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    ♦    Foreword




    John Cawte and I first met during a convention of the World Psychiatric Association in Honolulu in 1966. We already knew of each other’s interest in how society and culture interacted with individual behaviour, and it was a delight to discover each other as compatible human beings and colleagues. At that point I was in the early stages of research in Brazil. He was already known as a student of and advocate for the Aborigines in his country. We have remained in touch ever since.




    In the early 1970s, when I was doing family planning research in Jamaica, John accepted my invitation to participate in an American Psychiatric Association’s panel on personal fertility behaviour. Later, in part as a representative of the World Federation for Mental Health after 1980, I had the pleasure of learning at first hand about his efforts for the mental health of various minority groups in his country, especially that of its earliest inhabitants.




    We share the experiences to which this book addresses itself, known now to a rapidly decreasing number of colleagues. These were the challenges, the joys and sorrows, of working with seriously mentally ill persons in the pre-neuroleptic era. That era was characterised by two streams of psychiatric activity, both documented in John’s account of his personal development. One was the use of physical treatments, some crude in retrospect. As a medical student at Harvard in 1943, the hit-or-miss nature of these treatments, and the long hospital stay of dispirited patients, increasingly bizarre as their contacts with the outside world diminished, almost extinguished my interest in psychiatry. My persisting memory of my first contact with electro-shock therapy at the Yale Psychiatric Institute in 1944 reveals its traumatic nature. The patient approached the procedure with severe apprehension and was fitted with a sort of helmet in which the electrodes were embedded. I pressed the button and, despite the firm grip of several strong nurses and aides, the patient thrashed about in a powerful convulsive effort. John’s account of his own experience is similar. Today electro-shock therapy still has a proven place in the psychiatric armamentarium, but it is applied with anaesthesia, muscle relaxants and the targetting of specific brain areas. More importantly, the development of effective psycho-pharmacological agents has transformed the field.




    The other stream of psychiatric activity was inspiring as well as challenging. With a few exceptions, contemporary students of psychiatry miss what was an important formative experience: the effort to work psycho-therapeutically with seriously ill patients, especially those called schizophrenic. In America we had the advantage of models such as Harry Stack Sullivan and Frieda Fromm-Reichmann, and it was possible for me to organise a symposium at Yale on psychotherapy with schizophrenics, which was published in 1952. In the Australia of that era, however, this guidance was not available and a brave soul such as John Cawte made the effort alone, on the basis of his innate humanity and the sense that helping relationships were possible and essential even with the most isolated and ‘crazy’ individuals.




    This book is the story of how one talented and resourceful young physician faced the challenge of psychiatry in the era of ‘the lunatics’. I found it nostalgic as well as instructive, and I’m grateful to John Cawte for recording it.




    Baltimore, Maryland Eugene B. Brody




    Secretary General




    World Federation for




    Mental Health
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    The Neuroleptics




    The terms ataractic, anti-psychotic, neuroleptic, major tranquilliser and tranquilliser are used synonymously.




    The neuroleptics represent a great advance in the treatment of the psychoses, bringing hallucinations, delusions and thought disorder under control in the large majority of schizophrenic patients. Their effects on some of the less florid manifestations of this illness, such as the lack of motivation, anergia and social withdrawal, are less certain.




    Their use in the treatment of neuroses is not recommended, as side effects may occur at even low dosage.






    from Norman Mel. James (Director, Royal Park




    Hospital Campus, Melbourne), Drugs in Psychiatry:




    A Hillcrest Hospital Manual, (Hillcrest Hospital, 1987;




    6th edn 1990).


  




  

    ♦    Prologue




    IT IS LATE 1951. Enter into the locked Receiving House. Bedlam, if you prefer.




    For most people, bedlam (with a small b) is a scene of uproar and confusion, mêlée, of wild and mad disorder, generally claustrophobic in ambience. The term is commandeered by journalists for disputatious exchanges in parliament. It is derived from Bedlam (with a capital B), the hospital of St Mary of Bethlehem at Bishopsgate near London, founded as a priory and converted into a lunatic asylum in 1547. The Middle English Bedlem or Bethlem were alternatives for Bethlehem, the town in Palestine (now in Israel) five miles south of Jerusalem, birthplace of Jesus Christ and the early home of King David.




    This book is concerned with the traditional and generic sense of Bedlam as a hospital for lunatics, and with the astounding changes that have overtaken the traditional madhouse. Two sculptures created in 1680 by Cajus Gabriel Cibber for the portal of Bethlem Asylum, the London Bedlam, depict on the left side of the doorway the inert figure of Melancholy, his hands hidden from sight, opposed on the right side by the raving figure of Mania, his hands tethered in chains. Neither male figure any longer depicts a visual icon of lunacy, following the medical discoveries of neurotropic agents during the 1950s. Bedlam was suddenly becalmed, once these agents entered the market. New icons are needed, female as well.




    I was the doctor in charge of a small Bedlam, Enfield Hospital in Adelaide, during the 1950s—from 1951 to 1963. It was called a Receiving House. Receiving Houses were small hospitals established after the First World War to assist persons suffering acute but brief breakdowns. Society anticipated that they might help ex-servicemen recover from the trauma of war. The name was clumsy, but avoided the shameful epithet ‘lunacy’.




