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            “There have been at all times, and will be, hordes of predatory parasites who infest and infect the community. They hover on the outskirts and prey on the fears and helplessness of the more exposed and feeble members; or they penetrate into the vitals, and twine like the taenia in the very track and trail of nutrition and strength; or they insinuate themselves, like the cysticercus, into the very brain. They live upon the life of others.”

            
                

            

            (Anonymous, “Dangerous Classes”, The Medical Critic and Psychological Journal, 1863, Volume III, p. 137)

            “Wenn du einen Menschen tötest, hast du die Welt getötet, wenn du einen Menschen erhälst, erhälst du die Welt …”

            [If you kill a man, you have killed the world; when you support a man, you support the world …][1]

            
                

            

            (Talmudic saying, from the Sanhedrin tractate, devoted to civil and criminal proceedings. Quoted in Belke, 1978, p. 79)
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            INTRODUCTION

            The Man Who Shot His Mother And Father In The Face

         

         
            “Nihil Ammiano praeter aridam re∫tem Moriens reliquit ultimis pater ceris.”

            (Marcus Valerius Martialis [Martial], “De Ammiano ad Maronillum”, Epigrammata, c. 86 CE – 103 CE, Liber Quartus, LX [sic])

            [“When Ammianus’ father breathed His last, his son, hovering in hope, Found that the final will bequeathed Him nothing but a length of rope.”]

            (Martialis, 1773, p. 83; Martial [Martialis], 1973, p. 81)

         

         Nearly forty years ago, I first set foot on the back wards of a battered, bedraggled psychiatric hospital, tucked away on the outskirts of a tiny village in the remote English countryside. As a very young and extremely inexperienced psychology trainee, my knees literally trembled 2with fear as I walked through the locked doors of the psychogeriatric unit which housed hundreds of chronic, severely mentally ill patients, most of whom had received a diagnosis of schizophrenia. Within seconds, I became nauseous from the horrific odour of the urine-stained and faeces-smeared carpets, not to mention the morbid stench of the omnipresent cigarette butts spattered all about. Unsurprisingly, I began to retch.

         The long-serving and somewhat jaded Consultant Psychiatrist – immune to the ghastliness of the physical surroundings – welcomed me warmly into this hellish environment and suggested that I should begin my apprenticeship with a tour of this nineteenth-century institution. Naively, I assumed that my new boss would escort me round personally; instead, he explained that my tour would actually be conducted by none other than “Fred”, one of the oldest patients on the ward, who knew the layout of the hospital better than any of the members of staff.

         Within moments, Fred appeared, as if by magic, and shook my hand most graciously. He smiled with tremendous enthusiasm: “So, you’re the new psychologist. It’s a pleasure to meet you.” Fred chatted breezily and did not seem to be schizophrenic at all – quite the 3opposite, in fact. Only 5’ 1” in height, he struck me as somewhat childlike, especially as he spoke in rather a high-pitched voice. Certainly, from a physical point of view, this patient did not seem frightening in the least.

         Fred then marched me through the dank rooms of the cavernous hospital and, afterwards, escorted me into the surprisingly well-maintained gardens. He chirped, “To your left, Brett, well, that’s the infirmary, for patients who need medical treatment. And just beyond, to your right, that’s the hairdresser’s hut, where some of the old ladies go for their curlers. And over there, beyond that tree, that’s the gardening shed.” Fred spoke clearly and calmly and with great attention to detail. After an hour, we returned to the ward, whereupon Fred kindly offered me a cup of tea.

         Although I had visited psychiatric institutions previously, as part of my training, I had never met a patient as sweet as Fred. He appeared to be incredibly sane and chipper, so much so that I actually wondered whether someone had made a dreadful mistake by having incarcerated him under the Mental Health Act 1959 all those many years ago.

