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Preface


Serious and chronic mental illnesses are among the most pressing health problems in America. Statistics on the prevalence of such disorders are striking. Recent estimates indicate that the total number of seriously mentally ill persons may run as high as three million; the direct and indirect costs of their care and treatment run into the tens of billions of dollars. The human dimensions of the problem are even more stunning. The mentally ill include individuals suffering from a variety of disorders that erode or prevent their ability to cope with daily life and preclude economic self-sufficiency. Their inescapable presence poses tragic choices for their families as well as for American society generally.

More than thirty years ago a chance question by a colleague led me to undertake a scholarly odyssey to study the ways in which Americans responded to the presence of the mentally ill. The journey proved exciting and extraordinarily lengthy. I found that the history of the care and treatment of the mentally ill was both complex and shifting, and rarely supported many of the assertions of those involved in shaping policy, providing services, or using the subject to illuminate broader social trends. My findings were presented in a series of articles and books addressed largely to a scholarly and professional audience.

In this work I have attempted to summarize for a more general public my thinking about the subject. In so doing I have drawn materials from four previous books: The State and the Mentally III: A History of Worcester State Hospital in Massachusetts, 1830-1920 (University of North Carolina Press, 1966), Mental Institutions in America: Social Policy to 1875 (Free Press, 1973), Mental Illness and American Society, 1875-1940 (Princeton University Press, 1983), and From Asylum to Community: Mental Health Policy in Modern America (Princeton University Press, 1991). This volume, however, is written as an independent work and incorporates both my most recent thoughts about the problems posed by mental illnesses and the contributions of other scholars. The focus is less on the mentally disordered themselves (although they are not ignored) and more on the ways in which Americans have responded to the presence of such individuals in their midst.

No historian writes in a social and intellectual vacuum, and I am surely no exception. I should therefore like to call the reader’s attention to some personal assumptions that undoubtedly influence the ways in which I interpret the past. I have never held to the modern belief that human beings can mold and control their world in predetermined and predictable ways. This is not to suggest that we are totally powerless to control our destiny. It is only to insist upon both our fallibility and our inability to predict all of the consequences of our actions. Nor do I believe that human history can be explained in deterministic or quasi-deterministic ways, or that solutions are readily available for all problems. Tragedy is a recurring theme in human history and defines the very parameters of our existence. I have tried, therefore, to deal sympathetically with our predecessors who grappled—so often in partial and unsuccessful ways, as we still do ourselves—with the distinct problems relating to the mentally ill and mental health policy.

Over the years I have incurred many debts to friends who have given me the benefits of their knowledge. Roger Bibace introduced me to the subject of mental illnesses, and Jacques Quen offered the perspective of a clinician. David Mechanic provided me with an entry into the sociology of health, and sensitized me to the many currents that shape the development of the mental health system. George Billias for more than three decades helped me to sharpen my thinking about historical problems. Lawrence Friedman shared with me his knowledge of American history and twentieth-century psychiatry. Allan Horwitz contributed to my work in many informal conversations, and Alexander Brooks exposed me to the complexities of mental health law. I should like to acknowledge as well the indispensable assistance of Joyce Seltzer, whose editorial and substantive comments have made this into a much better book than it might have otherwise been.

My research on the history of mental health policy spanning more than three decades has made me indebted to so many archivists and librarians that I cannot possibly acknowledge them individually. No scholar, however, can be unaware of their contributions in ensuring that records are kept, preserved, and organized. Finally, I owe a debt to several organizations that have supported my research and writing. The National Institute of Mental Health has been extraordinarily generous in providing a succession of grants, and fellowships from the National Endowment for the Humanities, the American Council of Learned Societies, and the Guggenheim Foundation gave me free time to think and to write. Without such generous assistance, scholarly work of this kind would be far more difficult, if not impossible.

Gerald N. Grob

Rutgers University
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Prologue

At present most severely and chronically mentally ill persons are no longer confined in mental hospitals. Some are housed with parents and relatives; some find shelter in residential facilities supported by a combination of private and public funds; and some are confined in penal and correctional institutions. Others have joined a large mass of homeless persons who live on the streets amidst tragic circumstances. The latter, noted one critic in 1987,


are an inescapable presence in urban America. In New York City they live in subway tunnels and on steam grates, and die in cardboard boxes on windswept street corners. The Los Angeles City Council has opened its chambers to them, allowing them to seek refuge from the Southern California winter on its hard marble floors. Pioneer Square in Seattle, Lafayette Park in Washington, the old downtown in Atlanta have all become places of refuge for these pitiable figures, so hard to tell apart: clothes tattered, skins stained by the streets, backs bent in a perpetual search for something edible, smokable, or tradable that may have found its way to the pavement below.1



Such observations echo the words of Dorothea L. Dix one hundred and fifty years ago. “I come to present the strong claims of suffering humanity,” she informed members of the Massachusetts legislature in 1843. “I come as the advocate of helpless, forgotten, insane and idiotic men and women; of beings, sunk to a condition from which the most unconcerned would start with real horror.” Everywhere she looked she found large numbers of insane persons “in jails and poor-houses, and wandering at will over the country.” Such a state of affairs was inexcusable, since the remedy was available in the form of “rightly organized Hospitals, adapted to the special care of the peculiar malady of the Insane.”2 In her eyes public mental hospitals, which represented enlightenment and social progress, would provide a judicious combination of humane care and medical/psychiatric treatment for all mentally ill persons. Those who recovered would return to their homes; chronic cases would remain in hospitals dedicated to supplying all of their basic human needs.

The dreams and aspirations of those who were staunch advocates of treating insane persons in mental hospitals were quickly realized. By 1875 there were sixty public (state and county) institutions in thirty-two states. Eighty years later there were 265 public institutions with an average daily resident population of more than half a million. The average annual per capita expenditure per patient in 1955 was $1,017, and total state expenditures exceeded $1 billion. The commitment to institutional care and treatment was also reflected in the fact that on the eve of World War II more than two-thirds of the members of the American Psychiatric Association (APA) were employed in mental hospitals.3

A century after Dix’s death in 1887, however, it was clear that the mental health system was in disarray. State mental hospitals—institutions that had occupied center stage in public policy for more than a century and a half—had lost much of their legitimacy. Once perceived as harbingers of progress, mental hospitals in our own time have been identified as the “problem” rather than the “solution.” Correspondingly, community mental health policies are heralded as a means of avoiding the negative consequences of protracted institutionalization. Since the early 1970s Americans have seemingly committed themselves to a policy of deinstitutionalization.

Recent policy shifts, however, have given rise to ambiguous consequences. Many mentally ill persons, to be sure, found that the quality of their daily existence was enhanced when they lived in the community. Others, especially young adults who were mobile and had a dual diagnosis of mental illness and substance abuse, became part of a large homeless population that was especially visible on the streets of the nation’s largest cities.

From the seventeenth century to the present American society has had to face the dilemmas posed by the presence of severely and chronically mentally ill persons. This group included individuals who suffered from schizophrenia, recurrent depressive and manic-depressive disorders, organic brain syndrome, paranoid disorders, and other chronic conditions. These conditions often eroded their ability to deal with “personal hygiene and self-care, self-direction, interpersonal relationships, social transactions, learning, and recreation,” which in turn hindered or prevented them from becoming economically self-sufficient.4 In some cases the illness was episodic, in other cases persistent and long-term. Many severely disordered persons were unable to function with any degree of independence, and their bizarre behavior frequently stimulated public fear and apprehension.

The inescapable presence of the mentally ill has always raised important issues. What is society’s obligation toward them? What is the most effective way of meeting their varied needs? Should the protection of the public take precedence over the human needs of the mentally ill? The responses to these and other questions have varied sharply over time. Public policies have often blended such contradictory elements as compassion, sympathy, rejection, and stigmatization. In like vein, psychiatrists have vacillated between emphasizing curability and chronicity, between extreme optimism and a more fatalistic pessimism, and between a commitment to deal with the severely mentally ill and a search to find other kinds of patients. Families of mentally ill persons also have been affected in profound ways; their desire to care for members has been tempered by a recognition that their presence threatens the very integrity of the household.

The history of the care and treatment of the mentally ill resembles a seemingly endless journey between two extremes—confinement in a mental hospital versus living in the community. The chapters that follow are designed to describe, analyze, and evaluate the American experience in dealing with the often intractable problems posed by severe and chronic mental disorders. If a knowledge of the past does not offer a precise prescription for the future, it can nevertheless yield insights and knowledge that provide a context against which to measure and to evaluate contemporary policies and issues.






1 Caring for the Insane in Colonial America


In modern America the mentally ill are highly visible and therefore of public concern. In the seventeenth and eighteenth centuries, by contrast, mentally ill—or, to use the terminology of that age, “distracted” or “lunatick”—persons aroused far less interest. Society was predominantly rural and agricultural, and communities were small and scattered. Mental illnesses were perceived to be an individual rather than a social problem, to be handled by the family of the disordered person and not by the state. The very concept of social policy—the conscious creation of public policies and institutions to deal with dependency and distress—was virtually unknown.

The absence of systematic policies did not imply that insanityI was of no significance. On the contrary, the presence of mentally ill persons was of serious concern to both families and neighbors. The behavior of “distracted” persons might prove a threat to their own safety or that of others, and the inability to work meant that others would have to assume responsibility for their survival. Nevertheless, the proportionately small number of “distracted” persons did not warrant the creation of special facilities. Nor had insanity come under medical jurisdiction; concepts of insanity in that period were fluid and largely arose from cultural, popular, and intellectual sources. Mentally disordered persons, therefore, were cared for on an ad hoc and informal basis either by the family or community. Insanity was an intensely human problem, and families and neighbors made whatever adjustments they deemed logical and necessary to mitigate its consequences to themselves and the community.



Before the American Revolution mental illnesses posed social and economic rather than medical problems. The care of the insane remained a family responsibility; so long as its members could provide the basic necessities of life for afflicted relatives, no other arrangements were required. Yet in many instances the effects of the illness spilled outside the family and into the community. Sometimes the behavior of “lunatics” or “distracted persons” threatened the safety and security of others. James Otis, Jr., an important eighteenth-century Massachusetts politician, went berserk and began “madly firing the guns outside of his window.” For the remainder of his life he alternated between lucidity and bizarre behavior. Sometimes afflicted individuals were unable to work and earn enough for sustenance. In other cases the absence of a family required the community to make some provision for care or for guardianship. When one “distracted” person wandered into a Massachusetts town “in most distressed circumstances in most severe weather,” local officials insisted that “humanity required [that] care should be taken to prevent her from perishing.” She was placed with a local family and provided with the basic necessities of life at public expense while an effort was begun to discover her original place of residence.1

Throughout the seventeenth and eighteenth centuries most cases involving the insane arose out of this inability to support themselves. Illnesses, particularly those that were protracted, created unemployment, which in turn had a disastrous impact upon the individual as well as the immediate family. If either the husband or wife was affected, the remainder of the family, including dependent children, faced dire economic consequences. Under such circumstances the community was required to assist the insane person and his or her family.

