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The subject of my paper is the relationship between psychiatry and the broader field of 

mental health care on the one hand and changing ideals of democratic citizenship on the 

other in twentieth-century Netherlands. Before presenting a historical outline of this 

relationship and explaining why psychological definitions of citizenship were so 

prominent in the Netherlands, first some brief clarification of the background of my 

interest in this subject and what I exactly refer to talking about the link between mental 

health and citizenship. 

 

My interest in the link between mental health and citizenship bears the stamp of recent 

developments in the Netherlands, which are shared in one way or another by other 

Western countries. The last two decades or so have witnessed a radical change - I would 

say a hardening and polarisation - of the Dutch socio-political climate. Several factors are 

involved: the decline and criticism of the welfare state; the growing impact of neo-

liberalism; the rejection of the leftist legacy of the 1960s and 1970s and what is now 

considered as inappropriate political correctness; concerns about the presumed loss of 

social cohesion, public morality, and national identity; the declining trust in 

parliamentary democracy; and the critical re-evaluation if not rejection of mass 

immigration, ethnic diversity and multiculturalism. Against this background there is a 

growing body of public opinion advocating a revitalisation of citizenship. There is a 

widespread feeling that especially civic virtues and duties have been neglected since the 

1960s or so, and that there is a need to restore social responsibility, adjustment, and 

integration as well as to promote some sort of moral regeneration. In this way, since the 

1980s, citizenship has become a fashionable concept all over the political spectrum to 

articulate dissatisfaction with specific developments in present society as well as to put 

forward solutions.  

 

Recent developments show that citizenship - in the same holds true for mental health as I 

will point out later - is not only a historically layered, but also an essentially contested 

concept that is open for a variety of definitions and interpretations and that is used in an 

empirical-descriptive as well as in an evaluative-normative sense. The meaning of 

citizenship is embedded in changing socio-political frames of thought, debate and 

practice, which do not merely reflect, but also constitute the social realities of citizenship, 

and the political interests related to them. As far as the historical dimension of citizenship 

is concerned, I think basically five, successive but also overlapping and cumulative 

models of citizenship might be distinguished in Western history. I will not go into details 

and the characteristics of the five models - probably this simplistic outline is more or less 

familiar to you. I just want to point out that the last three models of citizenship are 

relevant for my story about its positive (number 3 and 4) or negative (5) relationship with 

mental health.  
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Now, my paper is not about the connection between institutional psychiatry and 

citizenship in the sense that hospitalisation in a mental asylum generally implied legal 

certification, meaning that their civil rights of psychiatric patients were suspended for a 

shorter or longer period of time. In this context mental illness counted in fact as the 

opposite of citizenship as it had been articulated on the basis of the ideals of freedom and 

equality since the American and French Revolutions. Neither do I refer to the growing 

attention for and recognition of the civil rights of the mentally ill from the 1960s on, 

reflecting a shift from values associated with maintaining law and order to values 

associated with mental patients' autonomy and consent. What I will discuss are more 

general psychological notions of citizenship that were articulated and advanced in the 

broader field of mental hygiene and outpatient mental health care and that were aimed at 

the entire Dutch nation. Expressing views about the position of individuals in modern 

society and their possibilities for self-development, psychiatrists and other mental health 

workers connected mental health to ideals of democratic citizenship and civic virtue. 

Thus, they were involved in the modern liberal-democratic project of promoting not only 

virtuous, productive, responsible and adaptive citizens, but also autonomous, self-

conscious, assertive, and emancipated individuals as members of an open society. 

Entwined with definitions of self-development, ideals of citizenship took on a broad 

meaning, not just in terms of political rights and duties, but also in the context of social, 

psychological, and moral conditions that individuals should meet in order to develop 

themselves and to realise those rights and duties in a responsible way. Notions such as 

fairness, social justice and responsibility, tolerance, emancipation and personal 

development or 'personality' became central elements of the notion of good citizenship. 

 

On the basis of the four models of self-development that I identify, my historical outline 

is divided into four periods: self-development through social adaptation in the first half of 

the 20th century was followed by, in succession guided self-development during the two 

decades after World War II, spontaneous self-development between the mid-1960s and 

mid-1980s, and autonomous self-development in the last two decades. The changing 

mental health models and their concomitant ideals of democratic citizenship in many 

ways reflect the socio-cultural and political modernisation of twentieth-century 

Netherlands with its waves of cultural pessimism and optimism about the development of 

Dutch society and the nation. I briefly summarise the characteristics of these periods; a 

much more detailed account can be found in my written paper that has been distributed. 