         At this point, the Consultant Psychiatrist reappeared and took me into his tiny office, strewn with 4stacks of dusty files, and asked me whether I had enjoyed my special tour. I told him that I had found Fred to be rather informative and, also, quite charming to boot. The psychiatrist seemed unsurprised by my description. And then, he quizzed me: “So, Brett, if Fred is such a lovely man, why do you think he has been a long-stay patient at this hospital?”

         Nervously, I spluttered a grossly inadequate reply and expressed my deep uncertainty as to the reason for Fred’s incarceration.

         The consultant grilled me further: “Is he, in your estimation, a classic schizophrenic?”

         “Well,” I replied, “I failed to observe any obvious signs of either hallucinations or delusions or, indeed, of disordered thought.”

         “You are correct,” he replied, “Fred is not obviously schizophrenic.”

         “But if he does not meet the diagnostic criteria for schizophrenia,” I queried, “what has brought him here as a patient?”

         The Consultant Psychiatrist beamed with a certain arrogance, knowing that I would never guess the real reason for Fred’s incarceration. He smirked and then explained, “Many years ago, Fred took a handgun and 5shot his father in the face at close range, and then he shot his mother in the face, also at close range. Would you ever have suspected that such a small and seemingly unthreatening man could have committed the ultimate double murder?”

         My jaw dropped in utter astonishment. Although I had spent only a brief time with Fred and had enjoyed his walking tour, I had not detected any sense of danger or madness. Fred seemed like a kindly old man. I would never have supposed him capable of either patricide or matricide.

         Clearly, my education in psychology had only just begun. And before long, I came to realise that one cannot always identify a murderer on the basis of physical appearance alone or, indeed, as a result of merely one hour of conversation. Although some killers do look completely deranged, with fire in their eyes and spittle drooling from their mouths, others, by contrast, appear quite placid and even gentle. I would have much to learn about the field of forensic mental health, namely, that branch of modern psychology devoted to the study of psychopathologically troubled individuals who perpetrate violence.

         Mad people have committed offences – often 6grotesquely sadistic crimes – since the very dawn of time. Nowadays, we refer to a perpetrator such as Fred as a “forensic patient” – a mentally ill individual who commits an act, or acts, of deep cruelty. But, back in the nineteenth century, physicians would describe such a patient, somewhat more poetically, as a “dangerous lunatic” (Clarke, 1886, p. 88; cf. Theobald, 1924; Prior, 2003; Shepherd, 2016).

         Now, within the very first hour of my very first day of employment, I had met my very first dangerous lunatic. And, as the years unfolded, I would, in due time, come to meet many more: murderers, paedophiles, arsonists, rapists, and thieves.

         Given that most of us manage to navigate our entire lives without ever shooting another human being in the face, or raping a child, or burning down a building, or breaking into someone else’s home in the middle of the night, why on earth should these dangerous lunatics do so? Perhaps these individuals suffer from some sort of brain disease or, perhaps, they might simply be rotten eggs, cursed by the Devil. What aetiological factors actually contribute to the development of such terrifying forensic illnesses?

         And how should we deal with these people once 7the police have apprehended them? Should they be sentenced to a lifetime in a maximum-security prison? Should they be incarcerated in perpetuity in a special psychiatric hospital? And for those who do become institutionalised, should we simply let them rot in their cells or on the wards, or might we dare to offer some sort of humane psychological treatment in the hope of improving their quality of life and thus contribute to the reduction of the possibility of reoffending in future?

         What, if anything, can we learn about the causes and treatments of dangerous lunacy from the work of our historical predecessors and, also, from our more contemporary colleagues within the field of forensic mental health?