    Several Australian cities set up Receiving Houses, which admirably provided refuge for acute patients who did not need long oversight in the asylums. They were convenient also for the big general hospitals, which could not tolerate the mentally disturbed raving within their walls, or did not want to. The Receiving House suited them admirably.




    The advent of neuroleptic drugs (commonly called anti-psychotics or tranquillisers) in the 1950s generated vast changes. The crowded lunatic asylums could now discharge chronic patients into the community. The general hospitals and large private hospitals could serve acutely mentally ill people who became co-operative enough for them; though before long they had to expand their locked units in the interests of their security. The era of strength and prosperity of the Receiving House was over. Their role declined.




    The gentling of the uproar of Bedlam throughout the world prompted me to revive 1952 victims of madness from their files. During my professional lifetime the treatments of mental illness achieved a vast advance in empiricism and technique. Suddenly, I found myself to be one of a few surviving doctors who had dealt with madness in the 1950s, and in a hospital not too far removed from the chaos of Bedlam.




    Most readers will find this leap as incredible as I do. But without a clear reminder of Bedlam in the 1950s, this immense leap will be under-appreciated. It is undeniably a leap forward, if sometimes a leap in the dark.




    It has been my custom, all through my career, to keep a private log or reference manual of both illnesses and treatments. At its outset in 1951 this memorandum did not diverge remarkably from Robert Burton’s famed treatise, published in 1651, The Anatomy of Melancholy, to which I must return in my Epilogue. I kept my manual under constant revision, discarding and adding, as more information flooded upon the scene. How wild was the river of change in mental health! By the early 1990s, I was the compiler of a massive memorial to Robert Burton. It guided my practice and was available for students. It was aeons apart from my 1952 first edition. By the time it arrived at the sixth (unpublished) edition, I was exhausted by the unceasing revisions and additions.




    A salient force in the 1950s arose from opprobrium. A public dread of lunacy, and of psychiatry and those who practised it, saturated society. And patients in particular. The debilitating parsimony of the government and the health profession deepened the revulsion. In these pages, I dare to suggest that the adverse judgement of society in general reflected the influential views of the medical sage Dr Henry Maudsley (1835-1918), best known today as the father of the Maudsley Hospital in London. He was editor of the Journal of Mental Science, and author of highly influential books. Henry Maudsley widely proclaimed that mental diseases were essentially brain diseases, which reflected the poor constitutional make-up of the victims. In response to ‘official’ beliefs of this kind, government health departments were not likely to spend taxpayers’ monies trying to produce ‘grapes from thorns’—to quote one of Dr Maudsley’s exquisite phrases. Maudsley’s heirs live on today; social psychiatric needs and the realities of stress are not appraised with honesty.




    Yes, patterns of mental illness seemed to keep evolving before my eyes. One had to accept that the diagnostic manuals classified hundreds of patterns of mental sickness. That was not the essential problem. The patterns themselves seemed to be changing, like fashions of dress. Perhaps society was moving on too quickly? Even the age-old trades were altering. Like a woodworker, or a mason, I could find little constancy in my trade, either in the tasks set me, or the techniques available for tackling the tasks. The ground under my feet never stood still.




    Beset by these intimations of constant change, after retirement from my career in Sydney I returned to Adelaide, hoping to locate records of practice in the early 1950s, defining the kinds of illness that challenged doctors in that era. As my source I would study the old case records at Enfield.




    Enfield Hospital no longer existed. Adelaide’s little Bedlam had been abolished by the government in the 1970s, and the land sold for a housing development. Its history was obliterated by an administrative decree. Evidently, the Health Department had advised the government that a Receiving House was superfluous. Perhaps the large corps of psychiatrists now in private practice could absorb its work load, with the help of community mental health services? Public patients could be managed either in one of the two mental hospitals, or in the general hospitals. That was thought to be the reasoning for demolishing the Receiving House. Perhaps health bureaucrats had decided that money would be saved by the abolition of the sorting process that the Receiving House had been established to perform? Who knew? Nobody was saying; or not to me.




    Nothing was left. I enquired at the Health Department for the records in which I was interested. It knew nothing about them, and referred me to Glenside Hospital, which in my years in Adelaide was Parkside Mental Hospital. This institution knew nothing about them either. It referred me to Hillcrest Hospital, which in my years in Adelaide was Northfield Mental Hospital. Dr Norman James was the Superintendent at Hillcrest.




    It was a balmy hot summer day when we talked in January 1991. I was shown into Dr James’ office by his secretary, to await his coming. Through the window I admired the spacious grounds between the main building and the front entrance. They were well grassed, with tall trees, adorned with flower beds. Patients were taking walks without supervision. The scene was utterly altered from the one I recalled forty years ago. Then, it was arid and bare; no patients at large. A lot of gardening had taken place, along with other changes; the outlook was transformed. I looked in vain for lunatics among the patients at large.




    ‘I’ve heard why you’re here’, greeted Dr James, shaking my hand.




    ‘You’re wondering about the fate of the medical records from Enfield Hospital.’




    ‘Those patients were my teachers’, I replied, a little self-consciously.




