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Abstract

Having embarked on a vast journey of asylum construction from the 1860s, Scottish mental
health care faced uncertainty as to the appropriate role of the asylum by the 1880s. Whereas
the mid century was dominated by official efforts to lessen the asylum’s custodial image, late
Victorian asylum culture encompassed both traditional and new themes in the treatment and
care of patients. These themes included hospitalisation, traditional moral approaches, and

wider social influences such as the poor law, philanthropy, endemic disease and Victorian
ethics.

In an age of medical advance, Scottish asylum doctors and administrators introduced
hospitalisation in a bid to enhance the status of asylum culture. The hospitalisation of the
asylum was attempted through architectural change, transitions in mental nursing and the
pursuit of laboratory research. Yet as a movement, hospitalisation was largely ornamental.
Although hospitalisation paved the way for impressive new buildings, there was little additional

funding to improve asylum infrastructure by raising nursing standards or to conduct laboratory

research work.

While the Commissioners in Lunacy proclaimed ‘hospitalisation’ to be a distinctive part of the
“Scottish approach of mental health care, the policy’s origins lay not with the policy makers but
with individual medical superintendents. Although hospitalisation became an official approach
by the General Board of Lunacy, like any other theme in asylum culture, the extent of

hospitalisation’s implementation relied on the support of individual doctors and local

circumstance.

Despite this attempt to emulate modern medicine, moral management rather than

hospitalisation methods continued as the fundamental approach of treatment and control in
most institutions. The main components of moral management were work and a system of
rewards (implemented through liberties and accommodation privileges). The process of

mental recovery continued to be linked to industriousness and behaviour.

The thesis acknowledges the impact of local forces and wider society upon attitudes towards
mental health care, such as the economically driven district lunacy boards and to a lessening
extent the parochial boards and philanthropy. In viewing the asylum within the wider context
of Scottish society, the asylum shared some characteristics with other Victorian institutions.
Finally, although the patient's autonomy within the system should not be overplayed, the

asylum doctor was also affected by the patients’ co-operation with treatment and the

involvement of family and friends in admission.
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Notes on Usage

Language used to describe mental illness in the nineteenth and early twentieth century is
subject to generalisation. ‘Insanity’, ‘lunacy’, ‘madness’ and ‘mental disorder’ were terms
used to desctibe a range of mental illnesses. Although the term ‘mental illness’ is used in
non source material, diagnostic labels used by doctors are retained to denote contemporary
attitudes. Patient anonymity is maintained throughout the thesis. When reference to a-

patient 1s made, his/her initials are used and their gender stated.
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Chapter One
Introduction, Methods and Sources

The Hospitalisation of the Asylum is stlll, on the whole, an ideal to be aspired to.!

Introduction

The Scottish tradition of asylum care through a lay and community response was in
decline by the mid Victorian era. The right to some form of care for the mentally ill
poor was provided under the Poor Law Amendment Act of 1845. The subsequent
establishment of the General Board of Lunacy under the 1857 Scottish (Lunacy) Act
formed part of the general legislative and institutional approach towards health care in
this pertod. The consequence of the 1857 Act was the construction of over 20
District Asylums by 1914 that initially relied on a moral approach to mental illness,

prmarily through the prescription of wotk.

In the 1880s, hospitalisation emerged as a2 new approach in asylum care. Further details
of its features are set out in the next chapter. In summary, the overall objectives of
hospitalisation were to build hospital buildings at asylums and therefore adopt some
‘hospital’ approaches in treatment and diagnosis; the pursuit of scientific research and
links with general hospitals through psychiatric and obsetrvation wards. A further

product of hospitalisation was the introduction of female nursing to male wards.

Historiography acknowledges that hospitalisation existed as an official policy that was
promoted by the General Board of Lunacy and supported by many asylum doctors.

Jonathan Andrews discusses hospitalisation on a number of occasions in his work on

Scottish psychiatry.



