared a 

fear of facing defamation suits in the event that as the complainant they failed to prove 

their claims of unprofessional behaviour.1057  

 

College President from 1979 to 1981, Dr Richard Ball, took a slightly different view of 

matters – he claimed that the College’s failure to act on the Chelmsford and Townsville 

affairs was due to the fact that it had no “official” knowledge of the abuses being 

perpetrated at these hospitals. While individual members of the psychiatric fraternity may 

have been aware of the activities of Bailey and Lindsay, according to Ball, “the College 

as a College was not told until the last minute,”1058 and he maintained that no formal 

complaint regarding the treatment programs had ever been submitted to the College. 

 

There is no evidence to suggest that any formal complaint was ever made to the College 

concerning the activities at Newhaven, however it is unlikely that any such complaint 

would have amounted to anything either given its form throughout the Chelmsford and 

Townsville affairs. In Barnes’ opinion, in the absence of any disciplinary power on the 

part of the College, then “if anything should have been done [about Newhaven] it should 

have been done by the Medical Board of Victoria.”1059 When asked why he thought no 

such action was ever taken by the Medical Board, Barnes speculated that they “didn’t 

know about it I suppose; or why the Health Department didn’t report it to the Medical 

Board, that I can’t answer.”1060  

 

                                                      
1056 ibid., p. 172. 
1057 ibid., p. 172.  

This is not to suggest, however, that psychiatrists’ adherence to a culture of professional autonomy was in 

any way improper – autonomy was (and is) regarded as a valuable feature of medical practice more 

broadly and remains protected by the AMA’s Declaration of Seoul on Professional Autonomy and 

Clinical Independence (2008) which, among other things, declares: 

 

 The World Medical Association reaffirms the importance of professional autonomy and 

 clinical independence not only as an essential component of high quality medical care 

 and therefore a benefit to the patient that must be preserved, but also as an essential 

 principle of medical professionalism. The World Medical Association therefore re-

 dedicates itself to maintaining and assuring the continuation of professional autonomy 

 and clinical independence in the care of patients. 

 

(http://www.wma.net/en/30publications/10policies/a30/)  
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It remains unclear whether or not the Medical Board of Victoria was ever formally made 

aware of the allegations of the misuse of LSD at Newhaven, though the Victorian 

Department of Health most certainly was. According to Conway, word of the emerging 

scandal eventually reached “the ears of the Health authorities, and they naturally started 

to have a bit of a panic about it, and you really can’t blame them for that.”1061 But the 

exact nature and extent of Health’s “panic” remains somewhat vague, and certainly no 

investigation of the scale of the Chelmsford and Townsville inquiries was ever 

commissioned for the episode at Newhaven. 

 

Meanwhile, other non-professional and non-medical avenues were also pursued. As early 

as 1971, Dateline reporter Phil de Montignie compiled the statements of four ex-

Newhaven patients who complained that their “treatment” at the hospital consisted of the 

administration of LSD for the purposes of recruitment to the cult and presented his 

research to the then Chief Secretary of Victoria, Mr Rupert Hamer, but no action was 

taken.1062 When the scandal was occupying the front pages in the early 1990s, Mr 

Montignie told the Progress Press “I met with Mr Hamer and presented him with the 

facts. I was disappointed the government didn’t follow it up.”1063 Knowledge, it was 

becoming clear, did not necessarily translate to action – a targeted and sustained campaign 

was in order. 

 

Cue the Citizens Commission on Human Rights (CCHR), whose business it was to detect 

and expose instances of psychiatric “experimentation” and “abuse” (often involving the 

use of drugs, and especially involving such physical therapies as ECT or psychosurgery) 

and agitate for formal investigations into such events. As a specialised branch of the 

Church of Scientology, the CCHR ultimately pursued its own anti-psychiatry agenda that 

promoted psychiatry as anathema and injurious to religious freedom, and happily took up 

the Newhaven scandal as another example of “the attempted subversion of religion” by 

psychiatry.1064 From their perspective, what constituted the scandal at Newhaven was “the 
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altering of traditional and Eastern religion by psychiatric means”1065 that occurred as a 

result of the introduction of Whitaker into the early Family, which up until that point had 

apparently subscribed to a harmless combination of Christianity, yoga and eastern 

religion.1066 According to CCHR president Jan Eastgate, “left at this, the group may have 

remained benevolent, but for several years prior to this, Dr Whitaker had been 

experimenting with LSD.”1067 It was Eastgate’s opinion that “things did not go awry” 

until Whitaker introduced the LSD to the group, thereby “transgressing the medical 

realm.”1068 According to Eastgate, “the hospital was used as a recruiting ground”1069 to 