    ‘They were the only teachers around in those days’, Norman sighed. ‘Well, I think you can thank me for saving them from the wreckers. When the destruction of Enfield was well advanced, I suddenly thought of them. I sent across a truck to rescue them. They are now stacked in a room underneath our library, waiting for you. How will you examine the case records? There are tens of thousands of individuals. It would take forever to process them all. And the amount of detail is too uneven for fair comparison, isn’t it?’




    ‘Norman, I plan to browse through the case records until one leaps out from my memory. That will be my method of choice. That a patient impressed himself or herself on my mind. That I can remember the person, and my own reaction. That the person is not anonymous to me. Particularly if I had learned something in the process. I’ll wait for patients to ring enough bells to stimulate my personal memory. They could be suffering from any illness at all. Their range was very wide.’




    ‘What details do you hope to record?’ enquired Dr James.




    ‘Why they were sent to us. The doctor’s note, or certificate. Our diagnostic process. Our management—if any. And finally, my conclusions about whether illnesses of that sort are increasing or decreasing in practice today, or remaining much the same.’




    The case records proved to be a mine of treasures. I’d forgotten the sheer bulk of clinical papers that were employed in those days. Cases were inscribed on pages huge in size, grey and thick, about 35 centimetres wide and 50 centimetres deep. They were held inside gigantic binders, in alphabetical order, males and females separately. Each binder was so heavy that my wife Betty and I had to struggle to lift it from the shelves. All the notes were inscribed with pen and ink, mostly from ink wells, sometimes from fountain pens.




    I wanted Dr James to be clear about our aims in delving into the buried treasure that his foresight had saved. Confidentiality was the first assurance. I would alter the names of patients in the sample, also their dates of admission by a year or two. The real names would be saved in my private notes, in case future research was called for. Most of the patients would by now be dead, but their confidentiality had to be safeguarded.




    Dr James took that for granted. But he aired another problem.




    ‘Before the tranquillizing drugs came on to the scene, in the mid-fifties, you must have constantly been confronted by violence. Agitated patients.’




    ‘Indeed; at the Receiving House more so than at the Mental Hospitals. At Enfield they came to us at the peak of their disturbance, before they had any chance of accepting the role of patient. They wanted to fight.’




    ‘All right. How did you pacify them before you had the drugs?’




    ‘God only knows. I hate to think of it.’ This had been one of the bedevilling issues of becoming a psychiatrist for me.




    ‘Come on!’ Dr James exclaimed. ‘How much sternness did you apply to them? I don’t mean fisticuffs and beatings. I mean the strong persuasions that you had to use—from physical restraint to offers they couldn’t refuse?’




    ‘I don’t think that’s ever been explored’, I admitted. ‘Most of the patients were involuntary admissions, and patients’ rights had not been safeguarded as they are today.’




    ‘Yet you had to control antagonism and violence?’




    ‘Constantly.’




    ‘Well, how? When you had no calmative agents?’




    My wife broke in: ‘This goes to the heart of the puzzle for me. When I’ve studied papers on psychiatry, all I read is complex theories which overlook this central question of disturbed people offering violence. Papers seems to deal with the polite end of psychiatry.’




    ‘You’d better tackle it’, said Dr James. ‘I don’t see the value of all the 1952 case records if they’re not accompanied by a description of how you pacified them in the hospital, when they wanted to fight you first.’




    ‘It seems an essential context to recovering these case records’, agreed my wife. ‘How did you run a place with so many violent patients, and prevent the male and female nurses retaliating in kind?’




    ‘Not only the nurses’, pointed out Dr James. ‘How did the doctors contrive good relationships with patients while imposing so many restrictions? How did doctors feel about being jailers; about applying dangerous treatments of no proved value? How did doctors live with themselves?’




    ‘Hold on!’ I said. ‘We now have two tasks. An extraction of patients around 1952, violent or not. Involuntary or not. And a description of the daily running of the hospital to show how it held them and got their co-operation.’




    The interview terminated without conclusion. They had touched on one of my tender spots. Were we kind or hypocritical? It was a problem with which I wrestled. As a psychiatrist, I had also to be a jailer. There was no option. Too many agitated patients threatened too much risk to themselves, their families or society in general. We came to know the risk factors in the game better than young psychiatrists today, who can distribute drug lobotomies at will. They don’t call it that, but they don’t know the natural histories of these illnesses.




    My wife had thrown out a challenge. ‘I guess doctors of 1952 thought that they were being kind to all the fanatics who besieged them. How could they achieve that? Were they only pretending to be kind?’ ‘I’d like to hear about lunacy at full bore’, she said, ‘as it always was, all through history, before these drugs’. Her look was frank and inviting. ‘Do you want to remember?’ ‘With your help’, I replied, glad not to be excavating these horrors on my own.




    Reviewing Enfield’s performance has convinced me of its surpassing merit as a hospital providing good medical care during the course of brief refuge—true asylum—from the too-pressing community. Is ‘asylum’ a word due for resurrection? And it was the best place ever devised for learning about insanity.




    In this book I reveal numerous summaries of illness taken from my case records of the 1950s. This is not the place for a systematic comparison, but readers can speculate about the extent to which illnesses of the 1950s differ from those of the 1990s.