         Let us consider the case of a nineteenth-century lunatic, “William B.”, from Swansea, in Wales, who had committed many acts of viciousness during his lifetime. This Welshman embarked upon his criminal career by torturing and killing animals: fowls, doves, cats, and dogs. In fact, on one occasion, he actually cut the throat of a horse. In time, William B. began to harm human beings as well; indeed, he even stripped a younger sibling of his clothing and 8then beat and scratched the boy’s body, threatening death. In due time, this dangerous man progressed to acts of sexual violence as well as strangulation of a baby (Tuke, 1885). He even attempted to castrate an imbecilic inmate. In 1886, after William B.’s incarceration in the Asylum for the Insane in Kingston, Ontario, Dr. Charles Kirk Clarke (1886, p. 85), the Medical Superintendent, reported, “he can not recollect the time he was free from the desire to torture and kill.” Unsurprisingly, such acts of viciousness forced Dr. Clarke (1886, p. 88) to diagnose William B. as a “dangerous lunatic”.

         According to traditional psychiatric theory, not every perpetrator of violence fulfils the diagnostic criteria for mental illness. For instance, when, in 1945, the crew of the American aircraft Enola Gay dropped atomic bombs on Hiroshima and Nagasaki, murdering more than 100,000 people and irradiating countless others, no one had ever suggested that those airmen should be institutionalised as dangerous lunatics. But many criminals do, unquestionably, suffer from dangerous lunacy, broadly defined. Indeed, in the mid-nineteenth century, Dr. John Purdue Gray (1857, p. 119) of Utica, New York, a physician who had studied nearly 5,000 9cases of homicide over a period of fourteen years, concluded that, “A disposition to violence is a common characteristic of mental disease.” Certainly, we know that madness and criminality often coexist rather intimately, as many overtly or covertly mad people will perpetrate violence and many perpetrators of violence will often be quite mad.

         This short book concerns “dangerous lunatics”: men and women, and even children, who commit crimes, invariably under the influence of extreme psychological distress. In the pages which follow, we shall begin by exploring how our predecessors mistreated dangerous lunatics across the ages, often subjecting these individuals to the most shockingly violent forms of punishment. We shall then consider how, for many years, most health care professionals dismissed criminality as little more than the consequence of degenerative brain disease. Thereafter, we will investigate the radically pioneering contributions of Sigmund Freud and his fellow psychoanalysts who dared to research the childhood histories of offender patients, often revealing that these individuals had suffered profound early traumata.

         Having thus examined the field of forensic psychology in historical perspective, we shall then study 10two types of gross offending behaviour in particular, namely, paedophilia and, also, murder, through a psychotherapeutic lens, considering what we have come to learn about the deeper, unconscious origins of these extreme forms of sadism. We will conclude this study with an examination of the current state of forensic psychotherapy, exploring how those of us who work in the field of mental health might develop a more humane stance towards the treatment of perpetrators in years to come.
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            CHAPTER 1

            Torture and execution: ancient remedies for perpetrators

         

         
            “And where th’ offence is, let the great Axe fall.”

            (“Claudius King of Denmarke”, in William Shakespeare, The Tragedie of Hamlet, Prince of Denmarke, c. 1599 – 1602, Act IV, Scene v, line 244)

         

         Throughout the course of human history, men and women have committed grotesque acts of deep criminality. One need but glance at some of the foundational biblical texts – whether the Jewish Old Testament or the Christian New Testament – to be reminded of our treacherous roots. According to the Book of Genesis, Abraham, the first Jew, took his son, Isaac, 12to the mountainous region of Moriah, bound him to an altar and then began to wield a knife above his body as a sacrifice to God, until an angel prevented him from doing so. And Jesus, the man who inspired Christianity, died at the hands of a group of murderers who hauled him outside the walls of Jerusalem to Golgotha and then, as described in the Gospel According to Matthew, crucified him, prior to his death from, perhaps, hypovolemic shock or exhaustion asphyxia, resulting in cardiorespiratory failure (Edwards, Gabel, and Hosmer, 1986; Maslen and Mitchell, 2006; cf. Stroud, 1847). Had Abraham lived today, someone would undoubtedly have telephoned social services or the police and would have interrogated him as a potential perpetrator of filicide. In similar vein, the soldiers who crucified Jesus might well have ended up in prison or in a psychiatric institution.