The Family which was “‘brain-washing’ members ‘using LSD’ and was obtaining an 

‘accumulation of funds from members by devious means.’”1070  

 

Echoing McPherson’s sentiments, the CCHR began a media campaign for “those doctors 

responsible for the gross malpractice that occurred with LSD [to] be brought to 

                                                      
President) to myself, “Re: Newhaven Hospital, Kew, LSD”, 19 January 2011, p. 1). Essentially, the 

CCHR, founded by renowned anti-psychiatrist Thomas Szasz, is a sub-committee of the Church of 

Scientology that functions as an anti-psychiatry lobby group. The CCHR is presumably an extension of 

the views of the Church of Scientology founder and leader L. Ron Hubbard’s view that “psychiatry and 

mental health…[are] a vehicle to undermine and destroy the West” (Hubbard, L.R. (1968), ‘The war’, 

Executive Directive from L. Ron Hubbard, 29 November). As for the relationship between the 

CCHR/Scientology/anti-psychiatry and Whitaker, and Newhaven Private Hospital more broadly, there is 

no evidence that it is anything other than one-way. In her correspondence concerning the CCHR’s 

involvement in the Newhaven case, Jan Eastgate explained that “In fact, one of the reasons I became 

involved in CCHR in 1977 was that I had met a man who had been part of the LSD experiments at 

Newhaven. He said he was put into a padded room, given LSD and after hours in this confined space 

hallucinating and clawing at the door trying to get out, was injected with an antipsychotic drug. Needless 

to say he was a mess, and it was one of the cases that inspired me to do what I do” (ibid., p. 2). In addition 

to her first-hand experience of the LSD scandal at Newhaven, Eastgate and the CCHR were also inspired 

to pursue an inquiry at Newhaven following their success in securing one for the victims of the 

Chelmsford scandal. In 1991, The Age reported that “CCHR had lobbied for an inquiry into Chelmsford 

for more than a decade, and the royal commissioner and the media were critical of authorities for being so 

slow to take CCHR’s claims seriously” (Macdonald, J & J. Chandler, ‘The battle to control the mind”, 

The Age, 22 April, 1991). The Victorian spokesperson for the CCHR and the person who led the 

campaign for an inquiry into Newhaven was Reverend Chris Campbell who claimed that “More people 

went through Newhaven than Chelmsford and, apart from LSD, people there also received deep sleep 

therapy and ECT which have led to many being permanently damaged” (O’Connell, D. (1990), ‘Call for 

inquiry into alleged LSD experiments at Newhaven Hospital’, Knox-Sherbrooke Post, vol. 3, no. 5, 13 

February). The Knox-Sherbrooke Post reported that it was Reverend Campbell’s belief that “the State 

Government had a responsibility to expose the dangerous treatments that occurred at this hospital” and 

that “the victims of Newhaven should be entitled to compensation because they claim the Victorian 

Health Department were supplying Victorian hospitals and psychiatrists with the hallucinatory drugs LSD 

and psilocybin between 1967 and 1975” (ibid.). 
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account,”1071 demanding that “only a Royal Commission will ensure that justice is 

done.”1072 Despite the controversy surrounding their religious affiliation,1073 the group 

had been instrumental in securing the Royal Commission into DST at Chelmsford that 

eventually revealed the medical malpractice of Harry Bailey and resulted in a series of 

recommendations for the reform of New South Wales mental health legislation.1074  

 

In the wake of the revelations made in the 1987 Sunday Telegraph article and “fresh on 

the heels of the Chelmsford Royal Commission,”1075 the CCHR turned its attention to the 

plight of the victims of Newhaven with spokesperson Chris Campbell declaring that “a 

Royal Commission should be formed because of effects which are lasting even today… 

Starting in the 1940s, many reports have warned that LSD was associated with serious 

problems.”1076 Campbell also claimed that “more people went through Newhaven than 

Chelmsford and, apart from LSD, people there also received deep sleep therapy and ECT 

which have led to many being permanently damaged.”1077 For her part, Rosalie 

McPherson had also taken the step of forming the Newhaven Hospital Victims Action 