    It should not surprise us if patterns of mental illness change. In physical illness, patterns have undergone a dramatic revision since the 1950s, with a striking reduction in the frequency of surgical sepsis, poliomyelitis and peptic ulcer, for a start. Similarly, over this forty years, some of the staple mental illnesses have also faded out. General paralysis of the insane was possibly the first to go. Indeed I might well have entitled this record ‘Fashions in Madness’.




    Clinical differences stand out between 1952 and 1997. The most obvious one is that patients were then more dangerous and violent. Hospitals handling psychoses were forced to be prisons. The psychiatric scene was not a calm and reasonable one, capable of practice in a general hospital or in the community. We doctors ran a gaol-house. And there were other differences.




    Medical illnesses triggered more mental breakdowns. Consider this profile of lunacy, and be stuck by the complications of childbirth, epilepsy, duodenal ulcer, anaemia, malnutrition, endocrine disease and so on. If medical illnesses trigger fewer mental breakdowns today, we must bow to the improved practice of the physicians handling them, and to their use of liaison psychiatrists. Many of the mental illnesses revealed here are toxic states from drugs being prescribed by doctors. The frontline psychic drugs of the time included bromide, barbiturates and amphetamine. These toxic states—not to mention delirium tremens—formed a big part of our Bedlam in 1952. Readers will be fascinated to learn what pharmacy doctors felt obliged to pour into these patients, before the advent of tranquillisers. Crazy delirium was their complication.




    Other differences will emerge, which readers who are interested in the profile of illness may like to discover. Some differences that stand out in this record may come as no surprise. Modern changes in the culture and society of people inevitably produce distinctive clinical pictures.




    Nobody, least of all myself who had to manage insanity at full pelt, wishes to return to the bad old days. But I will argue that the old days had some good points. The power of psycholeptic drugs over the insane encourages many doctors to prescribe them for patients who are less than insane, who would rally if offered a brief respite from stress, with encouragement to exercise their own wills. Both doctors and patients can become infatuated with these omnipotent drugs and overlook worthwhile older practices that were used in the rally from breakdown. Some of these we shall bring to light, lest we forget them entirely.


  




  

    ♦1    The Hound of the Baskervilles




    SPRING IN FAIR ADELAIDE. September 1951.




    I had not left the Receiving House until midnight, talking with patients and writing their notes. Half an hour later I was fast asleep in the little white house isolated from the hospital, near the main entry to the grounds. I was alone. The bedside telephone woke me around two in the morning.




    Being the only doctor in residence, I was used to having my sleep shattered. Perversely, I welcomed it as a sign of demand for my services.




    ‘Dr Henry McCallum here, Doctor’, announced the caller. ‘I have to send you my patient, Miss Baskerville. She’s in our district hospital, but we can’t manage her any longer.’




    He paused, so I asked, ‘What’s the story?’




    ‘A rather weird story’, came the baffled reply. ‘She’s been one of our librarians here for some years. A healthy and attractive girl, always in good health. I was called in by the head librarian. Her behaviour was becoming strange. She was talking too much and too loudly for a librarian. Then there was her dressing.’




    ‘Dressing?’ I queried.




    ‘Undressing, I should say’, corrected Dr McCallum. ‘She was coming to work in bright frocks with short skirts and low-cut tops.’




    ‘Not good for a library’, I muttered.




    That’s right’, said Dr McCallum. ‘When I saw her, she was bright and in good spirits. Said she was perfectly well, although she wasn’t sleeping, listening to the radio all night. I convinced her to come into the hospital where I would check her out, including the thyroid gland.’ He paused again.




    ‘Find anything?’ I queried.




    ‘Nothing. She got worse. Noisier, talkative, and singing out loud.




    She performs like an act on the stage. Drops her gown before she goes to the bathrooom. All eyes are on her here, too, but she gets angry when the nurses try to control her. And she doesn’t sleep, or very little.’




    ‘Any treatment?’ I asked.




    ‘Everything. I’ve tried to calm her down with everything I can think of. Amytal tablets gave no sedation. Potassium bromide and chloral mixture—still restless. I added paraldehyde. It’s hard to get her to swallow all this.’ He paused. ‘It’s making her stomach sore. Yet there’s nothing wrong with her! All systems normal. And she’s excited. Noisy, unco-operative, singing songs. The hospital is fed up with her. She needs locking up, thanks very much. I filled out the mental defectives’ certificate and I’ve asked the police to deliver her to you.’




    ‘Why the police?’ I asked.




    ‘She’s too unco-operative for an ambulance. Won’t do anything she’s told. Might attack the driver. She’s a case for the police.’




    ‘I’ll be waiting’, I reassured him, collapsing into bed for the overdue sleep.




    The telephone did not rouse me again until around five. ‘Sister Wilson, Doctor. The police have brought a Miss Baskerville, aged thirty-five. She was wrapped in a straitjacket. Quite a handful! She started wrecking the examination room, so I had to put her in the padded cell while waiting for you. I can’t converse with her. She ignores me. She mainly sings or recites whatever comes into her head.’




    ‘I’ve heard about her from Dr McCallum, Sister. I’ll be with you as soon as I’m dressed. Do boil the kettle. I don’t wake up until I’ve had a cup of tea.’




    ‘Miss Baskerville will wake you up’, promised Sister Wilson.




    ‘She’s already woken up the entire ward.’