 

1870-1945: self-development through social adaptation 

 

After psychiatrists had aligned themselves with social hygiene programmes, between the 

mid-1920s and the early 1940s, the Dutch mental health movement and a network of 

social-psychiatric and other outpatient facilities were established. Its domain was wide: it 

stretched from marriage, sexuality, procreation and family-life to education, work, 

alcoholism, crime, and the care for non-institutionalised mentally ill and feebleminded 

individuals. This mental health sector adopted social, moral-didactic, pastoral, and 

psycho-dynamic approaches rather than biomedical ones and it thus reflected a belief in 
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the possibility of reforming human beings, which in the Netherlands was strongly rooted 

in the tradition of moral education and social work.  

 

The mental health sector developed against the backdrop of social and political 

modernization. The emergence of mass society and ongoing democratisation – universal 

suffrage was introduced in 1919 – caused mounting concerns among the bourgeois elite 

regarding the presumed prevalence of irrationality among the lower orders. The crucial 

questions were whether all people had the necessary rational and moral qualities to meet 

the challenges of an increasing complex society and to act as responsible political 

citizens. In the interest of a well-ordered, democratic society, it was considered essential 

to elevate the people morally and to inculcate a civil sense of responsibility and decency 

in them. The pursuit of public mental health basically fitted in with older bourgeois 

efforts to 'civilise' the lower classes. Psycho-hygienists closely aligned themselves with 

the paradigm of an orderly mass society that was based on the adaptation of the 

individual to collectively shared middle class values. The democratized bourgeois ideal 

of citizenship was all about self-control and responsibility, and a proper balance between 

individual independence and community spirit. 

 

1945-1965: guided self-development 

 

In the 1940s and 1950s, the Dutch outpatient mental health care facilities expanded 

rapidly. Their growth was strongly advanced by worries about social disruption and the 

presumed moral decay in the wake of the German occupation and the liberation by the 

allied forces. Because the war and the atrocities of Nazism epitomised the anxieties of 

mental health experts about modern mass society in concrete and dramatic ways, in the 

post-war years their stock of ideas won more public support. Partly for strategic reasons, 

in order to legitimise the expansion and growing funding of mental health facilities, they 

painted the moral and mental health condition of the Dutch people in dark colours. The 

leitmotiv was the observation that uncontrollable drives and urges had gained the upper 

hand, which seriously threatened the overall sense of community. Their insistence on 

self-discipline and a sense of duty served to underline the importance of responsible 

citizenship in democratic mass society as well as in the emerging welfare state. In order to 

rebuild the devastated country, restore social order, establish a solid system of social 

security, prevent the resurgence of fascism and thwart the new threat of communism, 

people's moral and resilience should be strengthened.  

 

Initially mental health workers looked for solutions in moral-pedagogical measures. 

However, what in the late 1940s was still seen as lack of moral strength and willpower, in 

the 1950s was increasingly explained in psychological and relational terms. This meant 

that moral preaching and pedagogical coercion should be replaced by some sort of 

therapy. The shift from a moral to a psychosocial approach was advanced by the 

introduction of new psychosocial methods from Britain and America, such as social case-

work and counselling. These raised expectations about the ability of mental health 

experts to repair, change and even improve people's mental make-up and advance their 

potential for self-development.  
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Against the background of rapid socio-economic modernisation in the 1950s and early 

1960s, psycho-hygienists began to present themselves as guides who prepared people for 

modern life by enhancing the required mental attitude and abilities. They argued that 

moral restrictions and external coercion only affected the outer behaviour of people while 

leaving their inner self and motivation untouched. It became the individual's task to 

develop into a 'personality' and to achieve a certain measure of inner autonomy and 

flexibility in relation to the outside world. Mentally healthy were not those who 

uncritically subjected themselves to rules and regulations, but those who were independent 

and self-responsible, pursued optimal self-realisation and at the same time thoughtfully 

adapted to social modernisation. This psychological ideal of citizenship can be 

characterised as 'guided self-development.' The need for individual self-development was 

understood as an inescapable effect of modernity, but psychological guidance was 

considered as an essential counterbalance to the individual's growing freedom and the 

danger of social disintegration. Good citizenship was associated with the internalisation 

of certain normative mental health standards. 