Early colonial laws were based on the English principle that society had a corporate responsibility for the poor and dependent. As in England, most colonies required local communities to make provision for various classes of dependent persons. Since illness and dependency were intimately related, the care of the mentally ill fell under the jurisdiction of the local community. Various codes and laws enacted in Massachusetts, for example, touched upon the care of the insane in one form or another. The first legal code, adopted in 1641, contained several references to “distracted” persons and idiots. One section authorized a “generall Court” to validate the transfer of property made by such persons. Another provision stipulated that “Children, Idiots, Distracted persons, and all that are strangers, or new commers to our plantation, shall have such allowances and dispensations in any Cause whether Criminall or other as religion and reason require.” By 1676 the legislature, noting the rise in the number of “distracted persons” and the resulting behavioral problems, ordered town selectmen to care for such persons in order that “they doe not Damnify others.” Another statute in 1694 made all insane persons without families the legal responsibility of the community. Its officials were enjoined “to take effectual care and make necessary provision for the relief, support and safety of such impotent or distracted person.” If the individual was destitute, the town was required to assume financial responsibility.2 Other colonies, including Connecticut, New York, Rhode Island, and Vermont followed suit and often copied Bay Colony statutes outright. Even Virginia, which had laws dealing only with the property and status of the insane, cared for them under a poor law system modeled after that of England.3

Virtually none of this legislation referred to the medical treatment of the insane; the emphasis was strictly upon the social and economic consequences of mental disorders. This omission was not an oversight. To the limited extent that contemporary medical literature even discussed insanity, the concern was focused largely on the nature rather than treatment of mental disorders. Indeed, specific therapies were rarely mentioned before 1800. The frequent use of bleeding and purging reflected the influence of the Galenic humoral tradition. Disease, according to this tradition, was general rather than specific; it followed an excess in the production of any one of the four humors (blood, yellow bile, black bile, and phlegm). The physiological imbalances that resulted were treated by general nonspecific therapies, of which bleeding and purging were the most common. The distinction between mental and physical diseases, therefore, was tenuous at best. The relatively small numbers of trained physicians militated against medicalization as well. Sick individuals were often treated by ministers and women rather than doctors.

Although insanity was not yet defined exclusively in secular and medical terms, explanations about its origins or manifestations abounded. Most individuals who migrated to the New World brought with them the beliefs, traditions, and practices common in England as well as on the continent. Madness in early modern England was a term that conjured up supernatural, religious, astrological, scientific, and medical elements. The boundaries between magic, religion, medicine, and science were virtually nonexistent, and those who wrote about madness could integrate themes and explanations from all to explain mysterious phenomena.

The life of Richard Napier, an early seventeenth-century astrological physician, is illustrative. Napier treated five to fifteen patients per day between 1597 and 1634. During his career thousands of patients consulted him, of whom more than two thousand were either mad or deeply troubled. Like others of his generation, Napier believed that mental disorders could flow from both natural and supernatural sources. Stress, for example, could lead to either physical or mental disturbances. But mental disorders could also follow from the intervention of God as well as the Devil. Napier employed medicaments, psychology, environmental manipulation, and astrology in his armamentarium. He also exorcised those patients he believed to be possessed. When Edmund Francklin was brought before him, Napier ended with the following incantation:


Behold, I God’s most unworthy minister and servant, I do charge and command thee, thou cruel beast, with all thy associates and all other malignant spirits in case that any of you have your being in the body of this creature, Mr. E. Fr[ancklin], and have distempered his brain with melancholy and have also deprived his body and limbs of their natural use, I charge and command you speedily to depart from this creature and servant of God, Mr. E. F[rancklin], regenerated by the laver of the holy baptism and redeemed by the precious blood of our Lord Jesus Christ, I charge you to depart from him and every part of his body, really, personally.4



Napier’s therapeutic and theoretical eclecticism was by no means unique. Robert Burton’s famous Anatomy of Melancholy, published in 1621, was a compendium that incorporated beliefs and concepts drawn from a millennium of experience. The category of melancholia dated from antiquity, and its symptoms included depression, suspiciousness, weeping, muteness, and death wishes. Burton’s interest in melancholy grew out of his own sufferings, and he wrote his classic text both to assist others and to rid himself of its debilitating symptoms. Melancholy could arise from a wide range of causes, including (but not limited to) faulty education, stress, childhood experiences, and heredity. Secular explanations, however, did not imply the absence of supernatural elements. To Burton and many of his contemporaries the Devil was a reality. Religious melancholy, therefore, symbolized ensnarement by Satan and was but a measure of human mortality. Indeed, the line between sanity and insanity was at best murky; the presence of melancholy was but a reaffirmation of human fallibility. Similarly, therapy for ordinary melancholy could include music (“a tonick to the saddened soul”), avoidance of solitude and idleness, and pharmaceuticals. One treatment consisted of a decapitated head of a ram (“that never meddled with an Ewe”) boiled with cinnamon, ginger, nutmeg, mace, and cloves. For three days the concoction was to be given to “the patient fasting, so that he fast two hours after it…. For fourteen days let him use this diet, drink no wine, &c.” Religious melancholy, on the other hand, could not be expelled by “physick,” but required instead faith and a willingness to seek divine forgiveness.5

Those who settled in America were the heirs of Elizabethan thought, and brought with them the intellectual and cultural perceptions of the homeland. The rigors of creating a society in a radically different environment left little time to produce elaborate and original treatises on madness comparable to those published in England. Yet colonial perceptions of madness did not differ in fundamental ways from those of the mother country. Like their English brethren, colonial Americans integrated religious and secular themes in an effort to render insanity intelligible.

Few individuals devoted as much time and thought to the problems posed by madness as Cotton Mather. An eminent Puritan minister who played an important role in late seventeenth- and early eighteenth-century Massachusetts, he straddled the two worlds of the natural and supernatural. As a minister, Mather emphasized that Satan could tempt individuals into madness by exploiting their moral weaknesses. Sin, after all, was at the heart of the human condition, and one of its more obvious consequences was madness. But even saints could be smitten by divine intervention, for the will of the Almighty was beyond human comprehension. In Magnolia Christi Americana, published in 1702, he recounted the travail of John Warham, a pious man whom Satan “threw into the deadly pangs of melancholy” and whose “terrible temptations and buffetings” were relieved only by death.6

Nevertheless, by the 1720s Mather’s religious explanations of insanity had begun to be modified to include naturalistic and biological elements. His treatise, The Angel of Bethesda (written in 1724 but not published until the twentieth century), was indicative of this shift. In it, he supported inoculation, a technique whereby a healthy person was exposed to the smallpox virus. This controversial intervention followed the observation that naturally occurring cases of smallpox had far higher mortality rates than induced cases. When strong opposition to inoculation threatened to divide the Boston community, Mather denounced speculative thinking and argued in favor of experience. “A few Empirics here,” he added, “are worth all our Dogmatists.”7

The Angel of Bethesda included as well a discussion of insanity even though the bulk of the text was devoted to other physical illnesses. Mather continued to affirm that madness was of divine origin, and therefore required repentance and the confession of guilt and unworthiness. But he linked mania (a category that included disturbed reasoning, excited and agitated behavior, and general irritability) to “Animal Spirits inflamed” and melancholia to “Flatulencies in the Region of the Hypochondria.” He also accepted naturalistic therapies derived from traditional folk medicine, including “Living Swallows, cut in two, and laid reeking hott unto the shaved Head” as well as the “Blood of an Ass drawn from behind his Ear.” Mather was also aware of the burdens caused by such illnesses. “These Melancholicks” he observed,


do sufficiently Afflict themselves, and are Enough their own Tormentors. As if this present Evil World, would not Really afford Sad Things Enough, they create a World of Imaginary Ones, and by Mediating Terror, they make themselves as Miserable, as they could be from the most Real Miseries.

But this is not all; They Afflict others as well as Themselves, and often make themselves Insupportable Burdens to all about them.

In this Case, we must Bear one anothers Burdens, or, the Burdens which we make for One another.8



Like other Puritan divines, Mather was both articulate and prolific. Whether or not his views were representative is problematic. The similarities between his ideas and those of his ministerial brethren as well as his English contemporaries, however, suggest that his were by no means idiosyncratic. The shift in the nature of Mather’s thinking was reflective of a more general decline in supernatural explanations of most phenomena during the eighteenth century. Enlightenment thought had led to more naturalistic ways of explaining human behavior. God and Satan, hitherto central elements in popular perceptions of madness, were now relegated to a more remote position. A naturalistic interpretation of insanity merged with a moral component. Insanity no longer followed divine intervention, but rather was a penalty for the willful violation of natural law. Admittedly, natural law was of divine origin, but not beyond human comprehension. All individuals, precisely because they were endowed with rational minds and free will, could understand the moral imperative that constituted its central core.

Slowly but surely the traditional distinction between supernatural and secular interpretations of madness began to disappear. If moral irregularities and excessive passions hastened the onset of insanity, then at the very least the illness was amenable to human intervention. Human beings were no longer passive pawns in the hands of an inscrutable and mysterious Deity whose actions defied human comprehension. Eighteenth-century explanations of insanity, therefore, were less likely to employ the language of faith and theology. Even in Massachusetts—a colony in which religion continued to play a vital role—the clergy stressed not the inscrutable will of God, but rather the personal responsibility of the individual. In a sermon delivered at the burial of an individual who had committed suicide in 1740, Solomon Williams emphasized how “the ignorance and perverse desires of the Mind” ultimately gave rise to bodily illness, which in turn reacted back upon the mind to weaken the power of reason. Madness thus involved an interaction of moral excesses and physical illnesses.9

As supernatural explanations receded, popular perceptions of insanity and a long-standing medical tradition dating from Hippocrates that emphasized biological and psychological elements began to converge. Lay and medical explanations of madness as well as somatic illnesses, to be sure, tended to be eclectic. Yet they all shared a holistic pathology that eschewed any effort to define the precise relationship between body and mind. The focus was rather on the interaction between body and mind, between the body and external environment, and between emotions and physiological processes. The body and the mind were seen as mutually interdependent; both played a vital role in maintaining the balance that was so necessary for good health. A disturbance in the digestive tract or other organs could affect the brain and cause mental disturbance, just as morbid or perverse thoughts could lead to adverse physiological consequences. Insanity could either follow misfortune beyond the control of individuals or result from the willful and purposeful violation of moral norms.10

Indicative of the growing significance of naturalistic interpretations of insanity was William Buchan’s famous Domestic Medicine. From its initial publication in Edinburgh in 1769, Buchan’s manual enjoyed phenomenal popularity in America. An American edition appeared in 1772, and the book remained in print for nearly a century. Like most of his contemporaries, Buchan believed that the human body functioned as an equilibrium system. Diet and climate shaped intake; behavior and clothing affected process; and urine and feces represented an effort to rid the body of potentially harmful wastes. Any imbalance would lead to illness; health was synonymous with balance. The role of the physician was to assist in restoring an equilibrium. In a like vein morbid thought patterns or excessive passions could weaken the body and thus lead to insanity. “Violent anger,” he wrote, “will change melancholy into madness; and excessive cold, especially in the lower extremities, will force the blood into the brain, and produce symptoms of madness.” Regimen—a balanced diet, exercise, and an avoidance of such substances as hard liquors, tea, and coffee—played an important role in both prevention and treatment. Buchan emphasized psychological factors; equally notable was the absence of any hint that insanity had supernatural origins. He also described Bedlam—the famous English asylum—in harsh terms. These institutions, he insisted, “are far more likely to make a wise man mad than to restore a madman to his senses.”11



Explanations and perceptions about the nature and etiology of insanity, however important, did not by themselves shape the ways in which society dealt with disturbed individuals. Indeed, there was often a disjuncture between theoretical pronouncements and the reality of everyday life. Insanity, whether caused by an inscrutable Deity, immoral behavior, physiological factors, or even chance, nevertheless had a profound impact upon the immediate family as well as the neighboring community. The presence of distracted persons rarely remained a purely private matter and often required some kind of public intervention. Yet the unique circumstances of a newly-settled society meant that colonial Americans would have to develop novel ways of dealing with the problems associated with insanity. The decentralized nature of colonial society and government, as well as its rural character, mandated informal solutions to the intensely human problems that involved the immediate community and—if the afflicted person had one—the family.