         Our ancestors did not hesitate to treat criminals in the cruellest of manners (Du Boys, 1845; Bowen-Rowlands, 1924). Indeed, across the ancient Hebrew, Egyptian, Greek, Roman, and Asian cultures, our predecessors would often inflict sadistic retaliatory punishments upon perpetrators of crime, whether lunatic or not.13

         According to Lewis Lyons (2003), an historian of punishment, human beings have long relied upon four fundamental approaches to the “treatment” of offenders across time, namely: (1) imprisonment; (2) corporal punishment; (3) torture; and, also, (4) capital punishment. Often, perpetrators of violent acts or, indeed, those falsely accused of criminality, would be subjected to all four methods of treatment, each based on punition and retaliation.

         During the eighteenth century BCE, the Babylonian king Hammurabi sanctioned an extremely severe code of punishment, which authorised mutilation and amputation of body parts, based on retaliation. According to the recommendations of Hammurabi, if one broke the bone of another person, one would be punished by having one’s own bone broken in return; and if one blinded someone else in a fight, one would have one’s own eye put out. Similarly, sons who struck their fathers would have their hands severed; rapists would be castrated; and perjurers would have their tongues removed. Burglars would be killed on the spot and then gibbeted (Johns, 1914). Strikingly, these practices of retaliation applied solely to men who injured another person of similar social standing; 14therefore, if a wealthy nobleman assaulted and wounded an impecunious servant, he would not receive any punishment for having done so. Women also suffered under Hammurabi’s code; indeed, section 129 of the code advised that those accused of adultery should be bound together with their lovers and then thrown into the Euphrates river (Harper, 1904). The code proved so severe that the death penalty could be applied to any infraction ranging from burglary and kidnapping to maintaining a disorderly tavern.

         Inspired by Hammurabi, the ancient Greeks punished perpetrators with similar brutality. During the seventh century BCE, Draco, an Athenian lawgiver, came to personify retribution, promoting the death penalty for crimes ranging from murder to the theft of fruit. According to the Greek biographer Lucius Mestrius Plutarch, the cruelty of these laws prompted the orator Demades to describe the pronouncements of Draco as written not with ink but, rather, with blood.[2] The Romans, too, instituted very stiff penalties for criminality, which included not only burning and crucifixion but, also, throwing those convicted of crimes off cliff tops, thus epitomising the lex talionis – the law of retaliation (Daube, 1947).15

         Some unfortunate creatures – often deserters from the army or prisoners of war (Welch, 2007) – would be subjected to damnatio ad bestias, namely, being thrown into a public amphitheatre and then torn apart by wild beasts. Chillingly, in his treatise on anger, the Roman statesman and philosopher, Lucius Annaeus Seneca (n.d. [a] [c. 40s CE], p. 97), described this practice as the “be∫tiarium immanium caveae”, namely, the “pits where monstrous beasts prowl” (Seneca, n.d. [b] [c. 40s CE], p. 20).

         According to the Mishneh Torah, the Hebrews would condemn criminals to death through stoning as well as burning, hanging, strangulation, and, also, slaying by the sword (Maimonides, c. 1170 – c. 1180; cf. Johns, 1914; Smith, 1931; Cohn, 1971). And the ancient Chinese practised decapitation at least as early as 2601 BCE and, moreover, endorsed not only execution but, also, branding, mutilation, and castration. During the Zhou dynasty, which began circa 1046 BCE, and, subsequently, throughout the Han dynasty, punishments included cutting off the nose of the offender, branding the forehead, maiming, castration, and death through strangulation or through being sliced to pieces (Alabaster, 1899).16

         As the centuries progressed, our predecessors perfected innumerable forms of punishment and torture and execution, which would come to include shaming, beating, branding, flogging, confinement to stocks and pillories, ducking in water, imprisonment, breaking on the wheel, mutilation, tearing of the flesh with red-hot pincers, amputation of body parts, not to mention execution through such varied methods as hanging, impalement, stoning, beheading, garrotting, guillotining, boiling, burning, drowning, drawing and quartering, poisoning, shooting with arrows or bullets, starvation and, in more recent years, electrocution or injection of a lethal dosage of drugs (Cawthorne, 2006).