    In 1951, however urgent, no doctor visited a hospital without dressing properly, including jacket and tie. Clothing myself took only a minute or two. The walk to the hospital took longer. There was a long driveway running up to the hospital built on the rise. This entrance was lined by two rows of funereal cypresses, flanked by lawns and low hedges.




    The silhouette of the Mount Lofty Ranges that preside over the handsome city of Adelaide could faintly be distinguished in the night sky. Normally they seemed protective of the population here. Everything was asleep. No traffic passed. No birds sang. It was deathly quiet.




    I wondered what Miss Baskerville had done to disrupt all this Adelaide peace; creating this stir, shattering this somnolence, bringing out the police before dawn. She might be in the irresistible grip of severe mania. Or her doctor might have sedated her so much that she was wrestling with a withdrawal state. I guessed she was manic, confused and delirious. There were no drugs for people with conditions of this kind. Humanity would always need asylums for their seclusion, and doctors would have to be jailers.




    In these asylums, like the small Receiving House in my charge, we had the use of various devices to restrain violent persons. Insanity is as old as history, and Bethlem Royal Hospital near London* (soon called Bedlam) for centuries used locks and keys to segregate London’s mad men and mad women. Besides locks and keys, Bedlam used irons, chains, manacles and the stocks—anything that would stop lunatics attacking the law-abiding rational citizens at large. We certainly relied upon locks and keys at Enfield, but we had discarded chains, manacles, pillories and stocks. On the other hand, we kept restraining jackets, or strait-jackets, in hospital lockers, and we could fall back on the padded room if we had to.




    Reaching the hospital, I unlocked the door of Female Admissions and made for the padded room, or strongroom, as most occupants designated it. This padded room was an enclosed space, upholstered by heavy leather over stout padding kept in place by heavy nails at roughly nine inch intervals. It was designed to cushion reckless patients against injury from walls. It had no furniture, windows or lighting. There were no protrusions of any kind, to forestall desperate attempts by the captives at hanging themselves. The staff could remove panels of padding for cleaning.




    The heavy wooden door was also cushioned by padding, and could be opened only from the outside by the nurse’s key. At eye level the door had a Judas hole the size of a hymn book, so that nurses could peer in, or the captive could peer out, through a thick pane of shatter-proof glass. The wooden floor supported a mattress on this occasion.




    I peered through the Judas hole. What I saw took my breath away. In the dim light there stood a tall woman, her body gracefully formed, with dishevelled hair. She was totally naked, her nightdress at her feet on the mattress. For a young man, a sudden vision of a fine woman standing in complete undress generally spells ‘sex’. This vision spelt only pathos. She was clearly in a state of wild distraction and mental acceleration. It was a lunatic and gratuitous display.




    Sister Wilson ushered me inside the padded cell, with a night nurse behind her. I usually draped my stethoscope around my neck on such occasions, in the belief that confused patients might find it easier to establish my identity.




    ‘I’m your doctor now’, I announced to Miss Baskerville. ‘Here to help you.’




    Despite her triumphant display she grinned at me, not looking in my eyes.




    ‘Get me out of this fucking place, Doctor’, was all she said. She laughed rapturously. She appeared, in her nakedness and disarray, the epitome of lunacy.




    I was on the edge of tears as I regarded the exhibition; needless to say, I concealed my tumult from her and the nurses present. In the practice of psychiatry, one had to seem serene, impartial, unperturbed.




    One sought for empathy and understanding with the patient. This called for emotional neutrality. Empathy was hard to summon in the face of her wild distraction and confusion. I did my best.




    ‘What’s all this about, Miss Baskerville?’ was all I could summon. She did not answer but burst into what may have been a Wesleyan hymn, or a fragment of it.




    The police who had brought her to us in a restraining jacket had decided to take the property back with them. No doubt it had to be accounted for in their station’s daily list of equipment. The hospital gown in which our nurses had clad her lay at her feet, torn to pieces. It seemed wet with urine. She stood amid the tatters, statue squely more than triumphantly, because she was unsteady on her feet, possibly as the effect of Dr McCallum’s attempts at sedation.




    Sister Wilson apologised. ‘We decided not to put her through the bathroom, Doctor. The risk of injury was too high. After you’ve done your examination, we’ll sponge her, comb her hair, and cut her nails short.’ She glanced ruefully at the scratches on her arm.




    ‘Do that, Sister’, I replied. ‘We can take her temperature, pulse and respiratory rate here, and I’ll look at all these bruises. Can you wring out that nightie to try the urine tests?’ I managed to check her blood pressure, and I took careful note of her various bruises and abrasions.




    ‘It might be a good idea to return her to a restraining jacket, Sister’, I observed. ‘It will help to keep her warm and it will make it easier for the staff to feed her and to keep up her fluids.’




    Sister nodded. ‘I’ll get out a moleskin jacket. I agree there’s no way she’ll tolerate bedclothes.’




    In 1951, the strait-jacket was an essential part of our equipment. Its long closed sleeves kept the arms against the body, limiting violence. The sleeves passed around the back where the cuffs were linked together over the spine. Our nurses proudly possessed a set of moleskin jackets for use with the female patients. Moleskin was a stout, napped cotton fabric, also used at that time for labourers’ clothes. It was flexible and soft, despite its toughness. It preceded today’s denim.