In early 1651 Roger Williams addressed his fellow citizens of Providence regarding one Mrs. Weston, whom he described as “a distracted person.” He appealed to the town to assume guardianship of her property and to make arrangements for her support. His reasons proved revealing. Such an act of mercy would in part reciprocate for the “many mercies from Heaven,” he declared. Williams also enjoined his fellow citizens to remember “that we know not how soone our wives may be widowes and our children Orphans, yea and our selves be deprived of all or most of our Reason, before we goe from hence, except mercy from the God of Mercies prevent it.” All individuals were at risk, and the presence of misfortune would hopefully arouse a charitable response. The citizens of Providence were receptive to his appeal and voted to take custody of Weston’s property and to provide for her maintenance. Weston died shortly thereafter. The coroner’s jury report offered further evidence that she was not in possession of her faculties, since they found “so neare as we can judge, that either the terriblness of the crack of thunder… or the coldness of the night, being she was naked, did kill her.” Williams’s sentiments and the town’s favorable action suggested an awareness of human frailties and a recognition that society had a moral obligation toward all individuals in distress.12

The colonists who settled America brought with them English traditions and practices, including a poor law system that mandated local responsibility for distressed persons. Yet local responsibility had a quite different meaning in America, which lacked large urban areas and complex institutional arrangements characteristic of the mother country. Even outside London—by far the largest metropolitan area in England—population was sufficiently dense as to permit the creation of workhouses and poorhouses (which often held mad persons). London had an elaborate institutional network to care for the mentally ill, including the famous Bethlehem Hospital (often referred to as Bedlam), which held large numbers of dependent insane persons. In America, by contrast, population was widely dispersed. As late as 1790 there were only six areas with more than 8,000 residents; these held only 3.35 percent of the total population. Only two (New York and Philadelphia) had more than 25,000 residents, and none had more than 50,000. Such diffuse populations could not support large institutions to care for the insane. Confinement was the exception rather than the rule.

Unless they threatened public safety, people who were mad resided in the community. Those able to work were often afforded the opportunity to do so. Joseph Moody, a Harvard graduate and minister to a Maine church, wore a handkerchief over his face because of his feelings of unworthiness. During the services he turned his back on the audience for the same reason. His congregation accepted his bizarre ministry for three years, and even after he was removed from his pulpit and preached occasionally, his behavior was unchanged. Similarly, James Otis, Jr., occupied a series of public offices and maintained a law practice even though his obviously irrational behavior placed him beyond the bounds of sanity. Indeed, individuals who could manage their jobs or who recovered from episodes of madness were quickly absorbed into the community even though insanity was by no means free of stigma. Daniel Kirtland, a Yale graduate, lost his ministerial position after becoming insane. Upon his subsequent recovery, he received a comparable appointment from another Connecticut church.13

Ministers and political leaders, of course, represented high status occupations, and their behavior was perhaps more likely to be tolerated by a respectful community. Nevertheless, even ordinary individuals who had become insane were rarely incarcerated. In rural areas or small villages the number of disordered persons was far too small to permit institutional care. Charles Leonard, a resident of Taunton, Massachusetts, wandered about the town in “filthy clothes, deranged,” and on occasion “frightened people.” After cutting a Bible in half, he burned it. His conversation was garbled and he laughed in a “wild, insane manner.” Yet local residents never confined him and even provided support at public expense.14 In the colonial period, insanity was above all a problem involving the victim’s dependency on those around him. A family might be devastated if an insane member was unable to work or else disrupted the household. On the other hand, if an individual had no family, the issue of support became paramount. In a society that lacked a central government or an elaborate bureaucracy, it was understandable that responsibility for dealing with distressed and dependent persons fell to local overseers of the poor or other town officials. Virtually all who served in these positions held other jobs; public service was an honor that carried few pecuniary rewards. Local officials usually dealt with insane and other dependent persons on an ad hoc basis.

The presence of “distracted” persons or “lunatics” in colonial America—perhaps due to their small numbers—aroused few expressions of public concern or fear. Insanity was not perceived as a social problem requiring formal public policies. Expediency more than anything else shaped the ways in which individuals and communities responded to perceived problems. In 1676 Jan Vorelissen, a resident of Amesland, Pennsylvania, complained that his son Erik was “bereft of his naturall Senses and is turned quyt madd.” Given the father’s admission that he lacked the resources to support his son, the community levied a tax to build “a little block-house at Amesland for to put in the said madman” and to provide support. Twelve years later the residents of Braintree, Massachusetts, voted to provide funds to Samuel Speere to “build a little house 7 foote long & 5 foote wide” adjacent to his own home for his distracted sister. The town also obligated itself to pay for her maintenance. By modern standards such accommodations would be regarded as evidence of brutality. In the seventeenth century, however, it was quite common for entire families to be housed in single rooms. Confining the insane in close quarters was only a reflection of the prevailing standard of living rather than an expression of callousness.15

Insanity placed many families under extreme emotional and economic duress. If it was not always possible to alleviate psychological tensions, it was certainly feasible for the locality to provide funds to permit a family to maintain itself. Many communities offered subsidies to families in order to enable them to care for insane members, particularly those whose behavior was perceived as benign. A town meeting in Providence in 1655 presided over by Roger Williams received an application from “our neighbor Pike”, whose wife was “distracted.” She had fallen “downe into a former distempure of Weakness & distractjon of mind,” and the entire town had “to take our Turns & to watch with her, day & night least by her Distemp & Bitterness of ye Season she should p[e]rish amongst us.” Those present voted to give Pike fifty shillings and promised “upon his further want & Complaint, he shall be supplied though to ye value of 10£ or more.” Such actions were by no means uncommon, if only because there were few other alternatives. In particular, the absence of threatening behavior was generally accompanied by tolerant attitudes, particularly if the afflicted individual was a long standing resident. It was not uncommon for the community to provide such necessities as food and clothing to insane persons living in the community.16

But these tolerant attitudes had limits. When the behavior of insane persons appeared to threaten public safety, more stringent actions followed. Seventeenth- and eighteenth-century legislation often contained clauses empowering local officials to limit the freedom of “distracted persons” who menaced other residents. A Virginia court in 1689 took notice of John Stock, an individual “whoe keepes running about the neighborhood day and night in a sad Distracted Condition to the great Disturbance of the people.” To prevent “his doeing any further Mischiefe,” the court ordered the sheriff to place Stock “in some close Roome, where hee shall not bee suffered to go abroad untill hee bee in a better condition to Governe himselfe.” Fear and benevolence were inextricably intertwined. When a colonial soldier who killed his mother was acquitted by reason of insanity, the court ordered him confined for life to a “small place” erected by his father in his home, but at public expense.17

Other communities reacted in a negative manner when confronted with the responsibility of providing for nonresident dependent persons. Such concerns gave rise to the legally sanctioned practice of “warning out”—a practice based on the proposition that towns had the right to exclude strangers. Legal residency during the colonial period was not an inherent right, but rather a privilege granted by existing residents. The distrust of strangers reflected both the relative absence of formal mechanisms of control to deal with behavior that might menace public order and a desire to absolve towns of any financial liability for the support of ill or unemployed strangers. Hence it was not uncommon for local officials to force the return of insane persons to the community in which they were legal residents. As residents of the largest town in New England, Bostonians sometimes found nonresident insane persons in their community. Officials frequently attempted to return such individuals to the town from which they originally came. When sending Edward Eveleth to Ipswich, the Boston selectmen noted that he was “disposed to wander” and requested Ipswich officials to “take care to prevent his returning to us, which if he should will occasion a charge to your Town.” The overwhelming majority of individuals “warned out,” however, were not insane, suggesting that fiscal concerns rather than fear of insanity shaped this practice. Efforts to avoid or to shift welfare costs became a tradition that was to play a major role in shaping public policy toward mental illnesses during the nineteenth and twentieth centuries.18

To most colonial Americans insanity was of concern because of its economic ramifications and potential threat to public safety. Medical considerations played virtually no role in shaping practices and customs. Given prevailing standards of living, available resources, and the absence of institutions, there is every reason to believe that the fate of the insane was not appreciably different from that of other dependent groups. Like widows, orphans, handicapped, aged, and sick persons, insane individuals required public assistance. Although always present, fiscal concerns were softened by long-standing ethical and moral values that assigned an unyielding obligation to assist those unable to survive independently.



By the early eighteenth century institutionalization of the insane in the colonies first appeared. Demographic factors had begun to hasten changes in the pattern of welfare in larger towns. The growth of population in several colonial towns led to a proportionate increase in the number of sick and dependent persons. The informal manner in which communities had cared for such persons no longer seemed adequate. To assist a variety of dependent groups, a few of the larger towns began to create undifferentiated welfare institutions such as almshouses. These institutions were intended to fulfill humanitarian and moral obligations while simultaneously effecting economies by virtue of their size and efficiency. Eclectic in nature, they accepted the very young, the aged, the infirm, and the mentally ill, among others.

In Boston the first almshouse was built with private bequests in 1662, even though the first inmates were not accepted until several years later. As early as 1729 Boston officials sought authorization for a separate facility in order to keep “Distracted Persons Separate from the Poor,” perhaps because the indiscriminate confinement of inmates proved disruptive. In 1764 Thomas Hancock, a wealthy and prominent Boston merchant and uncle of John Hancock, left a bequest of £600 for the establishment of an institution for insane persons alone. The bequest, which had a three-year limitation, was never used for the purpose; the town failed to raise the necessary supplementary funds. The developing crisis between the colonies and Britain had shifted attention to more pressing problems, and a separate institution for insane persons did not become reality for more than half a century. The increase in illness and dependency ultimately moved community leaders in the major colonial cities to support the creation of institutions for dependent persons. But the undifferentiated nature of these facilities generated novel problems of their own. The subsequent efforts to create specialized facilities for the insane proved temporarily unsuccessful.19

As in England, many areas in this period developed a mixed system in which public welfare and private benevolence mutually reinforced and complemented one another. Out of this system emerged the first urban hospitals in mid-eighteenth century America. The eighteenth (and nineteenth) century hospitals, however, differed in fundamental respects from their twentieth century counterparts. The hospital in its origins was more akin to the almshouse than the modern medical center. Before 1880 it provided care for socially marginal groups of sick and aged individuals, and, to a lesser degree, served as a training facility for aspiring physicians. “The hospital,” Charles E. Rosenberg has noted, “was something Americans of the better sort did for their less fortunate countrymen; it was hardly a refuge they contemplated entering themselves.” As late as 1873, there were only 178 hospitals in the United States (of which one-third were mental hospitals) containing fewer than fifty thousand beds. Nonpaying patients constituted the majority of admissions, and control resided not with physicians, but with affluent trustees who supported the institution. The functional line between the hospital and almshouse was vague at best and often nonexistent; the latter was supported by public funds from the local community, the former by private philanthropy.20

It was in Philadelphia, the largest city in mid-eighteenth-century America, that the first hospital was founded. The presence of affluent people, urbanization, immigration, and the resulting social problems provided the breeding ground for institutional growth. Quakers no longer dominated the political life of the colony, although they were seeking to influence society by creating a network of private, voluntary, and nonsectarian organizations that met perceived social needs. They were instrumental in founding a new hospital.21

The idea originated with Dr. Thomas Bond, a man who, in fact, had been disowned by the Friends in 1742 for taking an oath. (Quakers rejected oaths on the ground that they were committed to a unitary standard of truth which did not allow them to be less honest in everyday life than in a court.) Having visited London, Bond was impressed with the care provided the mentally ill at Bethlehem Hospital. He secured the aid of Benjamin Franklin, who launched a colony-wide fund raising effort and applied to the provincial Assembly for assistance at the same time. The petition to the Assembly opened with the following declaration:


THAT with the Numbers of People the Number of Lunaticks, or Persons distemper’d in Mind, and deprived of their rational Faculties, hath greatly increased in this Province.