         It would be far too simple to dismiss these ancient acts of cruelty as little more than historical excesses perpetrated by the uncivilised brutes of yesteryear. Even the most cultured men and women in recorded Western history have, over the centuries, endorsed such sadistic methods.

         For instance, let us recall that Elizabeth, the much-revered sixteenth-century queen who epitomised the so-called “Golden Age” of the English Renaissance, authorised more deaths by official warrant than any other monarch in British history (Childs, 172014). In fact, Elizabeth had no hesitation in employing a full-time torturer, Richard Topcliffe, as a member of her entourage, renowned for his brutal interrogations of prisoners in the Tower of London and for their eventual evisceration (Read, 1925; Richardson, 2004; Hutchinson, 2006). Roman Catholics, in particular, suffered gravely during the reign of Elizabeth. An Englishwoman called Margaret Clitherow, known as the “Pearl of York”, had dared to harbour Catholic priests; and, in 1586, although pregnant with her fourth child, authorities condemned her to a particularly vicious death. Stripped of her clothing and forced to lie upon the ground with her hands bound and with a sharp stone positioned under her back, the executioners then placed a wooden door over her torso and subsequently piled “seven or eight hundred weight at the least” (Mush, 1849, p. 195) on top of her, which broke her ribs and crushed her to death (cf. Claridge, 1966; Lake and Questier, 2011). This form of torture, known as peine forte et dure, would not be legally abolished in Great Britain until the year 1772.

         Throughout these earlier centuries, none of the people punished, tortured, or executed, whether truly guilty of their crimes or whether accused unfairly, 18would have been examined through a psychological lens. We must remember that although madness has existed for thousands of years, the disciplines of psychology, psychiatry, psychotherapy, and psychoanalysis became formalised only in the late nineteenth century; hence, prior to this time, very few, if any, authorities would have considered seriously whether criminals suffered from mental illness, or, in fact, whether early childhood experiences might have contributed to the perpetration of crimes, or, indeed, whether psychological therapy could be offered as an alternative to retribution.

         Had Sigmund Freud entered the world several centuries earlier, perhaps he might have consulted to the Tudor queen, Elizabeth, and would have wondered whether the beheading of her mother, Anne Boleyn, authorised during Elizabeth’s early childhood by her father, Henry VIII, might have exerted a lingering impact upon the future monarch’s subsequent endorsement of executions. By having sanctioned the death of her cousin, Mary of Scotland, in 1587, Elizabeth had thus engaged, quite unconsciously, in an identification with her father. One might argue, therefore, that Elizabeth endeavoured to master the trauma of 19her own mother’s death in 1536 by inflicting precisely the same sentence upon her Scottish cousin almost exactly fifty years later.

         Sadly, prior to the twentieth century, even the most well-educated, intellectually sophisticated, and privileged people recommended violent retribution against criminals and, also, those accused of criminality, whether deservedly or undeservedly, whether mad or sane. Alas, most government administrators and clerics in previous centuries lacked any understanding of human psychodynamics and, consequently, the vast majority of law enforcers often projected their own early traumata onto their fragile victims, whom they then tortured and executed as an unconscious means of ridding themselves of any internal memories of their own childhood abuses.

         Punishment, torture, and execution have served as mainstays in the treatment of offenders since time immemorial. It would be tempting to argue that no one in the twenty-first century would approve of the peine forte et dure – namely, crushing a convicted felon to death. Nowadays, when American states sentence criminals to death, they no longer disembowel or hang them; instead, most convicted felons will die 20less painfully through lethal injection.