    Our violent male patients had to be content with a jacket of canvas, made from a stiff hemp cloth, more suitable for a sail or a tent than an item of clothing. Our staff was adept in trussing up, despite the struggles, and was also adept in bargaining with the patients to release them, if co-operative behavior ensued—a powerful form of persuasion.




    In the furious states associated with excited forms of insanity, sedative and hypnotic drugs provided no solution. Only an anaesthetic or a prolonged deep narcosis would quell such persons. These tactics brought their own dangers. They tended to make excited states worse by imposing an element of confusion and the delirium of drug withdrawal. I suspected that this might be part of Miss Baskerville’s problem, deriving from the well-meant ministrations of Dr McCallum.




    General practitioners at that time found a serious dilemma in sedative and hypnotic drugs. While some patients complained desperately of lack of sleep, overdosage with these drugs became a favourite method of suicide. Continued use of the drugs led to dependency on them. Discontinuing them could be hell. The nights were hectic from agitation and appalling dreams, if not nightmares. Because of this, many patients were unable to discontinue the drugs and became chronic takers. In the 1950s many of our psychiatric patients came from these ranks of the over-sedated.




    At Enfield, when we decided that we had to use hypnotic drugs, we usually turned to paraldehyde. It was the sedative least likely to create addiction. It was safe and effective, and its trademark was a stench on the breath more repugnant than garlic. Patients expelled most of it on their breath, making them quickly identifiable—a diagnostic aid. Few people would use paraldehyde voluntarily; they would stand out as if they had shaven heads. We kept it ready when we had to control severe agitation, belligerence and assaultiveness.




    Remember that I am recalling a Bedlam of the post-war years, before the era of tranquillisers. I can never forget paraldehyde! When I entered the ward each morning by unlocking the outside door, a wave of paraldehyde would sweep over me; I was breathing the patients’ miasma. They probably enjoyed a night of sleep, and none of them took home the habit, or sought it on the black market after they were discharged.




    How could a psychiatrist in 1951 perpetrate such barbarisms? Did I feel no compassion when I curbed patients in strait-jackets, in padded cells, laced them with paraldehyde, or convulsed them with electricity? The answer is yes; I felt appalled at what one had to do to protect people from the savagery of mental illness. Mental illness au naturel!




    Mad people, afflicted by acute and severe moral confusion and incompetence, hurt themselves or got hurt by others. Not a few died from injury, exhaustion and neglect. The only ways we knew of saving them from danger seemed punitive to the rest of the world, and to my medical colleagues. I am not a punitive person, nor even a particularly assertive one; the need to practise in this way stressed me beyond belief. Without question it shaped my character in ways that have lasted a lifetime. I was a doctor turned jailer. Custody preceded cure.




    Who would be mad enough to practise in public psychiatry in 1951? I was. I constantly probed my reasons. It was futile to argue that the job was there, and somebody had to do it. The answer to that was that somebody else could do it, while I resorted to one of the less distressing specialties of medicine. Many specialties interested me, even called to me.




    An early conviction led me to study insanity. It was that the development of empathy and understanding with each suffering soul was the key. Relate, relate, with the aim that both doctor and patient could approach some understanding of the illness, so that some reversal of the process could be begun, perhaps to the point of remedy. I was naive.




    In practice, an empathic relationship seemed impossible for patients who actively rebuffed it. Seeking empathy could then amount to a delusion on the doctor’s side—or, if not a delusion, an illusion or an over-esteemed theory disconnected from reality and with no chance of fulfilment. Nobody could empathise with madness.




    So it appeared with the unapproachable Miss Baskerville, tied in a straitjacket in the padded cell. There was no relationship here, no rapport of any kind. Before I left her, I made a final attempt.




    ‘What makes you so high?’ I put to her. ‘You are like a motor car with the accelerator spring snapped. Your motor is racing, and I can’t catch up with you.’




    She answered this, despite her runaway mind, and despite the mists of Dr McCallum’s cloud of sedation.




    ‘It’s the Hound of the Baskervilles’, she said. At first I thought she was making a silly joke based on her name. I am sure that most young doctors of that time had read the adventures of Sherlock Holmes and Dr Watson. But it seemed I should pursue her response further.




    ‘What are you saying, Miss Baskerville? We’re not here to talk about books.’




    ‘I’m not talking about books, doctor. It’s the family name for our illness.’ She gasped it out.




    ‘Illness? Your illness?’




    ‘My father and my elder brother each suffered from it . . . They used to get high when winter stopped, and spring began. Sometimes they got right out of hand.’




    I had not heard of manic-depressive disease being related to the change of seasons.




    ‘That’s the hound in your family?’ I put to her. ‘What happened to your father?’




    ‘He died. In the Receiving House! You lot killed him!’ she announced, then immediately lifted her voice into a Wesleyan hymn. I think it was a well-loved favourite such as ‘Hark, the herald angels sing’, but she sang it over the top of my head as if in a congregation. There was nothing coherent forthcoming after that.




    I was aroused and shaken. I withdrew to the hospital records room. There I found the case notes of a Cedric Baskerville, who had died here nearly twenty years previously. His notes were cursory, as was usual for those times, with little in the history and nothing of a revealing nature. He was diagnosed as suffering from ‘Bell’s Mania’, and died of exhaustion and pneumonia, despite attempts at prolonged deep narcosis with Cloetta mixture—now long forgotten. No antibiotics existed at the time.