Group, of which she assumed the role of President, and the campaign continued to gain 

momentum with the public support of then State Shadow Attorney General Jan Wade 

who joined growing calls for “a formal inquiry into Newhaven” in 1990.1078 

 

The CCHR’s criticism of psychiatry in Victoria was broader than just its use of LSD – 

spurred on by their success in New South Wales, the organisation also extended its 

Newhaven campaign to include the hospital’s use of deep sleep therapy, and in this they 

had some success. Following the death in 1975 of a deep sleep patient at Newhaven, 

Eastgate urged The Age readership to “just ask the question – how could people die from 

so-called natural causes when they go into a psychiatric hospital? They are not sick 
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physically so why should they die unless they are the subject of experimentation in 

modified narcosis or deep sleep?”1079  

 

In 1990 the patient’s family came forward claiming that the real cause of death of their 

father at Newhaven had been “covered up.”1080 Mr Kevin Storey’s death certificate gave 

acute cardiac arrest due to alcoholism as the cause of death, however his daughter, Mrs 

Loretta Strang, claimed that her father had never been an alcoholic, and that the family 

had never been issued with a death certificate.1081 The Sunday Sun reported that “a doctor 

at Newhaven phoned her mother on the day Mr Story died, saying that he was well enough 

to go home the next day, but would undergo one more treatment that day.”1082 Strang 

went on to claim that “half an hour later, the hospital called back to say that they were 

sorry but my father had died. We all just went into shock.”1083 The case was referred to 

the coroner and an inquest was ordered into the death. While the treating psychiatrist in 

this case, Dr Arthur Klepfisz (who was not a member of The Family) was eventually 

cleared by the Coroner’s Court of any wrongdoing,1084 the inquest raised enough concerns 

about treatments at the hospital to warrant a broader formal investigation into deep sleep 

therapy at Newhaven and the CCHR got their inquiry, of sorts.  

 

The inquiry into the use of modified narcosis in Victorian hospitals was ordered in 1989 

by then Minister for Health, Mr David White, following the emergence of Mr Storey’s 

case and on the back of the announcement of the Chelmsford Royal Commission.1085 Led 

by the Health Services Commissioner, Dr Ian Siggins, the inquiry sought “to determine 

whether any Victorians were damaged by deep-sleep or similar therapy, either by the 

injudicious use of such drugs as sodium amytal, or by inadequate clinical care during and 

after such treatment,”1086 and in so doing revealed a number of significant issues. After 

receiving more than two hundred submissions from former patients who suspected that 

they might be suffering side-effects of deep sleep therapy, the Health Services 

Commission concluded that although Victorians could rest assured that “no catastrophic 

                                                      
1079 Elias, ‘Inquest to probe psychiatry of swinging ’sixties’, op. cit., p. 5. 
1080 Cox, M. (1990), ‘Dad’s death “covered up”’, The Sunday Sun, 27 May. 
1081 ibid. 
1082 ibid. 
1083 ibid. 
1084 Ryle, G. (1992), ‘No sleep therapy – coroner’, The Age, 26 August, p. 10. 
1085 Elias, D. (1992), ‘Inquest on death in “cult hospital”’, The Age, 13 March, p. 1. 
1086 ‘Justifiable inquiry into sleep therapy’, The Age, 5 April 1991, p. 11. 
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use of deep-sleep like Chelmsford has occurred”1087 in their state, it also remained the 

case that “there are no psychiatric treatments formally banned in Victoria,”1088 although 

“some practices, like electro-convulsive therapy and psycho-surgery, are restricted by 

mental health legislation.”1089 One newspaper article reported that deep sleep therapy was 

not one of the practices currently under restriction and that “there was little to stop its 

practice by individual practitioners,”1090 with the Health Services Commission admitting 

that “a complaint would have to be made to the Medical Board or College of Psychiatrists 

to stop it being used.”1091  

 

Apparently, by 1987 such a submission against modified narcosis had been made but 

translated to very little in practical terms, as evidenced by the subsequent death of a Mr 

Dennis McKeown from an overdose of sodium amytal (the sedative use to induce the 

coma). In 1991 The Age reported that the coroner had ruled that McKeown’s psychiatrist 