 

1965-1985: spontaneous self-development 

 

This psychological approach, differing from the earlier didactic moralising, but still 

rather patronising, came under attack from the mid-1960s. In the ensuing decade the 

Netherlands changed from a rather conservative and Christian nation into a much more 

liberal and permissive country, in which a democratised and assertive individualism set 

the tone. The control of emotions and the individual's adaptation to society were no 

longer considered as signs of responsibility, but as the repression of personal freedom and 

the authentic self. The ideal of spontaneous self-realisation, which extolled self-

exploration and self-expression, superseded that of guided self-development. If 

beforehand individuals had been expected to develop themselves in compliance with the 

social order, now society itself would have to be adapted in order to facilitate their 

optimal self-development and well-being. That would be the ultimate fulfilment of 

democratic citizenship. 

 

Whereas the anti-psychiatric movement forced institutional and medical psychiatry on to 

the defensive, in the 1970s the psychosocial and especially psychotherapeutic services 

more than ever increased in size and prestige. Collective social security and health care 

funds guaranteed broad accessibility. Together with social workers, mental health 

professionals undertook the task of supporting people so as to enable them to liberate 

themselves from what was seen as coercive social structures. As some of them 

emphasised, countering prejudice and advancing tolerance was part of the broader effort 

to improve the quality of social relations and, as one of them aptly phrased it, 

'democratise happiness.' Psychiatrists and other mental health experts put controversial 

and sensitive issues on the social agenda and stood up for sexual reform, the self-

determination of patients, the public recognition of war victims and other traumatised 

victims, as well as a de-penalisation of euthanasia, abortion, contraception, and drugs - all 

those issues that make the Netherlands so famous or infamous.  
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In so doing they drew on the 1960s and 1970s culture of liberation and democratisation, 

but they also followed in the footsteps of the reform-minded psycho-hygienists from the 

1950s. Their notion of citizenship was the opposite of being noncommittal or outright 

permissive. Advocating openness, understanding, and tolerance, they stressed the need 

for a sense of responsibility, and a sincere exchange of arguments and a willingness of 

people to listen to each other. As a prominent psychiatrist argued: 'in a world of 

emancipated and independent human beings' there was only one way to overcome 

outmoded ideas and habits, and that was 'talking, talking, talking.' Making sensitive 

issues debatable was inextricably bound up with the belief in an open and fully 

democratised society, in which self-reflective and socially involved citizens empathised 

with others, did not shy away from unpleasant truths, and through negotiation and mutual 

understanding arrived at balanced decisions. 

 

1985-2005: autonomous self-development  

 

In the last two decades, however, confidence in the possibility of motivating individuals 

through considerate, 'soft' psychosocial support towards self-guidance, and socialising 

them in such way that as full citizens they automatically integrate in an egalitarian and 

democratic society, disappeared. This approach lost ground in a society in which neo-

liberalism was embraced, cultural as well as political polarisation became stronger, and a 

large part of the population viewed social insecurity, crime and ethnic diversity as major 

social problems. As a result of the emphasis on the market and growing rationalisation 

and commercialisation, individualisation became increasingly couched as competition 

and the need to perform, rather than as liberation and well-being. Neo-liberalism 

advanced an ideal of citizenship in which (economic) autonomy was elevated to the 

highest good, whereas neo-conservatism and communitarianism shifted the balance from 

passive welfare entitlements to the neo-republican civic virtues of social responsibilities 

and obligations. Dependence on the shrinking welfare state and a presumed lack of social 

integration came to be more or less at odds with full citizenship. Those concerned were 

increasingly met with coercion so as activate them towards self-reliance and social 

integration. For them the emphasis shifted from rights to duties. The view that citizenship 

was not a given entitlement, but had to be earned began to make headway, and thereby 

more was expected from education, employment, entrepreneurship, and criminal law than 

from the psychological subtleties of mental health care. Citizenship is still a matter of the 

proper mentality, yet the psychologising angle has largely been replaced with a re-

emerging inclination toward moralising, paternalism and didactic instruction on the one 

hand, and political polarisation as well as juridical correction and repression on the other. 