THAT some of them going at large, are a Terror to their Neighbours, who are daily apprehensive of the Violences they may commit; and others are continually wasting their Substance, to the great injury of themselves and Families, ill disposed Persons wickedly taking Advantage of their unhappy Condition, and drawing them into unreasonable Bargains, &c.



Proper treatment, Franklin added, could restore many of the insane to health. Although the province had made provision for the relief of the poor, it still required facilities to care for needy persons whose plight had been worsened by illness.22

In spite of opposition, the legislation passed. Under its provisions the hospital was granted a charter as well as a subsidy of £2,000 when matching private funds had been secured. The hospital, according to the act, would save and restore “useful and laborious Members,” provide “Relief for the Sick Poor,” and care for the insane. Quaker control notwithstanding, the institution quickly outgrew its sectarian character and became a benevolent and philanthropic institution that served the whole community.23

Throughout the eighteenth century the hospital cared for insane patients, but the number was never large. Between 1752 and 1754, 18 out of 117 persons admitted were classified as insane, and during the same period fifteen were discharged. By 1787 the number of such persons had grown to 34. In general, the patient population was not unrepresentative of the community. Some were admitted by the overseers of the poor and supported by public funds; others were private patients who in some instances had private attendants. Although the latter received special care, the hospital never formally adopted a differential policy. Unequal care developed as a result of the class and social relationships that existed between staff and patients.24

Within two decades New York City followed Philadelphia’s lead. The first suggestion for the creation of a hospital came from Dr. Samuel Bard, whose physician-father was intimately acquainted with Franklin and the Pennsylvania Hospital. Bard had already persuaded the governors of King’s College (later Columbia University) to establish a medical school. Mindful of the need for a hospital that could provide teaching facilities as well as serve the community, he secured the support of the royal governor. In 1771 a charter was granted to the “Society of the Hospital in the city of New-York in America.” Shortly thereafter construction of a physical plant began which included provision for “wards or cells for the reception of Lunatics.” The project came to an abrupt halt in 1775, however, after a fire destroyed the structure. The Revolutionary War halted any further action, and the New York Hospital did not open until 1791. In the ensuing decade fewer than one hundred insane persons were admitted, and some were housed in basement cells. The care and treatment of the insane remained distinctly secondary to the hospital’s central mission.25

The first public hospital devoted exclusively to the care and treatment of the insane, ironically enough, was established in Virginia—a colony that had no urban center. British tradition in this most English of the colonies probably provided the impulse. Having adopted the English poor law system, the colony cared for its insane within the framework of the poor laws. The initial call for a hospital came from the Royal Governor in 1766, but the project languished for several years when the legislature failed to act. With the support of the colony’s governing elite, a bill authorizing a new public hospital located in Williamsburg passed in late 1769. The wording of the act was revealing—“to make provision for the support and maintenance of ideots, lunatics, and other persons of unsound minds.” The opening clause provided a justification for the creation of a public hospital by observing that “several persons of insane and disordered minds have been frequently found wandering in different parts of this colony,” and that “no certain provision” had “yet [been] made either towards effecting a cure of those whose cases are not become quite desperate, nor for restraining others who may be dangerous to society.”26

Four years later the hospital received its first patient. That the institution served a caring rather than a medical function was evident by the choice of a layperson—not a physician—as its principal officer. This “keeper” generally deferred to the visiting physician insofar as any medical treatment was concerned. Before 1800 the hospital remained small and was rarely filled to capacity. Between late 1786 and 1790 only thirty-six patients were admitted. A French traveler was impressed with the hospital building during a visit in 1796, but added that


the unfortunate maniacs are rather abandoned to their wretched state than subjected to any treatment which might tend to their recovery. From the observations made in Virginia on maniacal complaints, the principal causes assigned for them are enthusiastic devotion [to religion] and spirituous liquors; and it appears that such as arise from the latter of these causes are less difficult of cure than those which owe their origin to the former. There are only fifteen lunatics of both sexes in this hospital, which is capable of containing thirty.



Novel in character, the Virginia Eastern Asylum (to use its later name) had relatively little influence. Its isolated location, small size, and local character ensured that it would not become a model for other states to follow.27

The absence of hospitals and other formal institutions in colonial America was a product neither of callousness nor ignorance. Indeed, Americans were acutely aware of the threats that epidemic infectious diseases—smallpox, yellow fever, diphtheria, malaria, measles, dysentery—posed to health and life. But with the exception of a few urban areas, population density was so low that the need for formal mechanisms of care was minimal. Under these circumstances responsibility for providing care for the insane remained in the hands of families or local communities. There was widespread recognition that madness was an inescapable if undesirable part of the human condition, and that insanity did not strip individuals of their status as members of a community. Colonial Americans also believed that they had a collective moral obligation toward individuals whose illness made them dependent upon others for the very means of survival. In future decades and centuries Americans would continue to debate how best to meet such responsibilities.

I. No doubt some readers will be offended by the use of the terms insane and mad. Although they have acquired an odious connotation, they were perfectly good terms in the past. My use of them and other similar language is historical and is not intended to suggest any hidden meanings. After all, it is likely that mental illness is becoming a pejorative designation; witness the current effort to substitute brain disease in its place.






2 Inventing the Asylum


In the half century following 1800 demographic and economic changes forced Americans to reappraise many of their traditional arrangements and practices of caring for mentally ill people. In 1790 there were only six cities with 8,000 or more residents, amounting to only 3.35 percent of the total population. By 1850 there were eighty-five such urban areas containing 12.5 percent of the population. In 1790 no city had more than 50,000 residents; sixty years later New York had more than half a million persons; four others held between 100,000 and 250,000; and twenty more ranged in size from 25,000 to 100,000. The process of urbanization was even more complex than these figures suggest. Because of high rates of geographical mobility, perhaps two to six times as many individuals and families passed into and out of cities as lived in them at the beginning of each decade.1

Urbanization was only one aspect of the changes that altered individual and class relationships and reshaped family structure in America, thus necessitating new means of caring for the insane. The artisan system of labor was being undermined by the rise of merchant capitalism and the emergence of a national and international market, and a system of wage labor was taking its place. At the same time the nature and responsibilities of the family were being redefined. In preindustrial society the family provided not only the basic necessities of life, but assumed responsibility as well for educating children, caring for the aged and infirm, and for supporting dependent members. The separation of home from the workplace—a characteristic of nineteenth-century industrial society where labor was often centralized in factories and other industrial or commercial workplaces—led to the privatization of family life. This change in turn led to a diminution of the educational and welfare functions of the family, both of which were transferred to public or quasi-public institutions. The weakening of traditional means of socialization within the family and control by the family ultimately fostered the creation of public structures to take its place.2

In the emerging urban-industrial society the care of the insane proved far more complex than it had been in the rural areas and villages of seventeenth- and eighteenth-century America. The dramatic growth in population was accompanied by a proportionate increase in the number of insane persons. In densely populated areas insane people were more visible, and public concern about security increased. The spontaneous and informal manner in which most rural communities dealt with sickness and dependency did not operate as well in urban areas. High rates of geographical mobility tended to weaken social cohesion as neighbors became more anonymous, and the efficacy of informal and traditional means of alleviating distress diminished. These considerations militated against reliance on informal responses by families and community, and favored more systematic policies to deal with mental illnesses. In its origins, the mental hospital—irrespective of its specific medical role—was primarily an institution designed to serve more densely populated areas and to assume functions that previously had been the responsibility of families.3

In experiencing rapid social change, the United States was by no means unique. But the migration to America of large numbers of lower-class persons from minority ethnic backgrounds exacerbated problems arising out of disease and dependency. Between 1830 and 1850 population increased from nearly thirteen to twenty-three million. During these same years more than two and a third million immigrants landed in the United States, of whom about 44 percent were from Ireland. Often lacking skills, the Irish worked in low-paid, dangerous, and unhealthful occupations, and lived in crowded urban slums; high morbidity and mortality rates were common. When a cholera epidemic struck Boston in 1849, it had a devastating impact in Irish districts, which were the “least perfect in drainage, the worst ventilated and the most crowded.” Of seven hundred fatalities, no less than five hundred occurred among the Irish and their children. Mortality rates during epidemics, however, paled into insignificance when compared with high infant mortality rates from common intestinal disorders, which one physician attributed to “overcrowding and imperfect drainage.” Many Irish came to America without spouses, and therefore lacked any supporting family network. Consequently, they were generally dependent on public assistance when unemployed or ill.4



Changes in the economy and social structure, however important, could not by themselves have created the mental hospital. What was required was the idea of such an institution, an awareness of an alternative to the informal modes of care that had resulted from the colonial poor law system. As Enlightenment values permeated Europe and America, a peculiar blend of intellectual and scientific currents gave rise to a secular faith that long-standing problems could be solved by conscious and purposeful human intervention. Preindustrial people tended to accept their fate; the ways of an omnipotent God were beyond human understanding. The Enlightenment outlook, by contrast, stressed the desirability of innovation, condemned stagnation, and sought to apply intelligence and rationality to social problems. The belief that the conquest of disease was only a matter of time, that perennial dilemmas of humanity—poverty, vice, and ignorance—could be minimized if not abolished, became popular. Faith in reason and science and in the ability of humanity to alleviate problems and change its environment slowly began to influence theories of insanity and prevailing practices.

By the mid-eighteenth century changes in explanations of and attitudes toward insanity were already evident. Madness, wrote Dr. William Battie in 1758, was “as manageable as many other distempers, which are equally dreadful and obstinate, and yet are not looked upon as incurable… and such unhappy objects ought by no means to be abandoned, much less shut in loathsome prisons as criminals or nuisances to the society.” As one of the founders and first physician at St. Luke’s Hospital for Lunaticks in London, he noted the existence of spontaneous recoveries. Insisting upon the importance of “regimen,” Battle stimulated the founding of lunatic hospitals in other English cities.5

In France Philippe Pinel, born in 1745, moved to Paris in 1778, where he set out to rethink medical and psychiatric assumptions and goals. In 1798 he insisted that medicine should employ the same methods and criteria used in natural history. Rejecting speculations about the ultimate nature of disease, Pinel confined himself to the accumulation and analysis of data. “The time, perhaps, is at length arrived,” he proclaimed,


when medicine in France, now liberated from the fetters imposed upon it, by the prejudices of custom, by interested ambition, by its association with religious institutions, and by the discredit in which it has been held in the public estimation, will be able to assume its proper dignity, to establish its theories on facts alone, to generalize these facts, and to maintain its level with other departments of natural history.6



Loathing speculation, Pinel avoided abstract questions, including the nature of mental disease or the relationship between mind and body. Concentrating upon the behavioral aspects of insanity, he observed and analyzed patients and kept extensive case histories. He recognized that madness could either be “continuous or chronic” or “show long remissions” and be “interremittent” in character. His own classification of mental disease was not particularly original; his four major categories (melancholia, mania, dementia, and idiotism) had been used before. Similarly, his etiological explanations were hardly novel. He identified a variety of situations that could lead to insanity, including “ungovernable or disappointed ambition, religious fanaticism, profound chagrin, and unfortunate love.” Certain professions “in which the imagination is unceasingly or ardently engaged, and not moderated in its excitement by the exercise of those functions of the understanding” placed its members at high risk to become insane.