         But whether one condemns a felon to death by drawing and quartering, or by hanging, or, indeed, through the arguably less sadistic form of execution by injection, these approaches to the “treatment” of criminality constitute retribution, retaliation, and punishment in the manner of Hammurabi, first devised more than thirty-eight centuries previously. In fact, the allure of treating criminals by torture and, ultimately, by execution has exerted a very powerful attraction throughout the entire canvas of human history. One might argue that the act of murdering those accused of crimes has long appealed to governments, in part, because death as a treatment for dangerous lunatics boasts a 100 per cent success rate. No victim of an execution has ever gone on to commit a further crime!

         The grotesque punishment and, often, cruel murder of offenders – whether mad or whether sane – represents perhaps the greatest of human tragedies (e.g., Swain, n.d.). By executing those accused of crimes, our ancestors engaged in an act of unconscious identification with the criminal offence itself, and they, too, became assassins.

         With such a long-standing and almost unspeakable 21history of violence, when did the handling of criminals become less murderous? And when did mental health practitioners first provide a deeper understanding of the causes of dangerous behaviour and a recognition of the fact that many offenders became cruel as a result of early childhood experiences of victimisation?
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            CHAPTER 2

            The medicalisation of insanity: hereditary taint and the criminal brain

         

         
            “They take refuge in the mad corner of their brain.”

            (Lady Walburga Paget, Embassies of Other Days: And Further Recollections. Volume II, 1923, p. 468)

         

         For centuries, our forebears subjected mad people (including mad criminals) to horrific acts of cruelty and retribution. Even wealthy kings suspected of insanity could be treated in what we would now consider to be a physically abusive manner. For instance, in 1453, the English monarch Henry VI lapsed into a withdrawn 23catatonic state after the loss of the battle at Castillon, and he became so ill that the Privy Council authorised his royal physicians to bleed him, to shave his head, and to force him to imbibe suppositories and other purgatives (Rymer, 1741; Kahr, 2014b). Mental health professionals per se simply did not exist at that time.

         But, during the nineteenth century, the disciplines of psychiatry and criminology began to blossom in parallel, albeit somewhat clunkily. Of course, very few early-nineteenth-century physicians referred to themselves as psychiatrists but, rather, as “alienists”, in view of the fact that they assumed responsibility for the so-called “aliens” or mad people whose lunatic behaviours seemed to make little sense. In terms of diagnosis, alienists described their “alien” patients as suffering from either “insanity” or, indeed, from “lunacy”, “madness”, “mental aberration”, “mental alienation”, “mental derangement”, “mental disorder”, a “disordered mind”, or, even, from “unsoundness of mind”. And as we have already mentioned, those mad people who committed particularly violent crimes would be designated “dangerous lunatics”.

         In terms of theories of aetiology, these pre-Freudian alienists tended to regard insane people as suffering 24from an unspecified degenerative brain disease (e.g., Colaizzi, 1989). In fact, crime, once considered the work of sinners, became increasingly medicalised. For example, the British alienist Dr. James Cowles Prichard, a Senior Physician at the Bristol Infirmary and, also, a Fellow of the Royal Society, hypothesised that his lunatic patients must have struggled with severe biopathology and, consequently, he would often insist upon post-mortem examinations of those in his care. When, on 8th April, 1819, a black patient from Jamaica called Gard Luke, who hallucinated and who claimed to be the son of God, died from enteritis, Dr. Prichard (1822, p. 314) dissected his body and discovered that the patient had a thick and heavy cranium, ventricles distended with fluid, an inflammation of the abdominal viscera, as well as flabbiness of the right-hand side of his heart, and other abnormalities which could explain the patient’s “morbid excitement”.

         On the basis of the many autopsies performed at his request, James Prichard became convinced that such brain degeneration and other forms of bodily pathology will have contributed to the development of madness, including insanity in those patients who had committed crimes. Prichard (1835, p. 6) established a 25reputation for having invented the concept of “Moral Insanity”, referring to those psychiatrically unwell individuals who lack morality and who, therefore, have no difficulty breaking the law and committing “every species of mischief” (Prichard, 1835, p. 22). Morally insane patients, unlike their ordinarily insane counterparts, often did not hallucinate; but owing to the perversion of their moral compass, these people would perpetrate acts of great cruelty.