    Miss Baskerville’s elevation did not transport her to heaven or to hell. Behind her hilarity, she must have been terrified that she would follow her father, wherever he was. She did not. Her response was dramatic. I decided to invoke the only treatment that seemed able to interrupt her frenzy, to stop the runaway train.




    I told her my plan the day after her admission. She was still sky-high, listening to very little if anything of what she was told, or even to her own prattle. I tried to make contact about convulsive treatment.




    ‘In my experience, Miss Baskerville, the best way to put out this fire in your head is to give you some fits. You’ll have to trust me. It won’t hurt you. Children often have fits when they are feverish.




    It could stop your brain fever.’




    ‘Fits and starts’, she said, in a distant echo of my words. These words from her were all that I could hope for, to suggest that she was hearing me. Following these electric convulsions, which I administered twice on the first day while she was in her strait-jacket, the brain fever was punctured. It collapsed. Suddenly she was rational, reasonable and co-operative. She was Miss Baskerville of the library, with a big hangover from all those drugs. There was no further sign of high combustion or bravado, no more singing or stripping. She transferred to the ward with the other patients making their recoveries.




    Somehow the convulsions had caused her mental metabolism to return to normal. One could only guess that it had stemmed some flood of chemistry in her brain. The mechanism of action was unknown.




    Convulsive therapy had been introduced into psychiatry by a Hungarian practitioner Ladislas Meduna as long ago as 1934. He used a convulsive agent called cardiazole. His book in 1937 was called Die Konvulsions-therapie der Schizophrenie. It soon became evident that convulsions could be more effective in mood disorders than in schizophrenia, though they were dramatic in the catatonic variety of schizophrenia, prominent in that era.




    Soon after, in 1937 in Italy, Ugo Cerletti and L. Bini showed that fits induced by electricity were just as effective, and at the same time less disagreeable, than the chemically induced convulsions. Cerletti’s publication about this, in 1938, was called Un Nuovo Metodo di Shockterapia: L’elletroshock.




    Electro-convulsive therapy (ECT) soon crossed the seas and became a generally accepted standby in psychiatric treatment. I could not have run the Receiving House without it. It reduced the craziness by half. It remedied many terrifying and life-threatening illnesses. It transformed my hospital from its resemblance to the Bedlam of history into a house of caring. ECT was the first medical assault on the tradition of Bedlam. Tranquillisers, to come on the scene in the mid-1950s, were to be a second.




    Visiting medical students enjoyed being shown the best-known depiction of Bedlam, created by the artist William Hogarth in the eighth and final plate from A Rake’s Progress (1733–35). I kept a copy in my office. We pored over it together. In the foreground of this plate lies the central figure of Hogarth’s series, one Rakewell, half-naked, beating his head, while an attendant ties him up in chains. He has reached the final point of his dissolute life of debauchery, illustrated in the preceding plates. His descent in life has led to Bedlam, where he is the raving maniac, the only figure in the whole plate receiving any attention from the attendants—and that only because of violence (see frontispiece).




    My question to the medical students was this: How many of the figures depicted by William Hogarth in his Bedlam might have benefited from ECT? It did not take long for the students to find two melancholics. One is secluded in a dark cell, praying before a wooden cross. Another is seated on a staircase, profoundly despondent, oblivious of a dog barking at him. Behind him, a dunce holds a cross with both arms. It seems to portray Robert Burton who compiled The Anatomy of Melancholy in 1651.




    Either of these Bedlam characters could have been helped by ECT. There were others, too, who might have been considered for the treatment, though they might represent chronic paranoids, or clowns more in the tradition of the court jester with the fool’s staff and bladder, popular in Shakespeare’s plays as a mimic of the gentry. Hogarth’s Bedlam depicts extravagant lunacies. Behind the foreground figure of the Rake, who is being physically restrained, we have a moonstruck astrologer pointing his eye glass at the ceiling. There is no mad hatter, but there is the proverbial confused tailor in a hopeless tangle with his tape measure.




    One Hogarthian image always noticed by the medical students was that his Bedlam portrays two visitors, genteel ladies clad in crinolines, one holding her fan in a gesture of aversion. It surprised students that in former times visitors could pay to visit Bedlam and amuse themselves by looking at lunacy in its more advanced forms. Bedlam was a circus. The lunatics could well exaggerate their lunacy in an attempt to receive donations from the visitors, as a form of income. They were beggars as well as lunatics.




    This feature, of inmates soliciting donations from the visitors, reminds one of lepers who sit outside shops and post offices in some Asian countries, bereft of their hands, soliciting coins from passersby, catching them by cards taped to their arms.




    Begging was emphasised by William Shakespeare, presumably drawn from tales of Bedlam. In King Lear, we recall the dramatic scene early in the play where the solitary Edgar, being hunted by his enemies, decides to disguise himself as a beggar from Bedlam. Edgar asserts to the audience that the countryside, too, gives ‘proof and precedent’ of madmen who wander about with roaring voices, striking sharp objects into their mortified bare arms, begging for charity. Without charity, madmen could not survive. Edgar’s disguising himself as a madman might, to medical students, resemble Capgras’ syndrome, a popular entity among students who are learning their categories of illness and are reluctant to overlook malingerers faking their symptoms.