Here is the father of a family whom unexpected losses have thrown into despair; here a son exhausted by work and vigils to provide for his parents’ subsistence; elsewhere a passionate and sensitive young man, victim of unrequited love; there a tender husband, distracted by suspicions and the justified or false umbrage of jealousy; a young warrior thirsting for glory whose vast and ambitious projects failed, his spirit crushed by the harsh experience. Religious zeal claims its victims, as does ardent military fervor, which often expresses all the reveries and excesses of manic fanaticism.7



If Pinel’s contributions to theory were modest, his therapeutic innovations played a major role in the development of institutions. As an empiricist, he tended to judge therapies in terms of their outcome. Thus he found bleeding, corporal punishment, and other traditional practices used to treat the insane ineffective. He was equally opposed to prevailing modes of confinement. “To detain maniacs in constant seclusion,” he observed, “and to load them with chains; to leave them defenceless, to the brutality of underlings… in a word, to rule them with a rod of iron… is a system of superintendence, more distinguished for its convenience than for its humanity or its success.” Because he rejected the idea that insanity was solely the result of physical lesions, he made room for a psychologically-oriented therapy. Seeking to gain the patient’s confidence and instill hope, he developed what he called traitement moral, which in England and America became known as “moral treatment” or “moral management.” It must be understood, however, that the French word moral had no moralistic content; within Pinel’s analytic framework it meant a psychologically oriented therapy. Traitement moral reflected his innovative assumption that environmental changes could affect individual psychology and thus alter behavior. “Moral treatment,” one of Pinel’s most famous students wrote, “is the application of the faculty of intelligence and of emotions in the treatment of mental alienation.”8

Moral therapy assumed that confinement in a well-ordered asylum was indispensable. In such an institution the regimen could be employed in ways that would persuade patients to internalize the behavior and values of normal society and thus promote recovery. Pinel rejected the prevailing belief that madness was incurable. To insist upon incurability, he observed, “is to assert a vague proposition that is constantly refuted by the most authentic facts.” Pinel’s traitement moral held out the possibility and probability of recovery. Since madness did not “imply a total abolition of the mental faculties,” it became theoretically possible to appeal to the patient’s reasoning abilities. Pinel’s approach, however, was by no means libertarian or democratic. The physician occupied a demanding and dominant position; patients were expected to comply with all medical directives. “One of the major principles of the psychologic management of the insane,” he wrote, “is to break their will in a skillfully timed manner without causing wounds or imposing hard labor. Rather, a formidable show of terror should convince them that they are not free to pursue their impetuous willfulness and that their only choice is to submit.” The hospital, retreat, asylum—whatever its designation—which focused on the insane alone was at the heart of his therapeutic system. The institution, he concluded in his seminal essay in 1794, “should reflect a well-ordered wisdom corresponding to the varied needs of the insane and proclaim from afar the respect due to distress and misfortune.”9

Although Pinel played a vital role in the medicalization of insanity and conferring legitimacy on the asylum, he was by no means alone. The general humanitarian currents that had grown out of the Enlightenment produced other figures who helped transform the ways in which society dealt with the problems of mental illnesses. In Italy Vincenzio Chiarugi and in the United States Benjamin Rush played roles in modifying theory and practice. More important than either of these individuals was William Tuke, an English Quaker and merchant, whose efforts led to the founding of the York Retreat in 1792. That Quakers would be involved with the insane was understandable; the Society of Friends was already dedicated to moral reform and was seeking to abolish slavery, assist the poor, and promote prison reform. The establishment of the York Retreat, however, was not solely a humanitarian and philanthropic act. The Society was concerned because insane Friends


are often from the peculiar treatment which they require, necessarily committed, wholly, to the government of people of other societies: by which means the state of their own minds, and the feelings of their near connexions are rendered more dissatisfied and uncomfortable…. It appears therefore very desirable that an Institution should be formed, wholly under the government of Friends…. This would… alleviate the anxiety of the relatives, render the minds of the patients more easy in their lucid intervals and consequently tend to facilitate and promote their recovery.10



The therapeutic system developed at the Retreat was similar in some respects to the one advocated by Pinel. Like Pinel, the leaders of the Retreat were distrustful of indiscriminate use of drugs, bleeding, emetics, and cathartics, and thus tended to minimize their use. The basic objective of the Retreat’s regimen was to assist patients in developing internal means of self-restraint and self-control. The religious foundations of the York Retreat nurtured the belief that those who worked there were instruments of God’s will; the moral character of its managers and staff was indissolubly linked with therapeutic efficacy. Religion promoted self-restraint as well as social harmony and stability. The Retreat’s regimen—presided over by a layperson—was designed to create an environment in which internal self-restraint and discipline replaced external fetters. While expressing religious and benevolent ideals, the managers of the Retreat also employed more authoritarian means. “There is much analogy,” Tuke observed, “between the judicious treatment of children, and that of insane persons.” Hence “the principal of fear… when moderately and judiciously excited… has a salutary effect.” Since the founding of the Retreat reflected Quaker beliefs, abstract speculations were largely absent; Tuke and his associates were not particularly concerned with theoretical explanations about the nature of insanity.11

Pinel and Tuke provided an alternative to local means of care or to confinement in undifferentiated welfare institutions such as poorhouses and prisons. Thomas S. Kirkbride, a Quaker and a very important nineteenth-century American psychiatrist, understood their contributions when he wrote that both figures, “by a singular coincidence, without any knowledge of each others movement, were at the same time, in different kingdoms, engaged in the same noble work of discarding time honoured prejudices and abuses, and from actual practice, giving to the world a code of principles for the moral treatment of Insanity, which even now can hardly be improved.”12 The work of Pinel, Tuke, and others led inescapably to a radical conclusion; insanity was not necessarily a chronic illness, that with appropriate treatment recovery was probable, and that investment in mental hospitals would yield a high proportion of cures.

Within a few decades educated and upper-class laypersons, physicians, intellectuals, and others had become aware of the newer views associated with the advocates of a hospital-based system of care. The existence of a translantic intellectual and scientific community facilitated the rapid dissemination of such views. Some Americans were educated abroad and brought back with them first-hand knowledge of European and English practices. Others were influenced by the printed word. Language proved no barrier, for Pinel’s classic work appeared in an English edition in 1806, and the York Retreat was memorialized in Samuel Tuke’s influential Description of the Retreat in 1813. Not only did American Quakers establish the Friends’ Asylum in Pennsylvania in 1813, but they played important roles at other nonsectarian institutions. Thomas Eddy, a well-known New York Quaker, played a key part in reorganizing the care of the insane at the New York Hospital, and acknowledged his debt to Tuke. Indeed, half of the hospitals in the United States founded before 1824 borrowed heavily from the Quaker example.13

Alternatives to community or almshouse care, however, were but one element in the emerging transformation of public policy toward the insane. Another was the Second Great Awakening—a religious revival movement that in its efforts to revitalize American Christianity and enhance its relevancy created a climate conducive to institutional change. Beginning about 1800, the Awakening further weakened the Puritan and Calvinistic emphasis on the depravity of human nature and the futility of human intervention which had long held sway over American religion. In place of such pessimistic tenets, some Protestant leaders substituted the ideal of a loving and beneficent God. The central theme of their liberalized theology was the belief in a moral universe and the doctrine of free will. When the concept of the free individual was fused with the millennial vision of a perfected society, evangelical Protestantism was transformed into an active social force seeking the abolition of the restraints that bound individuals. Ministers and laypersons alike began to work actively to rid society of restraints that shackled individuals, of which slavery was an outstanding example. The result was a generalized faith that institutions could be improved and that individuals could be perfected. Within this context madness lost its aura of permanence; appropriate therapy within a well-ordered asylum could in many cases lead to the restoration of sanity. In his first inaugural speech in 1829, Andrew Jackson gave eloquent expression to many of the ideas of the Second Great Awakening.


I believe that man can be elevated; man can become more and more endowed with divinity; and as he does he becomes more God-like in his character and capable of governing himself. Let us go on elevating our people, perfecting our institutions, until democracy shall reach such a point of perfection that we can acclaim with truth that the voice of the people is the voice of God.14



The cause of reform was also aided by the growing financial support of wealthy elites in urban communities. Philadelphia and New York had already benefited from the moral and financial support given to their new hospitals by wealthy individuals in the latter part of the eighteenth century. Even Virginia’s hospital had been created by an indigenous elite. By the early nineteenth century these older elites found that their hegemony was being challenged by affluent newcomers whose rise reflected economic change. This rivalry, stimulated by sectarian differences, fostered philanthropic giving. Revering virtues like ambition, thrift, hard work, personal responsibility, and honesty, these new elites believed that they had a responsibility to use their wealth and power in socially beneficent ways. The concept of stewardship was central, and its members played important parts in the founding and support of such institutions as hospitals, colleges, museums, and other enterprises.

Alongside new ideas, new methodologies, and new elites, there was a growing consensus that government—particularly at the state level—had an obligation to foster the welfare of its citizens. There was broad agreement in the United States that government was, in the words of Orestes S. Brownson, “a positive good… never” to “be dispensed with.” Most state governments retained many reform and police functions. Under such circumstances it was not surprising that states would emphasize important social policy functions and play a critical part in the creation of asylums, prisons, schools, and almshouses. In so doing they would broaden their regulatory and welfare functions and responsibilities as well. If individuals were free to pursue their private interests, then the state would have to exercise police and regulatory authority in order to ensure that some sort of cohesion prevailed.15



The first suggestion that traditional and informal modes of care for the insane were weakening came with a short-lived but significant spurt in the founding of private asylums in the Northeast. Created largely by contributions from affluent elites—which were often supplemented by public subsidies—these new institutions were for the most part intended, at least in theory, to serve the entire community. Those who could afford to pay for their upkeep were required to do so. All others, whether from middle- or lower-class backgrounds, were to be subsidized by a combination of private and public funds as well as by higher charges paid by well-to-do patients. Between 1811 and 1822 three new institutions—the McLean Asylum, Friends’ Asylum, and the Hartford Retreat—were founded, and the Bloomingdale Asylum was given an autonomous identity at the New York Hospital.