“Dr Sinclair breached an undertaking to the Medical Board to stop continued use of 

sodium amytal,”1092 and in so doing had brought about McKeown’s death by 

administering a lethal dose. Siggins investigation also revealed that “a man suffered 

permanent disability when Dr Sinclair injected the drug [sodium amytal] into an artery 

instead of a vein.”1093 Possibly as a result of the revelations made by Siggins investigation, 

it was still only in 1980 that the Royal Australian and New Zealand College of 

Psychiatrists took the formal public position that “deep-sleep therapy is undoubtedly a 

hazardous technique… there is no justification for the use of this form of treatment.”1094  

Despite the achievement of the campaigners in securing the inquiry into the use of 

modified narcosis in Victoria, the fact that no such inquiry ever materialised with regard 

to the psychiatric use and abuse of LSD came to be regarded as something of a scandal 

in and of itself. In the absence of any formal resolution to the episode, the subject of 

Newhaven remained (and continues to remain) prone to reappearing sporadically in the 

media, each time reflecting badly again on practitioners of mental health services – as 

                                                      
1087 Conroy, P. (1991), ‘Sleep therapy widely used – report’, The Age, 6 September, p. 15. 
1088 Conroy, P. et al. (1991), ‘Clinics still using sleep for therapy’, The Age, 5 April, p. 1. 
1089 ibid., p. 1. 
1090 Watson, ‘Call for inquiry on clinic’, op. cit., p. 1. 
1091 ibid., p. 1. 
1092 Conroy, P. (1991), ‘Inquiry sent 200 sleep-therapy complaints’, The Age, 5 September, p. 3. 
1093 Conroy, ‘Sleep therapy widely used – report’, op. cit., p. 15. 
1094 Conroy, ‘Inquiry sent 200 sleep-therapy complaints’, op. cit., p. 3. 
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Eastgate unfortunately but accurately summarised, as it stands “the tragedy of Newhaven 

is another scathing criticism of the profession of psychiatry.”1095  

 

Like the Chelmsford example, it is not unlikely that the decision to commission an inquiry 

or not was largely politically motivated. In New South Wales, the Shadow Minister for 

Health commenced formal calls for a Royal Commission into Chelmsford in 1987, which 

were initially rejected by the incumbent Unsworth Labor government reluctant to foot the 

bill. It was only when the Liberal Party eventually assumed office the following year that 

the enquiry that they had supported was duly announced.1096 In Victoria, however, 

Shadow Attorney General Wade’s calls for an inquiry not only failed to persuade the 

incumbent Labor government, but also amounted to nothing once she herself had assumed 

the role of Attorney General under the new Kennett government in 1992.1097 It is not 

unlikely that this was due in no small part to the fact that even the most preliminary of 

investigations would have revealed the very significant role played by the Victorian 

Department of Health in the facilitation of the events that unfolded at Newhaven. The 

CCHR investigation took a much more suspicious view of the inaction of the authorities: 

 

 The Victorian Government needs to rectify this horrendous blight on its history. As 

 early as 1970, police were on the right track, but their investigations may have been 

 thwarted. A police report said “It is alleged that the sect have either members or reliable 

 contacts  involved in the political, public service and police positions in Victoria.1098  

 

In the absence of any official inquiry then, and the likelihood that one will ever eventuate, 

given the passage of time and the scarcity of evidence, it is hoped that at least a social 

history of the Newhaven LSD scandal may prove to be of some value. 

 

 

 

 

 

                                                      
1095 Eastgate, op. cit., p. 8. 
1096 Slattery, op. cit., vol. 1, p. 9. 
1097 Duncan, ‘Long road to justice just keeps rolling on’, op. cit. 
1098 Eastgate, op. cit., p. 8. 
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CONCLUSION 

Consequences of eclecticism: mental hygiene meets anti-psychiatry,  

and the permissive policy of deinstitutionalisation 

 

 

Historians of Australian psychiatry have argued that the Chelmsford and Townsville 

scandals emerged as a consequence of the persistence of the aetiology debate – the 

ongoing quest for consensus as to the underlying cause of mental illness. Unable to 

declare definitively, after centuries of debate, for its biological or social origins, by mid-

century psychiatry eventually embraced a paradigm of eclecticism which in practice 

translated to an environment of therapeutic permissiveness where any and all organic and 

environmental therapies (and therapies that combined elements of both) were 

simultaneously valid – as Wright argues: 

 

 By appropriating all manner of treatment approaches, claiming ownership of them, and 

 encouraging the idea of an automatic harmony between them (thanks to a conveniently 

 nebulous and meaningless unity of mind and body), psychiatry as a profession has given 

 itself licence to do almost anything. Unfortunately, this carte blanche includes amongst 

 its by-products disasters such as Chelmsford and DST.1099 

 