    For our students, the visitors to Bedlam resembled tourists paying for their pleasure in an amusement park. At least the circus element has been eliminated in modern times. Privacy was an early adjustment of Bedlam, preceding ECT and neuroleptic drugs.




    Enfield had a golden rule: No Visitors For Ten Days. This gave the drama of admission a chance of settling before visitors could freshen it. It worked well for Miss Baskerville. When her mother or sister telephoned about her, I was able to report good progress. When they visited her after ten days, they found her returned to a normal frame of mind. So did the head librarian, who welcomed her back to work when she was ready. It is supportive—in many instances—for the family to visit their relatives in hospital, but on the whole we were grateful for the No Visitors For Ten Days rule.




    Miss Baskerville remains ingrained on my memory forty years later, not for any feature of her personality or illness but because she brought to a crisis a dilemma that psychiatrists have to face. Should one tackle it in the manner of a medical doctor, devoted to diagnoses and drugs? Or should one tackle it in the manner of a humanist, exploring lives, seeking empathy, offering psychotherapy?




    This dilemma divides the profession of psychiatry. Some solve it by identifying as medical doctors, making specific diagnoses and prescribing specific therapies. Others offer patients the chance to explore their lives, offering various forms of psychotherapy. Patients also have this choice to make, between ‘doing’ doctors and ‘listening’ doctors.




    It was my personal inclination to follow the ‘listening’ path, trying to communicate with patients at length, seeking empathy with their problems. But at Enfield many of the patients offered no choice: one had primarily to adopt the ‘medical’ approach. They were too disturbed for psychotherapy at the time of admission.




    Miss Baskerville was such a case, one who impelled urgent action as quick and confident as if she were suffering from acute appendicitis. Afterwards, she wanted to talk with me, and I made arrangements for this, usually in my office after dinner. Her memory of the illness was patchy at best. She remembered little about her time in Dr McCallum’s hospital or of her transfer to mine by the police. She had poor recollection of her violent brainstorm and our use of the restraining jacket and the padded cell.




    Her current problems were not really troublesome; as she said, there was nothing ‘eating’ her or ‘burning’ her. True, there was an ongoing office dispute with another library assistant, but she liked her work. She was not distressed that she was single; she had been engaged to be married a few years previously when she discovered that her fiance was a philanderer of some notoriety. She had had a lucky escape from matrimony with him, she said to me now.




    No; the problem that she most wanted to ventilate was her childhood, and her father. He was a stern critical father, a devout churchgoer from a Methodist congregation. Both she and her brother feared breaking his rules, because he became sarcastic and punitive. Her poor mother feared him just as much.




    Yet at intervals this father’s nature changed, for no reason. He became jolly and talkative, let go his sternness, took them for outings. At these times he would also stay out at night, drinking with friends, breaking the rules that a strict Methodist normally followed. She and her brother discovered that these changes in their father’s disposition seemed to occur every year. His episodes tended to emerge when the cold winter passed and they tended to persist until the hot weary days of summer. Then he, and the family, became grim and serious again.




    Her father agreed that this change in his nature mostly occurred in springtime, and he said that his own father seemed to shift with the seasons. He would joke about it, and even gave this springtime event a name from a novel. He called it ‘The Hound of the Baskervilles’.




    As children, she and her brother had to be extremely alert not to provoke him or disobey him, lest it stirred him up, bringing down his rage upon them and their mother. They all wondered how the attacks could be triggered by the switch in the seasons, from cold winter to a warm spring. They came to dread the sprouting and budding of the spring, even thinking that his instability was their fault.




    ‘I believe you’, I said to Miss Baskerville. ‘Yet I’ve not heard of that phenomenon. I’ve not read about a change in the seasons as a trigger to a change in mood, like an attack of mania. I could be ignorant. A lot of secrets are not in the books.’




    ‘I’m a librarian’, she said. ‘We’re consulted constantly by people looking for answers in books, and not finding them.’




    ‘I’ll keep looking for this one in the books and journals’, I reassured her. ‘I keep scanning them as much as I can.’




    ‘It seems to run in our family. My brother was subject to it. In his adolescence he became terribly argumentative with Father. They crossed each other so badly that he ran away from home. He’s in another state and we don’t hear from him, even though Father is dead. He won’t come back. Naturally I wonder if he has survived it.’




    ‘I’m sad about that. Perhaps he will return to you when it all subsides.




    There’s no need for you to run away. Your head librarian wants you back. He’s a kind of father.’




    ‘I desperately want to work. If I have something repulsive in my nature, I need the work to keep me busy.’




    ‘Work seems to do that’, I agreed. ‘At the moment there’s no treatment that I know that will suppress an attack like yours, or prevent it from occurring. If a miracle drug is found for it, I’ll let you know.’




    She returned to talk with me every three months after she went back to work. She clearly valued this. A helpful empathy developed. Not many years passed before I could tell her that a miracle drug, Largactil, was now available that might suppress an attack of mania if it was not too advanced. This comforted her. ECT seemed to her not so dangerous itself, but fearful, like a punishment from her father. She could not rid herself of a feeling of guilt for his episode of mania that had brought on his death at Enfield.
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