...Commissioners had also placed considerable emphasis on...the incorporation

of "hospital” features in their stead...Sibbald's belief in the hospitalisation

of the asylum regime was broadly shared by asylum specialists during the 1890s.2

Yet the power and influence of the Commissioners in promoting hospitalisation should
not be overestimated. As with any movement, its ongins were as much to do with
initiatives by individual doctors as the influence of the central authority. Similarly,
changes in asylum care should not only be viewed as a power struggle between the
General Board of Lunacy in Edinburgh and the locally scattered medical
superintendents. Hospitalisation and asylum culture in general, was not devoid from
the wider context of Scottish society and medicine. Neither should asylum culture be

understood without consideration of local factors and players including district lunacy

boards, the family and the poor law parochial board.

Paying attention to only one strand of mental health care such as hospitalisation fuels
the danger of overshadowing what else was happening as a local level, either in an
individual asylum or community. As such, this thesis attempts to uncover any regional
initiatives, however localised these developments might appear. Similarly, 1t 1is
important to bear in mind the continuation of traditional approaches towards mental
illness between 1880 and 1914. The reseatch examines the ongoing importance of

moral approaches and work 1n Scottish asylum culture.

Far from the intention of sounding 'late Whiggish” the thesis acknowledges that late
Victorian psychiatry faced tremendous failures in the treatment of mental illness. The

inability of the asylum to ‘cure' was not only apparent in the district asylums but also

the traditional Royal institutions that increasingly catered for a private clientele. In this

context then, the attempt to infiltrate asylum life with hospital features was an attempt



to lift declining tecovery rates and curb spiralling admissions. By attempting to emulate
general medicine through hospitalisation techniques, asylum doctors hoped that their

control of psychiatry would be tightened and that an image of modernity would be

propagated to the wider society and medical community.

Reviewing the Literature

Although histoniography of psychiatry is occasionally slightly jaded in its repetition of
Scull and Foucault’s atguments, the two men are important figures within any
discussion of psychiatric history. As such, this thesis has engaged with their work and
has also attempted to highlight the imbalance between the local — central interface that
Revisionists are apt to ovetlook. While similarities in research findings are identified
with both Scull and Foucault’s arguments, the thesis takes into consideration the

weaknesses of the men’s theories when applied to Scottish asylum culture.

Traditionally reiterated is the optimistic tale of how eighteenth century barbarity
towards the mentally ill evolved 1nto the early nineteenth century’s moral treatment.
Such accounts are synonymous with the progress made in institutional care and the
professionalisatton of the medical community. Whiggish accounts were generally
provided by those within the medical profession and psychiatrists strongly linked to

4

their own institutions.” Whig history tends to regard asylumdom as fundamentally

progressive. For example, the Scottish psychiatrist Drummond Hunter sees the move

towards hospitalisation as a successful modernisation of asylum care.’

In the 1960s, the anti-psychiatry movement attacked the fundamental basis of the

asylum and urged de-institutionalisation. Erving Goffman termed the phrase 'total

institution' in order to describe a variety of social institutions that shared similar
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attributes 1n terms of discipline and daily activity. Goffman argued that the toéal

character of the institution was most vividly symbolised by the batriers placed between

the patient and social intercourse with the outside wotld. As such, an artificial
environment was enforced within the ‘total institution.” While inmates were forced to

accept the discipline meted out by the staff, daily life was also strict for the staff in the

institutton.®

Revisionists also turned their attention to the 'evils' of the Victorian institution and
attempted to draw parallels between the ‘total institution’ and nineteenth century
workhouse, prison and asylum. In Ignatieff's study of prison life he argues that it was
no accident that penitentiaries, asylums and workhouses all looked the same and

imposed strict discipline on their residents.

The institute of the prison took its place within a structure of
other institutions so interrelated in function, so similar 1n design, discipline
and language of command that together the sheer masstveness of their

presence in the Victorian landscape inhibited further challenge to their logic.?

Such institutions shared similarities such as surveillance and control alongside a beltef
in reform, hard labour and routine. These institutions were apparently a part of the

vision of social order that was fiercely supported by both the rich and powerful.

Foucault provided one of the most influential piece of work in psychiatric
historiography that gives a cnitique of the asylum and its psychiatnists. Madness and
Civilisation generated extensive debate from historians who have both praised his vision
and criticised his generalisation. Foucault famously argued that the period 1660-1800
should be earmarked as the 'Great Confinement' throughout Europe. The 'mad’ were

rounded up with vagrants, ciminals and beggars. Once in the asylum, workhouse or



Bastille, people were put to work. This confinement was implemented as a tool of

social order by the bourgeoisie forces in order to 'police' the poor insane.®

From the 1800, there emerged a new form of control when Pinel struck chains off the
insane inmates at a Pansian asylum. Foucault contends this new era of non-restraint
was little more that a gigantic moral impnisonment imposed as a tool of social control.
Within the asylum, madness was silenced through psychological terror and the insane
were treated as children. Reason was restored through work and observation. Foucault

epitomized this era of 'moral management' at the York retreat under the Tukes.