         Like many physicians during the first half of the nineteenth century, Prichard (1835, p. 184) acknowledged that such factors as domestic grief, disappointment in love, political events, excessive study, alcohol consumption, intestinal disturbances, and, also, “strong passions” could contribute to the development of insanity, but, above all, he trumpeted the role of the degenerate brain. Consequently, he recommended such physical treatments as bleeding, shaving of the head, cold showers or baths with ice, as well as large doses of purgatives such as “tartarised antimony” (Prichard, 1835, p. 267) – a treatment regime no different to the one recommended for the medieval king Henry VI some four centuries previously. Prichard also advised that his lunatic patients should be secluded 26 from society and that they should be whirled round in a special rotatory machine, inducing dizziness and nausea, in the misguided hope of shaking patients, quite literally, out of their lunatic states.

         James Cowles Prichard typified the alienist of this period. Most of his colleagues, likewise, regarded insanity as a brain disease best treated by shutting patients away in an asylum, often chained to bed posts or to the walls of their cells (Kraepelin, 1918a, 1918b), or imprisoned in overcrowded gaols. The simplicity of Prichard’s work on the degenerative nature of madness – especially moral insanity – eventually spread across the ocean.

         Professor Charles Coventry, Professor of Medical Jurisprudence at the Medical Institution of Geneva College, in Geneva, New York, typified the traditional nineteenth-century approach to madness. He argued that, “Probably no case of insanity occurs without more or less derangement of the general health” (Coventry, 1844, p. 143), and that, “the functions of the brain remain impaired” (Coventry, 1844, p. 144). In similar vein, Dr. John Purdue Gray (1857, p. 141), a physician in Utica, New York, concluded that those who perpetrate homicide in mad states of delusion, acute 27mania, melancholia, sub-acute mania, or dementia, will have done so under the influence of “a marked hereditary predisposition”. Indeed, Gray underscored that such patients suffer from either a “physical disease” or from some disturbance of health “in all instances” (1857, p. 143).

         Some physicians argued that one could spot criminals simply on the basis of prominent physical characteristics; for instance, Mr. Bruce Thomson (1870b, p. 332), a Resident Surgeon in Perth, claimed that, “One of the most marked physical characteristics of female prisoners in the General Prison for Scotland is the luxuriant heads of hair which they have.” Those women from the so-called “better classes” (Thomson, 1870b, p. 332) sported hair, which Thomson (1870b, p. 332) described, by contrast, as more “silky and fine”. Physicians attributed so much importance to these inherited characteristics that most presumed that madness, too, must be embedded in the human body, and that such lunatic qualities can never be altered. In a long-forgotten, but strikingly representative, essay on “The Hereditary Nature of Crime”, Thomson (1870a, p. 448) argued that, “the incurable nature of crime in the criminal class goes to prove its hereditary nature.”28

         The Italian physician and pioneering criminologist Professore Cesare Lombroso greatly expanded upon the work of Prichard; and unlike his fellow Catholics who regarded perpetrators of violent acts as sinners, he, too, endorsed the hypothesis that these men and women suffer from a degenerative disorder of the brain. Based on his study of some 832 delinquents, Lombroso concluded that these criminals possess certain essential physical characteristics. As Lombroso (1876, p. 32) wrote: “In genere, tutti i delinquenti hanno orecchi ad ansa, capelli abbondanti, scarsa la barba, seni frontali spiccati, mento sporgente, zigomi allargati, gesticolazione frequente.” [“In general, all the delinquents have ears with handles [jug ears], abundant hair, a poor beard, strong chests, a protruding chin, enlarged cheekbones, and frequent gesticulations.”] Over time, Lombroso and his disciples became known as criminal anthropologists, as though they had discovered a rare and faraway species from another land who looked physically different from ordinary human beings.