Although indigenous circumstances shaped each of these hospitals, there were some threads common to all. In one form or another religion was an operative element. In Boston religious rivalries stimulated Congregationalist support for an asylum. Both the Friends’ and Bloomingdale Asylums owed much to prominent Quakers. In Connecticut the Second Great Awakening shaped the background of those involved in the founding and subsequent history of the Hartford Retreat. Similarly, the involvement of prominent physicians aware of newer concepts of care and treatment of the insane was evident in Massachusetts, New York, and Connecticut. Finally, affluent elites not only contributed funds, but mobilized political support that resulted in state subsidies.

The first of these new asylums was established in Boston. By 1800 the city’s population had reached 25,000, complicating informal means of caring for insane persons. As early as 1801 Jedidiah Morse, an eminent conservative Congregationalist minister, called for the creation of a “hospital for Lunatics.” Some insane persons, he emphasized, “are committed to close confinement, under circumstances of great wretchedness. Others are left, forlorn and friendless, to roam through the country, exposed to the insults of the thoughtless and wicked; to hunger, cold, and various calamitous and fatal accidents, a terror to female delicacy, and a grief and a continual cause of anxiety to their relations.” Nine years later Reverend John Bartlett, chaplain of the city almshouse, and two prominent physicians, John Collins Warren and James Jackson, called for the founding of a general hospital. Warren and Jackson were concerned with the devastating nature of protracted illnesses such as insanity; the inability of family to pay for long-term care often led to neglect, which in turn transformed an acute into a chronic illness. The ideal solution was a hospital that would accept insane patients, and derive its support from private donors and public funds.

The following year the General Court passed an act of incorporation and contributed a private estate valued at $20,000 as an endowment if the corporation raised $100,000 from private sources. Fund raising was delayed by the War of 1812, but by 1817 the trustees had raised the requisite funds. The bulk came from affluent citizens associated with the Congregational Church; the thirteen largest gifts amounted to $56,000. Denominational rivalries were evident in the appeal of the clergy. “Shall the Congregational scion alone be barren of the sweetest fruits which the tree of Christianity had produced?” they noted when calling attention to the charitable activities of other Christian denominations.

Even before the Massachusetts General Hospital had opened, the trustees had already decided to separate insane from other patients. The hospital was placed in Boston; the asylum for the insane in nearby Charlestown. After receiving its first patients in 1818, the facility was officially renamed McLean Asylum for the Insane in 1826 after John McLean, who had donated $25,000 and made the hospital his residual legatee. Eventually the corporation received nearly $120,000 from his estate—a huge bequest by prevailing standards.16

While the Boston elite was founding the Massachusetts General Hospital and McLean Asylum, Philadelphia Quakers were in the process of creating an institution modeled along the lines of the York Retreat. Concerned with members of their own denomination, the Society of Friends began to discuss the issue in 1811, and by 1813 had adopted a constitution and launched a fund-raising drive. Although admission would be limited to members of the Society, ability to pay was excluded as an element. Located in Frankford, a suburb of Philadelphia, the new facility opened in 1817. It was administered by a lay superintendent, and the responsibilities of a resident physician were limited to strictly medical problems. Small in size and sectarian in character, the Asylum did little to shape public attitudes even though its existence stimulated interest in institutional care.17

The third corporate hospital to appear was the Hartford Retreat in Connecticut. Unlike the founders of the Boston and Philadelphia institutions, those who promoted asylum care in Connecticut tended to come from the ranks of physicians. Between 1812 and 1816 the members of the Connecticut Medical Society had discussed the possibility of establishing an asylum and even had appointed a committee to take a census of the insane. The concept was resurrected in 1821 when the Society authorized another investigation of the number of insane persons in the state. Composed of five physicians, including Eli Todd and Samuel B. Woodward, the committee found nearly 1,000 insane persons. “Their situation,” they wrote,


is wretched in the extreme…. Sometimes he [the poor maniac] wanders from place to place without food and without decent apparel; sometimes he occupies an apartment in the family mansion, at once the monument and the source of wretchedness, the victim, and in many cases the cause of insanity….

The wretchedness of those families upon whom devolve the care and maintenance of the insane can be estimated only by those who, from personal observation, have become acquainted with its extent. Their peace is interrupted, their cares are multiplied, their time is engrossed, and their fortunes reduced or entirely dissipated in attempting to restore to reason one unfortunate member…. The misery which they suffer is communicated to a large circle of friends and the whole neighborhood is indirectly disturbed by the malady of one.



Insisting that a hospital could prevent the advent of chronicity, the committee urged the creation of a “Society for the Relief of the Insane.” Its draft of a constitution was quickly accepted by the assembled colleagues.18

By 1822 the legislature had approved of the act of incorporation. Although the superintendent had to be nominated by a committee of the State Medical Society, a complex system of governance was adopted that weakened his authority and resulted in protracted internal conflict for more than five decades. Within months a fund-raising drive was launched. The lead was taken by the original five physicians who were assisted by eminent members of the clergy. The support of the latter was understandable, since the Second Great Awakening had a profound impact within Connecticut. Indeed, many of the physicians active in the efforts to establish the Retreat had been influenced by their religious background and upbringing. Less affluent than their Massachusetts counterparts, Connecticut citizens had only contributed $12,000 by the spring of 1822. That same year the legislature provided a subsidy of $5,000, and gave the Society for the Relief of the Insane the authority to operate a lottery. Fund raising proved more successful than the lottery, and the Retreat finally opened in 1824. Financial problems, however, continued to plague the Retreat throughout its early years.19

At the same time that institutions were established in Boston, Frankford, and Hartford, the insane department of the New York Hospital was undergoing a series of reorganizations that by 1821 had given it a somewhat autonomous character. Opened in 1791, the hospital did not segregate the insane. By 1808, however, a separate facility, built for about $50,000, was opened. Although an administrative reorganization provided for a physician to visit patients, a lay caretaker exercised the powers of a superintendent, suggesting that the reorganization was hardly informed by the newer views about the care and treatment of the mentally ill associated with Pinel and Tuke.

Thomas Eddy, influenced by his Quaker brethren, presented the governors of the New York Hospital in 1815 with a series of far-reaching recommendations that reflected the influence of Samuel Tuke and the York Retreat. His views prevailed, and the governors purchased a thirty-eight acre tract on Manhattan’s upper west side, then known as Bloomingdale (and now the site of Columbia University). They also sent a petition to the state legislature, citing the large numbers of applications for admission, the lack of facilities, and the “indiscriminate mixture… of persons of different character, of various and opposite religious sentiments, the serious and profane, the profligate and virtuous.” Prodded by Eddy’s skillful lobbying, the legislature granted the hospital an annual subsidy of $10,000 until 1857, giving the institution a quasi-public character. In July of 1821 patients were moved into the newly named Bloomingdale Asylum. A division of authority between a lay superintendent and a resident physician would create internal strife for nearly three decades.20

These early hospitals generally cared for a severely incapacitated population. William Handy, who served as the visiting physician at the asylum of the New York Hospital in 1817 and 1818, kept records on about seventy-five patients. Two-thirds were male, and half were no more than thirty years of age. Handy was obviously little interested in nosological categories; most of the inmates were described as maniacs. Many were violent, and were perceived to represent a danger to themselves or their families; others were clearly depressed. One twenty-two year old male admitted in 1817 had received a good education, but declined to join his father’s tannery business. Unable to hold a job, he became “gloomy, sullen, discontented, and hypochondriacal,” and his mind “appeared to be left a prey to the gloom of solitude.” During a trip to the South he became “mentally deranged,” and he was confined in a straightjacket. Upon his return “his maniacal symptoms returned and overwhelmed him, [and] he became frantic and has ever since been subject to paroxysms of madness” so severe as to require the use of restraints. A forty-five year-old female who had been ill for three years came to the conclusion that she “must kill one of her family and must be imprisoned and executed, that the devil reigned and they must pray to him.” Most of the patients were institutionalized by their families, who found themselves unable to deal with behavior that was often disruptive in the extreme.21

Treatment in hospitals tended to be empirical and eclectic. Handy, for example, preferred mild cathartics and warm baths, and expressed hostility to “drastic purges.” Hyoscyamus, camphor, and opium were used to sedate violent patients. Patients who refused to eat were fed by a funnel. The time-honored practice of bloodletting was occasionally used, although Handy expressed doubt about its efficacy. Recreation and employment were highly valued for their therapeutic effects. In extreme cases solitary confinement and restraining devices were employed, although they were discontinued as soon as was feasible. The means of restraint were easily available, Handy conceded, “but it should be the supreme object of those who have assumed the supreme responsibility of governing the insane, to restore to their reason and to society the greatest possible number of these afflicted beings… [which] will be most certainly accomplished by strict attention to a moral regimen.”22

Popular in their respective communities, these early hospitals did not become models that were widely emulated, but they did influence subsequent developments. They were instrumental in spreading and popularizing some of the newer concepts of mental disorders, including the belief that early treatment implied a hopeful prognosis. Moreover, some of the physicians associated with them helped to create a medical specialty concerned with mental illnesses that subsequently shaped policy. Yet the structure, limited financial base, and affluent clientele precluded these institutions from becoming the foundation of a comprehensive system of hospitals serving the entire community.

Although in the mainstream of early nineteenth-century psychiatric thought and practice, these private or quasi-private asylums accepted relatively few patients. McLean, for example, admitted about sixty-one patients annually in the first twelve years of its existence. Discharging about fifty-five cases yearly, the average number of resident patients was usually under fifty. Bloomingdale treated twice as many as McLean, but the Hartford Retreat in the 1820s admitted only forty-one patients yearly and the Friends’ Asylum somewhat over twenty. Their small size notwithstanding, these hospitals claimed striking successes. Of the 666 patients discharged between 1818 and 1830, McLean listed 247 as recovered, 96 much improved, and 91 improved; the figures for Bloomingdale between 1821 and 1844 were comparable. Though seemingly exaggerated, there is good reason to take these claims seriously. The criteria for recovery, after all, were by no means vague or unrealistic. When discharging a patient as recovered, early nineteenth-century alienists (to use the terminology of that era) were simply stating that the individual could function at a minimally acceptable level in a family and community setting. To be sure, some individuals discharged as recovered were subsequently rehospitalized, but many never reentered a mental hospital.23

The seeming success of early hospitals had some unforseen consequences. In their early years they attempted to make provision for patients who could not afford the costs of protracted hospitalization, a reflection of the belief that such institutions should serve the whole community. Once opened, however, they faced serious financial problems. What would be the source of operating funds, as compared with capital expenditures? Should those unable to pay be denied admission? Should the state or local community subsidize such cases? Or should trustees seek private funds?