In this context, deep sleep therapy was a “treatment devoid of any real rationale” that had 

“become an acceptable part of psychiatric practice” as a “consequence of a powerful 

permissiveness that has pervaded the psychiatric profession in this century,” fostered by 

the emergence of the paradigm of eclecticism that valued any and all methods of treatment 

for problems that could have resulted from any combination of underlying causes.1100 

 

Moreover, it has been subsequently concluded that its failure to resolve this debate is 

representative of the fundamental failure of the discipline and profession of psychiatry 

more broadly. The Newhaven scandal challenges this analysis, however, with the claim 

that the misuse of LSD that took place there was the result of the Victorian Department 

of Health’s failure to provide and enforce adequate protection in the form of its Poisons 

                                                      
1099 Wright, op. cit., p. 5. 
1100 ibid., pp. 77 & 1. 
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(Hallucinogenic Drugs) Regulations 1967.1101 In charting the development of the Poisons 

(Hallucinogenic Drugs) Regulations 1967, and the history of the production of mental 

health policy in Victoria more broadly, this thesis has instead proposed that like the 

Chelmsford and Townsville affairs, the emergence of the LSD scandal at Newhaven too 

can be attributed to the influence of the aetiology debate, but not merely due to the failure 

of the psychiatric profession to resolve it, but rather as a consequence of its formative 

influence on mental health legislation that governed the use of therapeutic LSD in 

Victoria. The presence and influence of the aetiology debate is evident in the historical 

legislation and parliamentary debates of Victoria, but the responsibility of the psychiatric 

profession for the persistence of the debate is less so. The RANZCP as the representative 

body of the profession defended its relative inertia with respect to the Chelmsford and 

Townsville affairs on account of its infancy as an organisation. 

 

The former (and informal) Australasian Association of Psychiatrists (AAP) had only 

reorganised itself into the Australian and New Zealand College of Psychiatrists in 1964 

and was still thirteen years shy of receiving its Royal prefix. As a fledgling professional 

body, it had not yet developed any clinical standards or guidelines for members and its 

membership was still too small and disparate to have been able to produce any position 

statements of any substance on particular therapeutic techniques. College historians 

Rubinstein and Rubinstein confirmed in Menders of the Mind (1996) that: 

 

 … to a remarkable degree, the College was not directly engaged in the medical aspects 

 of psychiatry until very recently, and has been relatively uninvolved in anything to do 

 with the specifics of treatment or with the particular approaches brought by the different 

 schools of psychiatry to their treatment. The College has played only the most limited 

 role, until recently, in the direct involvement of Australasian psychiatrists and their 

 patients, or in virtually any aspect of the treatment or therapy given by its members to 

 their patients.1102 

 

                                                      
1101 For Department of Health medical officer Dr John Rutter the regulations were just too permissive – in 

his opinion the regulations were “unsatisfactory” and “useless” as they allowed psychiatrists too much 

freedom in how and with what they elected to treat their patients. Despite the Department’s eventual 

knowledge of the activities at Newhaven, ultimately they “couldn’t do anything about it” because although 

it was “highly unethical”, it was not actually illegal (see pp. 41-47).  
1102 Rubinstein & Rubinstein, op. cit., p. 152. 
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According to the College history, it was in large part due to its relative infancy that it 

“lacked either the power or will to intrude on the details of the day-to-day medical practice 

until very recently.”1103 Firstly, it lacked power because:  

 

 … the infrastructure and committee structure of the Association and the College was, 

 for at least its first twenty-five years, too limited and haphazard to attempt any far-

 reaching assessment of medical therapies even if it had wished to do so. Professional 

 misconduct or the unprofessional use of any medical treatment were, for many decades, 

 probably regarded by the College as primarily the responsibilities of state medical 

 boards.1104 

 

Secondly, it lacked the will because historically, “there has been a sense that professional 

solidarity forbade any intrusion by one set of psychiatrists into the clinical behaviour of 

other psychiatrists, unless that behaviour was simply untenable.”1105 In any case, 

regardless of the College’s lack of ability to intervene in cases of professional misconduct, 

it seems that, at the time, there was no such misconduct into which to intervene as 

individual psychiatrists were free to choose and administer therapies as they deemed fit. 