         Through the work of investigators such as James Cowles Prichard and Cesare Lombroso, both insanity and criminality became increasingly medicalised. 29Few had dared to consider whether early childhood experiences might have contributed in any way to the development of madness or violence. Alienists did appreciate that lunacy can often be found among several members of the same family, but these doctors rarely conceptualised intimate domestic experiences and interactions as causative in any way; rather, the preponderance of madness among a group of relatives served merely to confirm the ostensible genetic–biological basis of insanity, which came to be known as “hereditary taint” (Taylor, 1905, p. 819) or as “Triebregungen” (Lange, 1929, p. 89) – a German phrase for innate urges or impulses.

         In view of the fact that most nineteenth-century physicians conceptualised mad people – especially dangerous mad people – as suffering from brain disease, they offered very little by way of treatment, apart from incarceration and, also, punishment. For instance, in 1872, a seventeen-year-old boy called Arthur O’Connor climbed over the fence into Buckingham Palace and pointed a pistol – albeit unloaded – at the British monarch, Queen Victoria, seated in an open landau alongside her sons, Prince Arthur and Prince Leopold, and her Lady of the Bedchamber, Lady Jane 30Churchill. The attempted assassination terrified the queen, who later wrote in her journal, “a dreadful thing happened, which God in His mercy averted having any evil consequences” (Victoria, 1872, p. 197). Fortunately, Victoria survived unscathed and the authorities arrested O’Connor. Not long thereafter, the queen’s page, Frederick Bruce (1872, p. 200), wrote of O’Connor: “the prisoner was weak-minded and perverse, the easy victim of delusion.” Moreover, Bruce (1872, p. 200) described the young lad as suffering from “utter folly, if not insanity”. Subsequently, physicians diagnosed him, more formally, as scarred by a hereditary taint; and Baron Anthony Cleasby, the presiding judge, sentenced him to one year’s imprisonment as well as twenty strokes from a birch, prior to his eventual committal to an asylum (Geary, 1990).

         At that time, the vast majority of specialists recommended incarceration and physical abuse as treatments of choice. But dangerous lunatics could also be sentenced to death. For instance, in 1868, the American courts approved the execution of a woman, Elizabeth Heggie, for having poisoned her two daughters. The aforementioned Dr. John Gray, editor of The American Journal of Insanity and a leading psychiatrist 31of the mid-nineteenth century, described Mrs. Heggie as “cross, irritable, ugly, and repulsive” (Anonymous, 1868, p. 20). Such crude characterisations betoken the lack of compassion of most doctors towards the mad and the dangerous.

         In all fairness, some physicians did adopt a more enlightened attitude, such as the British alienist Dr. John Conolly (1856), Consulting Physician to the Middlesex Lunatic Asylum in Hanwell, in the western part of London, who, disgusted by the cruelty of chaining naked patients to their beds, wrote an entire book about the benefits of treating insane men and women without mechanical restraints. On the whole, however, most psychiatric specialists conceived of forensic patients as brain-damaged individuals who should be incarcerated in custodial settings. Few, if any, doctors during the reign of Queen Victoria actually articulated a clear theory of helpful, rehabilitative, or psychologically sensitive forms of treatment.

         Indeed, by the second half of the nineteenth century, the cruelty towards psychiatric patients became, arguably, even more chilling, and many patients would be subjected to genital surgery. For instance, women diagnosed as suffering from hysteria would often be 32hysterectomised, ovariectomised, or even clitoridectomised (e.g., Brown, 1866; Israel, 1880; Church, 1893; Sims, 1893), while insane men, especially those characterised as cases of dementia praecox – the precursor to the modern category of schizophrenia – would have their testicles castrated (Kraepelin, 1913; cf. Kahr, 2018e).

         The vast majority of physicians and criminologists of that era provided little insight into the nature of violent crimes. Very few, alas, offered any true compassion or understanding.

         Fortunately, a pioneer in Vienna helped to pave the way for a far more enlightened and satisfying approach.
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