 

Concluding remarks 

 

The link between the democratisation and psychologisation of citizenship is part of a 

more general historical process in the Western world. In traditional systems of social 

control and political domination, which mainly subjected people by external coercion and 

(the threat) of violence, no matter whether they accepted it or not, their inner selves were 

rather irrelevant. The shaping of a proper mentality, the need to form individuals and 

make them internalise certain values and behaviour-patterns became greater the more a 
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society was democratised. Democratic citizenship presupposes a sense of public 

commitment on the basis of individual autonomy, self-determination and self-direction; 

citizenship can hardly be reconciled with subordination and dependence. It is in 

democratic societies, which rejected force and coercion and which presupposed that the 

social and political order was basically founded on the autonomous consent of individual 

citizens, where their inner motivation was considered of crucial importance for the 

quality of the public domain. Ironically, the pursuit of individual autonomy and self-

determination went hand in hand with gentle but persistent pressure on people to open 

their inner selves for scrutiny by others and account for their urges and motivations, for 

example to mental health experts.  

 

The linking of citizenship and mental health was not something uniquely Dutch; similar 

developments can be found, for example in Britain, as Mathew Thomson has shown, and   

the United States from the 1920s on, and in Germany in the 1960s and 1970s. However, I 

would suggest that psychological notions of democratic citizenship were articulated more 

strongly in the Netherlands than in other Western democracies. There are several reasons 

for this. I briefly point at some of them. 

 

Particularly relevant in the context of this conference are the specific ways in which in 

the Dutch culture of consensus, social and ethical issues were pushed across to 

professionals. Their expertise is frequently called in because their supposedly objective, 

scientific stance neutralises social conflicts concerning sensitive issues. In the articulation 

of policies on euthanasia, sexuality, birth-control, abortion, and drugs, for example, 

experts such as physicians, psychiatrists, psychologists, and social workers had a large 

say. They generally contributed to formulating practical solutions that focus on individual 

conditions and personal motivations, and thus reflect a psychological approach. 

 

Another important factor is that the outpatient mental health services were more lasting, 

more broadly spread, broader in orientation, and from the 1950s on better funded in the 

Netherlands than other countries. What was often missing in most countries was an 

extensive network of public outpatient mental health facilities to underpin the rhetoric 

about mental health and citizenship with concrete care providing practices. In the 

Netherlands, models of psychological self-development were not mere abstract theories: 

in the practice of mental health care these ideals materialised. From the 1950s on mental 

health clients were encouraged so be self-reflective about their conduct and motivations, 

in private as well as in public life.  

 

The success of the mental health sector can be attributed to the broad resonance that the 

concept of mental health found in Dutch society. The notion of mental health caught on 

and precisely because of its vagueness and flexibility - in that respect it was a positively 

contested concept - it fulfilled a major strategic function in linking various social 

domains and appealing to various groups. Mental health applied to both the individual 

and society, which established a connection between the personal and public sphere. The 

notion of health care evoked associations with medicine and hygiene, while 'mental' – in 

Dutch geestelijk, which also means 'spiritual' – referred to psychic features as well as 

religious, moral, cultural and values.  
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Last but not least, definitions of citizenship in terms of mental health were geared to a 

more general psychological habitus among the Dutch population. Psychologisation, a 

change of mentality characterised by a combination of growing individualisation and 

internalisation, was connected with the democratisation of social relationships, changed 

manners and authority structures and the shift from social coercion to self-regulation. Of 

course this is also a more general development in the Western world, but again in the 

Netherlands it may have taken a more intensive form. It would take too long too explain 

this, but I just briefly refer to some explaining factors. 

 

Dutch society is characterised by rather egalitarian social relationships, high population 

density, a high level of urbanisation, a focus on discussion, accommodation, and 

consensus in public life. What mattered in such a constellation was negotiation, informal 

manners, a strongly developed mental resilience as well as psychological insight in the 

drives and motivations of others. Also, in the Netherlands the cultural revolution of the 

1960s was more sweeping than in other countries because it coincided with rapid 

secularisation and the crumbling of the religious socio-political pillars. In few countries 

was control and coercion from above and outside banned so radically as in the 

Netherlands. The ensuing moral vacuum was partially filled by a psychological ethos; 

from the 1960s on mental health care, psychotherapy in particular, expanded at an 

unprecedented rate. Talking was the preferred strategy for solving problems in mental 

health care, which not only linked them with the Dutch culture of negotiation and 

consensus, but also with the practice of everyday life of many people. From the 1930s the 

largest segment of the working population has been active in the services sector, in which 

proper functioning depended much on personality traits associated with verbal and 

communicative skills, flexibility, and subtle emotion-regulation.  