 

Rather, as the case of the LSD scandal at Newhaven has demonstrated, the role of the 

aetiology debate was less a reflection of the failure of the psychiatric profession and more 

a representation of the prevailing social trends that shaped the mental health legislation 

in Victoria in which it had manifested itself. What constituted the scandal at Newhaven 

was the permissive nature of the Poisons (Hallucinogenic Drugs) Regulations 1967 that 

reflected the broader atmosphere of eclecticism embodied in the mid-century Mental 

Hygiene Acts. The Mental Hygiene Acts were characterised by the major policy initiative 

of deinstitutionalisation which comprise elements of both organically-oriented 

preventative treatment measures and environmentally-oriented community-based 

therapy. This eclectic approach represented the culmination of a century of debate that 

fluctuated between theories of the organic or environmental causes of, and therefore 

appropriate therapies for, mental illness. The merely custodial practices of the earliest 

Dangerous Lunatics Act 1843 were largely abandoned by the time of the introduction of 

                                                      
1103 ibid., p. 153. 
1104 ibid., p. 153. 
1105 ibid., p. 153. 
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the Lunacy Statute 1867 which instead recognised the humanity of the lunatic; the 

pessimism of the organic view of madness returned with the Lunacy Amendment Act 1888 

and the Lunacy Act 1903; once again, a renewed commitment to environmental causes 

dominated the Lunacy Acts Amendment Act 1914 and the Mental Treatment Act 1915; 

eventually, the Mental Hygiene Act 1933 and the Mental Hygiene Authority Act 1950 

together embraced elements of both organic and environmental understandings of mental 

illness. 

 

This analysis of the mental health legislation and parliamentary debates of Victoria has 

revealed, however, that these fluctuations between organic and environmental 

understandings of the origins of mental illness were the product of evolving social, 

cultural, political and economic trends as they played out in the Victorian houses of 

parliament and subsequently codifies in mental health policy. The view of lunacy as a 

form of social deviance that informed the punitive provisions of the Dangerous Lunatics 

Act 1843 was entirely consistent with the early colony’s origins as a penal settlement, 

however it was the subsequent migration of European Enlightenment philosophy that 

transformed colonial custodialism into the humane moralism that permeated the Lunacy 

Statute 1867; the return to the organic view of madness reflected in the eugenic policies 

of the 1888 and 1903 acts was underpinned by the concepts of heredity and degeneration 

that emerged in the wake of evolutionary theory; the shift back towards an 

environmentally-based understanding of the origins of mental illness implicit in the 

psychodynamically-influenced 1914 and 1915 acts was born of the success of such 

techniques in the management of the unprecedented condition of shell-shock emerging 

from the battlefields of World War I; finally, the parallel arguments for the organically-

oriented strategy of segregation (with a view to sterilisation) of the unfit and the 

environmentally-oriented push for community-based services that informed the Mental 

Hygiene Acts were themselves the respective products of two co-emergent underlying 

social trends that claimed authority over issues of mental health, namely the mental 

hygiene movement and the anti-psychiatry movement.1106 The ensuing paradigm of 

                                                      
1106 These developments were not unique to Victoria or Australia – Dyck reports a similar situation in 

Canada where “deinstitutionalization was not simply an event or set of reactions, but involved a process 

that represented the culmination of ideological and cultural changes in the latter half of the last century” 

(Dyck, ‘Dismantling the asylum and charting new pathways into the community’, op. cit., p. 190). One of 

these contributing ideologies was ‘mental hygiene’ that took the form sexual sterilisation. According to 

Dyck, “within the field of mental health more broadly, which included areas of mental disability, or 
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eclecticism demanded by the joint accommodation of these two philosophically-opposing 

programs resulted in the permissive therapeutic atmosphere within which the Poisons 

(Hallucinogenic Drugs) Regulations 1967 were authored. 

 

The LSD scandal at Newhaven then is a case study in the practice of eclectic psychiatry. 

In the 1950s, LSD psychotherapy – a technique which combined the organically-oriented 

pharmalogical properties of a drug with a course of environmentally-oriented 

psychotherapy – emerged into the prevailing paradigm of eclecticism – the view that the 

origins of mental illness, and by extension the philosophy that should inform its treatment, 

could be simultaneously organic or environmental or a combination of both. But for a 

select few Newhaven psychiatrists whose clinical judgment came to be informed by their 

personal religious commitments, an eclectic interpretation of causation was extended 

beyond the organic and environmental realms to include also the spiritual origins of 

mental illness. By this logic, treatments, therefore, should target not only the body and 

the mind, but also the soul. 