At the outset these hospitals (excepting the Friends’ Asylum) sought to admit a heterogeneous patient population. Yet economic realities ensured that ability to pay would become an important element. By the time McLean opened, for example, the earlier stipulation in its charter that public subsidies would support poor patients had been repealed, and only more affluent patients were admitted. As early as 1822 the trustees expressed regret at their inability to accept free patients and the need to discharge others who could pay their bills. Although superintendents had leeway to use private donations to subsidize patients, they did not necessarily do so on the basis of need. Such funds were sometimes used to support private patients when relatives who could afford to pay refused to honor their responsibilities. Luther V. Bell, McLean’s eminent superintendent, found that he could retain partially recovered patients when relatives were assured that “there will be no more bills.” “Even the question of ability,” Bell added, “does not necessarily enter into [the issue of a subsidy]… as it unfortunately is true, that selfishness of responsible relatives might sacrifice a most valuable and interesting patient.” By the middle of the nineteenth century McLean was the most exclusive hospital in the nation; average annual expenditure per patient was double that of its public counterparts.24

Similar situations prevailed at Bloomingdale and the Retreat, although exclusiveness evolved more slowly than at McLean. At Bloomingdale an annual state subsidy ensured the admission of nonpaying patients. In 1828 17 percent of patients were supported by public and charitable grants; by 1838 the figure had risen to 40 percent. But when the city and state opened their own institutions in 1839 and 1843, respectively, Bloomingdale—in the words of its superintendent—sought to serve “the wealthy” and “indigent persons of superior respectability and personal refinement.” The latter included “families of clergymen, and other professional persons… teachers and business men who have experienced reverses… [and] dependent unmarried females.” With the aid of a public subsidy, the Retreat also accepted poor insane patients. Following the opening of a state institution in 1868, however, admissions were limited to an affluent clientele.25 Despite an initial commitment to serve a heterogeneous population, trustees of these institutions were confronted with the relatively high costs that accompanied protracted confinement. For this and other reasons, therefore, they preferred to admit patients whose families were willing and able to pay for the costs of care and treatment.

The growing exclusiveness of private hospitals became a widespread phenomenon and included institutions founded later in the century, such as the Pennsylvania Hospital for the Insane (reorganized and given autonomy within the structure of the Pennsylvania Hospital in 1841) and Butler Hospital in Providence, Rhode Island. The latter, opened in 1847 with a large bequest from Cyrus Butler, accepted poor patients with the assistance of a substantial state subsidy. When chronic pauper patients were removed following the opening of the “State Farm” in 1870, Butler adopted a more selective admission policy that emphasized ability to pay. Dr. John W. Sawyer, its superintendent, approved of the new policy. “I think,” he wrote to Dorothea L. Dix, “it will result in increased usefulness and a firmer hold upon the interest and good will of the people.”26

That these hospitals catered to affluent patients is not difficult to understand, given their narrow base of support. Private philanthropy during the first half of the nineteenth century was limited in scope. Moreover, a variety of projects competed for available funds, including general hospitals as well as welfare, educational, and religious institutions. Private mental institutions could not secure sufficiently large operating funds to enable them to accept a heterogeneous rather than a homogeneous patient population. Few local communities were willing to pay the costs of treating their residents. Indeed, even families with means often found it difficult to keep paying for protracted confinement.

The shift to a homogeneous and affluent patient body, however, was not merely a function of economics. Americans, like most peoples, tended to live within the relatively narrow parameters of a cohesive and clearly defined ethnic or economic group. The arrival in the United States of minority ethnic groups in the early nineteenth century only accentuated the process of group identification and solidarity. Affluent families sent their members to private hospitals with the expectation that they would not mix with ethnic or racial minorities. In this respect mental hospitals were no different than other institutions that differentiated between individuals on the basis of class, race, status, and educational level.

As a group, few medical superintendents expressed opposition to a class-based system of private institutions. Samuel B. Woodward, superintendent of the most important public hospital in the 1830s and 1840s and first president of the Association of Medical Superintendents of American Institutions for the Insane (AMSAII, which ultimately became the American Psychiatric Association), was aware of the social distance that separated private and public hospitals. Patients at the Hartford Retreat, he noted, “are of a higher order, and would afford, I should think, a larger sphere of operation for the exercise of skill and ingenuity, and for the accumulation of results which would benefit mankind.” In a similar vein Bell defended McLean. “It is not unreasonable,” he wrote in 1839, “that one Institution in New England should be designed for the reception of those whose pecuniary ability justifies their enjoying not only the necessaries and comforts, but the luxuries and superfluities of life to which they may have been accustomed…. To the polished and cultivated it is due as much to separate them from the course and degraded, as to administer to them in other respects.” John Butler at the Hartford Retreat echoed these opinions in 1867. “It is evident,” he wrote,


that different classes will require different styles of accommodation. The State should provide for its indigent insane, liberally and abundantly, all the needful means of treatment, but in a plain and rigidly economical way. Other classes of more abundant means will require, with an increased expenditure, a corresponding increase of conveniences and comforts, it may be of luxuries, that use has made essential. This common sense rule is adopted in other arrangements of our social life—our hotels, watering places, private dwellings and various personal expenditures.27



With the opening of the Hartford Retreat in 1824 the initial phase of the movement to create asylums ended. To be sure, similar institutions were founded in the 1840s (notably the Pennsylvania Hospital for the Insane and the Butler Hospital), and other private and religious asylums came into existence during and after midcentury. Yet the limited resources of private philanthropy, the high costs of protracted confinement, and the growing exclusivity of admission policies all but destroyed the hope that such asylums could serve the entire community rather than the affluent. When it became clear by the 1820s that such institutions, no matter how striking their successes, would be unable to meet perceived social needs, the stage was set for the emergence of the public mental hospital.



During the second quarter of the nineteenth century responsibility for the care and treatment of the insane slowly fell under the jurisdiction of asylums established and administered by the states. The process of asylum building was rapid in some areas and slow in others; indigenous circumstances often shaped the responses of individual states. Yet within several decades a broad consensus had taken shape around the concept that the insane should receive care and treatment in public mental hospitals, and that ability to pay should not be a criterion for admission.

The belief that mental health policy was the responsibility of the state was not solely a product of benevolent and humanitarian concerns or a recognition that private hospitals could not meet existing needs. On the contrary, the founding of public institutions was an expression of the growing conviction that population growth, depression and unemployment, widening class distinctions, and immigration of minority ethnic groups—all of which were accompanied by a seeming increase in poverty, indigency, disease, and crime—required the creation of formal institutions to replace older ad hoc mechanisms that were ill-suited in a rapidly changing society. Fear and optimism combined to shape the ways in which Americans responded to social problems.

The preoccupation with the need to rationalize public policy was evident in several early nineteenth-century public investigations into the nature, causes, and extent of pauperism and its ramifications. In Massachusetts the influential Josiah Quincy chaired a legislative investigation in 1820; three years later New York Secretary of State John Yates conducted another inquiry. Local officials shared similar concerns; the Philadelphia Guardians of the Poor appointed a committee in 1827 to review welfare practices in other urban areas. Virtually all of these investigations began with two assumptions. First, that there was a fundamental distinction between the “impotent poor,” a group that included those “wholly incapable of work, through old age, infancy, sickness or corporeal debility,” and the “able poor… capable of work… but differing in the degree of capacity.” Secondly, that pauperism was increasing, and, unless checked, would weaken if not destroy the fabric of American society. “It is well known to the General Court [i.e., Massachusetts legislature],” Quincy observed, “that the evils of pauperism, in Great Britain, have of late years, become so desperate and malignant in their nature, as to have been a subject of parliamentary investigation, and that the causes of those evils and their remedies, have been the source of more controversy… in that nation, as perhaps any other subject whatsoever.” His committee urged that towns no longer subsidize paupers in their homes, for this was “the most wasteful, the most expensive, and most injurious to their morals and destructive of their industrious habits.” Its members recommended instead that the state authorize the creation of a poor relief system that rested on public almshouses and workhouses. Yates went beyond the Quincy Committee; he urged that each “house of employment be connected with a work house or penitentiary, for the reception and discipline of sturdy beggars and vagrants.” Discipline, he added, should consist of either “confinement on a rigid diet, hard labor, employment at the stepping mill, or some treatment equally efficacious in restraining their vicious appetites and pursuits.” At the same time Yates held out the hope that the “growing evils of pauperism” could, “with proper care and attention, be almost wholly eradicated from our soil.” The existing system, he added, penalized idiots and lunatics, who did not receive sufficient care and attention in towns that lacked suitable asylums for their custody. Virtually all of these investigations were based on the belief that new problems required innovative and formal institutional solutions. The activities of figures like Quincy, Yates, and other like-minded individuals, led to a dramatic increase in the number of almshouses and workhouses.28

The effort to rationalize public welfare by creating formal institutions was by no means an isolated phenomenon. In the early nineteenth century Americans were preoccupied with creating new organizational structures—including schools, prisons, juvenile homes—designed to assume functions previously assigned to families and neighbors. The creation of a system of public asylums reflected the same concerns that underlay the growth of institutions; fears that traditional informal mechanisms no longer sufficed, and a faith that new institutions would resolve long-standing problems.

Ironically, the first public hospitals appeared not in the populous Northeast, but in the more rural South where the absence of an affluent elite committed to a stewardship ideal of wealth promoted receptivity toward public action. Yet these institutions were somewhat removed from the optimism associated with Pinel, Tuke, and others who emphasized the possibility of cure in a well-ordered asylum. Consequently, they tended to assume a custodial character; their primary function was to protect both the individual and community from behavior that was either obstructive or dangerous. In Virginia, for example, the high costs and difficulty of transporting patients from the more remote western section to the Williamsburg institution led the legislature to establish the Western Lunatic Asylum in Staunton, which opened in 1828. During the first eight years of its existence, Staunton lacked the resources to implement many of the newer therapeutic ideologies, and therefore developed a custodial character. “Every thing has been provided, which humanity could prompt, for the protection and support of the insane,” noted Francis T. Stribling (a physician who subsequently became superintendent and presided over its transformation), “but nothing has been done for the purpose of removing their affliction and enabling them to resume the care of themselves.” The institution, he added, “deserves no higher appellation, than a well-kept prison.”29

Much the same was true of the Kentucky institution, which opened in 1824. By dividing authority between a lay keeper and an attending or resident physician, the institution made it clear that custodial functions took precedence over therapeutic requirements. As late as 1844 nearly 80 percent of its 236 patients represented chronic cases with histories of insanity ranging from five to forty years. The patients, observed the first medical superintendent appointed in 1844, “were generally from the lower classes of society” and had “no desire for mental or moral enjoyment.” Rational classification was all but absent. “Appalling indeed was the spectacle, to the rational mind, upon entering the halls of our Asylum,” he added, “to behold the promiscuous and heterogeneous assembly of associates…. The same gallery resounded with the discordant sounds of maddened ravings, giddy laughs, senseless chatter, sepulchral moanings, earnest prayers, fiendish oaths and pious songs.”30

The South Carolina Lunatic Asylum, on the other hand, was founded in 1828 by individuals familiar with private hospitals in the Northeast and hence aware of the newer therapeutic concepts associated with Pinel and Tuke. Designed to care for both the affluent and impoverished, the asylum attracted patients from neighboring southern states lacking comparable institutional facilities. Its officers sought to maintain an equilibrium between paying and pauper patients; to shift the balance toward the latter, they believed, would eventually discourage admission of the former. They also sought to implement the principles of moral treatment while simultaneously employing such traditional medical interventions as sedative and purgative drugs, hydrotherapy, and special diets. If structural and financial barriers inhibited striking therapeutic successes, the South Carolina Lunatic Asylum was nevertheless a harbinger of things to come.31

Although the first public institutions appeared in the South, the foundations of an institutionally oriented mental health policy were laid in the Northeast. Cultural, intellectual, scientific and medical leadership was for the most part concentrated in its more populous metropolitan areas. In the century following the American Revolution a few states—notably Massachusetts and New York—inaugurated a series of innovative social, economic, and educational policies and practices; other states, with but few exceptions, tended to follow their example. The founding of a state asylum in Massachusetts in 1830, therefore, acted as a catalyst that set in motion a movement designed to make state hospitals the focal point of mental health policy.

In the seventeenth and eighteenth centuries the citizens of Massachusetts had manifested more concern with insanity than residents of other colonies, and this interest persisted. In 1797 and 1816 the Massachusetts legislature enacted statutes mandating that welfare and penal institutions accept “lunatics, and persons furiously mad” whose behavior threatened the welfare of others or who were so impoverished as to require public assistance. The confinement of the insane in welfare and penal institutions, however, raised troubling problems, which were ultimately brought to public attention by the Reverend Louis Dwight.

An agent for the American Bible Society, Dwight had visited prisons while dispensing Bibles to inmates. He was appalled by the conditions he observed in most local jails, and came to the conclusion that they served no useful purpose as then structured. “You will probably know, at some future day, if my health is spared, what I this day witnessed,” he wrote in impassioned words after visiting a Baltimore jail in 1825. “There is but one sufficient excuse for Christians, in suffering such evils to exist in prisons, in this country, as do exist; and that is, that they are not acquainted with the real state of things.” As a vehicle for change he founded the Boston Prison Discipline Society in 1825, an organization dedicated to the redemption of criminals. During his travels Dwight also found lunatics housed in local prisons where they lived under shocking conditions. In a jail with ten insane residents, one was confined in a room that he had left but twice in eight years. Food was furnished through a small hole in the door, and there was no heat. “As he was seen through the orifice in the door,” Dwight reported, “the first question was, is that a human being? The hair was gone from one side of his head, and his eyes were like balls of fire.” In another jail a lunatic had been in the same room for nine years.


He had a wreath of rags around his body, and another round his neck. This was all his clothing. He had no bed, chair, or bench. Two or three rough planks were strowed around the room: a heap of filthy straw, like the nest of swine, was in the corner. He had built a bird’s nest of mud in the iron grate of his den. Connected with his wretched apartment was a dark dungeon, having no orifice for the admission of light, heat, or air, except the iron door, about 2 ½ feet square, opening into it from his Prison. The wretched lunatic was indulging [in] some delusive expectations of being soon released from this wretched abode.32



Since the Society was composed of prominent citizens, Dwight was able to call upon a member who was also a prominent legislator. He was instrumental in convincing the legislature to appoint an investigating committee. Within a year its members had recommended either that the Massachusetts General Hospital accept lunatics or that McLean construct a separate building with appropriate public support. Nothing occurred until young Horace Mann, then on the threshold of an eminent career as an educational reformer, proposed that the state establish an asylum for the insane. Like others of his generation, Mann believed that to be a social activist was to fulfil a religious mission. He persuaded his legislative colleagues to appoint him to chair a committee charged with enumerating the insane and developing a recommendation. At the same time he familiarized himself with European and English theories and practices relating to the care and treatment of the insane. In urging the state to establish a hospital, Mann delivered an impassioned peroration.


While we delay, they suffer.—Another year not only gives an accession to their numbers, but removes, perhaps to a returnless distance, the chance of their recovery. Whatever they endure, which we can prevent, is virtually inflicted by our own hands…. It is now… in the power of the members of this House to exercise their highest privileges as men; their most enviable functions as legislators, to become protectors to the wretched, and benefactors to the miserable.33



As a result of his efforts, the legislature in 1830 overwhelmingly approved a bill providing for the erection of a state lunatic hospital for 120 patients and appropriated $30,000 for the project.

Located in Worcester, the new hospital opened in 1833. Under the leadership of Samuel B. Woodward, its first superintendent, the hospital quickly acquired a national reputation. Unlike existing asylums, it admitted relatively large numbers of patients; between 1833 and 1846 its average daily census rose from 107 to 359. More important, the hospital was structured in such a way as to maximize moral and medical treatment, for Woodward was intimately acquainted with contemporary psychiatric and medical theory. Above all, the hospital seemed to prove that insanity—with prompt medical and moral treatment—was as curable, if not more curable, than “any other disease of equal severity.”I Between 1833 and 1845 Woodward reported that the number of recoveries of recent cases (insane for a year or less) averaged between 82 and 91 percent (based on the number discharged). His affirmations about the curability of insanity received national attention and played an important role in hastening the founding of hospitals in other states. His claims, noted Pliny Earle, “were widely circulated, and he soon became known, not only throughout the States, but likewise in Europe, and was generally regarded as the highest living American authority in the treatment of mental disorders.” His prominent role was recognized by his colleagues, who elected him to the presidency when the AMSAII was founded in 1844.34

The example set by Massachusetts was quickly emulated by other states experiencing comparable problems. The significance of the Bay State experiment was that it offered an alternative model, namely, publicly supported institutions dedicated to providing restorative and effective therapy. Only in a few states did the drive to establish public asylums succeed immediately. Characteristically, two to five years (and sometimes more) were required before legislatures passed an enabling act and appropriated funds. Usually an additional three years was required for planning and then constructing physical facilities. Consequently, only Ohio and Vermont had functioning hospitals before 1840. Between 1840 and 1849, however, Maine, New Hampshire, New York, New Jersey, Indiana, Tennessee, Georgia, and Louisiana all opened public hospitals. In the next decade sixteen new state, one federal, and four municipal institutions were opened. Even in states like Connecticut and Rhode Island—neither of which had public hospitals before the Civil War—alternative arrangements were made to have the Hartford Retreat and Butler Hospital accept indigent patients in return for public subsidies.35

Between the 1840s and 1860s leadership in the movement to make public asylums the foundation of public policy was assumed by Dorothea L. Dix, an individual whose name became indissolubly linked with institutional care and treatment. A woman whose most striking characteristic was her determination, she devoted her career to the cause of the mentally ill and other distressed groups. In mid-nineteenth century America females had few career choices available to them. They lacked political power, did not have the right to vote, and were legally subordinate to their male counterparts. The belief that women were shaped by biology and fulfilled their destiny by becoming wives and mothers was pervasive. Social activism—precisely because it fulfilled expectations that females were the repository of morality and virtue—was the one public role that was acceptable. Women like Dix, therefore, could forge careers as activists without seeming to defy convention.

Like others of her generation, Dix’s life was molded by her religious commitment to a liberal Unitarian theology. Following a protracted illness in 1836, she traveled to England where, through mutual friends, she may have met Dr. Samuel Tuke and learned firsthand about the York Retreat. Returning to America, she agreed to teach a religious class in the East Cambridge jail. Finding insane persons confined with hardened criminals, she decided to become an advocate for the insane. For more than a year she traveled throughout the Bay State inspecting the places where the insane were housed. In 1843 she sent her first petition to the legislature to support Samuel Gridley Howe’s efforts to expand the Worcester hospital. “I come to present the strong claims of suffering humanity,” she wrote in a moving plea.


I come to place before the Legislature of Massachusetts the condition of the miserable, the desolate, the outcast. I come as the advocate of helpless, forgotten, insane, idiotic men and women; of beings sunk to condition from which the most unconcerned would start with real horror; of beings wretched in our prisons, and more wretched in our almshouses. And I cannot suppose it needful to employ earnest persuasion, or stubborn argument, in order to arrest and fix attention upon a subject only the more strongly pressing in its claims because it is revolting and disgusting in its details.



Combining passion, knowledge, and sheer determination, she insisted that the state had a moral, humanitarian, medical, and legal obligation toward the mentally ill to provide the benefits of asylum care.36

Successful in her first venture, Dix pursued the same strategy elsewhere. After arriving in a state, she would gather data and then present her findings to the legislature, generally in the form of a lengthy petition or memorial. Unconcerned with developing a mass following or arousing public opinion, she turned with unerring political instinct to persuade elite leaders both within and without the legislature. Like others who committed themselves to moral causes, she was not above employing exaggerated rhetoric or embellishing facts. Amariah Brigham, a prominent alienist and hospital superintendent, felt that during Dix’s visit to New York State she “did hurt by coloring & by not accurately observing. She was often mistaken & this has thrown a doubt over all her statements with many.” Time and age did not change Dix. Isaac Ray, one of the two most important psychiatrists of these decades and a close friend, observed in 1873 that she often censured “without good judgment, but has generally a basis for her censures.”37

Dix’s devotion to the cause of asylum building gave her a key position in shaping public policy. Indeed, her influence extended to the emerging specialty of institutional psychiatry. When superintendencies became vacant, she played an important role in deciding upon replacements. Younger physicians seeking a career in asylums often consulted with her about their aspirations and plans. Nor was her position as a powerful figure honorific; she was often called upon to adjudicate or to pass judgment on internal institutional conflicts. Her personality and persistence made it difficult for legislators to ignore her efforts. Pursuing a strategy of deliberately ignoring such issues as the abolition of slavery, she was able to exert influence in all regions of the nation. By the close of her career she had been responsible for founding or enlarging over thirty mental hospitals in the United States and abroad.

To be sure, Dix’s achievements reflected the society in which she lived. In early and mid-nineteenth century America government activity, particularly at the state level, was expanding. There was broad agreement that the creation of public institutions to deal with poverty, crime, and insanity represented a valid and desirable policy choice. In committing themselves to schools, colleges, asylums, houses of refuge, and almshouses, Americans demonstrated their belief that the customs and practices associated with smaller, more rural societies were no longer appropriate. Dix’s insistence upon the need for large-scale institutions for the insane, therefore, struck a responsive chord among a generation persuaded that public and quasi-public institutions had to assume functions once contained within the jurisdiction of the family.

The adoption of institutionally oriented policies was national rather than sectional in scope. The pattern of hospital founding in the newer states of the West, for example, differed but little from the East. Even in the South a commitment to institutions was characteristic, although hospitals in this region had lower levels of funding and were plagued by more severe internal problems. In Georgia, for example, the Milledgeville asylum cared for idiotic and epileptic patients as well as the insane. Dr. David Cooper, its first superintendent, was highly eccentric, and, indeed, perhaps insane. Upon reading Cooper’s bizarre and barely comprehensible first Annual Report, the editor of the new American Journal of Insanity questioned its very authenticity. Dix wrote to one correspondent that she had been informed that Cooper “is really insane, but being harmless, the Trustees consent to his remaining in charge of the Institution.” The appointment of a new superintendent in 1847 did not improve conditions at the asylum; as late as 1872 two physicians who conducted a study for the legislature remarked that they “commended nothing, for the very simple reason, that we saw nothing to commend…. We can say nothing about the Asylum but that in the past it has been a failure, and now needs a thorough reorganization.”38 The experiences of Georgia provided dramatic evidence that the mere founding of a hospital did not necessarily resolve existing problems; the internal administration and levels of financing played equally vital roles.

The opening of a new asylum in virtually every state was generally followed by a steady rise in admissions and resident populations. The presence of a mental institution had the inadvertent effect of altering both the expectations and behavior of the surrounding population. When offered an alternative to home or community care, many families and local officials opted to use institutional facilities with far greater frequency than was originally anticipated. New asylums, therefore, found that admissions tended to exceed capacity. When the Worcester hospital opened in 1833, for example, it had 120 beds. Within thirteen years it tripled in size as a result of two major additions to its physical plant. In 1840 eight asylums admitted an average of 180 patients; a decade later twenty-two institutions admitted nearly 329 persons. That there were limits to the size of individual asylums was obvious. Over time, therefore, most states established additional facilities. By 1875, for example, California, Illinois, Iowa, Kentucky, Missouri, New York, Ohio, Pennsylvania, Virginia, and Wisconsin, had two or more institutions. This process of expansion would continue for more than a century; not until 1955 did the total inpatient population peak at nearly 559,000.39
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