 

Coincidentally and fortuitously, hallucinogens such as LSD represented the ultimate 

eclectic psychiatric treatment, the administration of which drawing as it did on both 

organic and environmental therapeutic philosophies, while also having achieved 

significant notoriety for its entheogenic value. Practically and legally, however, LSD was 

only applicable in the medical realm and its entheogenic use prohibited. But Newhaven 

psychiatrists saw therapeutic value in its entheogenic application and were facilitated by 

sympathetic regulations in their exploitation of their medical privilege to administer LSD 

for non-medical purposes.1107 To circumvent the essentially negligible obstacle posed by 

                                                      
mental retardation, the unquenched thirst for biological explanations also resulted in eugenics programs 

throughout North America and parts of Europe in the early decades of the century” (ibid., p. 185). At the 

same time, she also identified “the evolution of an ‘anti-psychiatry’ perspective, which sometimes cross-

fertilized with post-modernism, [that] provided ample fodder for critiques of institutions” which emerged 

within the context of a broader atmosphere of rights-based campaigning around mid-century (ibid., p. 

188). Although elsewhere, Dyck has argued that, within the specific context of Canadian psychiatry and 

the collaboration between Humphry Osmond, Kiyoshi Izumi and Robert Sommer, unrealised ideas about 

and designs towards deinstitutionalising psychiatric patients in fact “predated the work of players such as 

Erving Goffman, Michel Foucault, and Thomas Szasz” (Dyck, E. (2010), ‘Spaced out in Saskatchewan: 

modernism, anti-psychiatry and deinstitutionalization, 1950-1968’, Bulletin for the History of Medicine, 

vol. 84, no. 4, p. 665). 
1107 Returning to Tiffen’s definition, the scandal would not constitute merely a transgression, but specifically 

one which subverted social expectations of the institution in question. Applying this to the case of Newhaven 

then, the social expectation of the engagement of the services of a psychiatrist, as a qualified medical doctor, 

was that what the patient would receive was orthodox medical treatment. The element of subversion then 
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the implementation of the regulations, patients (and later individuals who were cult 

members first and “patients” second) were admitted to Newhaven and administered LSD, 

sometimes in the absence of any diagnosed mental illness, by psychiatrists in their 

capacities as warranted medical practitioners for non-medical purposes, or by non-

psychiatrists on the advice of individuals unqualified to offer it. Although the 

psychiatrists at Newhaven maintained a commitment to the “therapeutic” value of LSD, 

the “therapy” for them had ceased to be a medical one. 

 

--- 

 

Like the examples of Chelmsford and Townsville before it, the LSD scandal at Newhaven 

too was a product of the aetiology debate, but not merely because the psychiatric 

profession had failed to resolve it, but via its manifestation in the mental health legislation 

that facilitated the eclectic interpretation of the underlying causes of, and therefore 

appropriate treatments for, mental illness. Moreover, the evolution of mental health policy 

in Victoria was less a reflection of therapeutic developments in psychiatry and was instead 

formed and shaped by the social milieu within which psychiatry was practiced. The “great 

LSD scandal” at Newhaven is best understood then as an example of how the practice of 

the art and science of experimental psychiatry and medicine is negotiated in its social 

context. 

 

 

 

 

 

 

                                                      
lay in the fact that what they received instead was spiritual advice. But while the nature of this subversion 

is clear, the nature of the actual transgression on which it was apparently based is not – by taking advantage 

of their roles as medical doctors to facilitate the use of LSD for the purpose of the spiritual enlightenment 

of their patients, Newhaven psychiatrists contravened no professional standards, largely because there were 

none. Department of Health Inspector Plummer worked hard to make the case that the transgression lay 

with eighteen of the nineteen warranted psychiatrists’ failure to comply to some degree with the provisions 

of the Poisons (Hallucinogenic Drugs) Regulations 1967. The regulations only provided, however, for the 

maintenance of a treatment logbook, the secure storage of the drug, and the administration of the drug in a 

hospital, compliance with which would not have excluded the emergence of the problems at Newhaven. 

Furthermore, the regulations, and the single attempt at their enforcement, were only introduced some years 

after the practice of non-medical use of LSD at Newhaven was well entrenched.  
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