The partial suppression of physical constraint was the constitution of

a "self constraint” in which the patients freedom was ceaselessly threatened

by the recognition of guilt...one was in the grip of a positive operation that
confined madness in a series of rewards and punishment and included in 1t the

movement of moral consciousness.?

The asylum became a symbol of social control and the physician became the most

important figute in the patient's incarceration, treatment and discharge.”

There are many obvious criticisms of Foucault's work that have been consistently
pointed out by historians. Melling suggests that Foucault reduces psychiatric history to
the work of only a few individuals and marginalises the various social classes, kinship
networks and politics that shaped treatment and local developments.'' Porter contests
the factual accuracy of the 'Great Confinement’. Although conceding that the theory

of confinement rnings true of the Classical era in France, a 'Great Confinement' did not

p

occur in Britain until Victorian era.’” As to Foucault's assertion that the asylum was a

method of policing the insane poot, Porter replies that this does not explain away the

large numbers of middle and upper class people confined to institutional care."”



Foucault’s text Discipline and Punish is relevant to the thesis. A theme of his history of
discipline is the use of 'normalising judgement' in the disciplinary institution. Foucault
argues that this theory aimed to reform the individual from within. Inmates were
subjected to a sentes of graded rewards and punishments, where progression resulted

from the inmate’s good behaviour (naturally defined by the controlling powers).

The distnbution according to ranks or grade has a double role: it marks
the gaps, hierarchizes qualities, skills and aptitudes but it also rewards and
punishes. Itis the penal functioning of setting in order and the ordinal
character of judging. Discipline awards simply by the play of rewards, thus

making 1t possible to attain higher ranks and places, 1t punishes by reversing

thts process.!*

In the prison, individuals were also subjected to constant observation, penalties for
infraction, work and a structured day. As the prsoner reformed, they moved closer to

a series of privileges that culminated in probation.

Both Foucault and Ignatieff are cnticised for their generalisations. Counter-
Revisionists contend that model prisons built in the ‘panopticon’ design were an ideal
rather than a reflection of actual practice and did not necessarily filter down to local
ptison construction.”” Ignatieff does concede that more emphasis should be placed on
local decision making 1n the construction of institutions. However, he still attaches
importance to the theory of the prison or asylum as a tool of social control and

questions why the nineteenth century developed such an institutional solution to

society’s social problems. '

Despite the cnticisms made of Andrew Scull's work, this man is commended as the

first to take up the Foucauldian challenge.'” Describing eighteenth century madhouses

as cruel regimes and nineteenth century asylums as housing a mass of incurable cases,



Scull provided an equally pessimistic albeit more detailed historical account of the

English asylum system between 1750 and 1900."® Scull also does not agree that the
Classical era was one of a ‘Great Confinement’ and suggests that this era did not posses

the economic means to confine the poor."”

The main focus of Museuns _of Madness 1s the social organisation of madness in

nineteenth century industrialising England. In Museums of Madness the asylum 1s an

instrument of social control where unwanted, difficult and dangerous members of
society were confined. The family was influential in filling up the asylum with their
relatives and this made the asylum a convenient dumping group for unwanted people.
Scull argues that the late Victorian asylum was filled to the brim with incurable and
hopeless cases. In order to control large numbers of people, the asylum became a

'custodial' institution whereby work was conducted for the benefit of the institution

and in order to control large numbers of inmates.”

Scull also links the birth of the asylum to an emerging medical profession. In the eatly
days, mad-doctors had come under attack from damaging parliamentary inquiries and
in response, doctors turned to moral treatment in order to reinvent and monopolize
their profession.*’ Scull argues that the psychiattic profession was one ‘convinced of

their biological degeneracy and infertority’ which used asylums to assert its dominance

and authority in society.”

Scull has worked hard to refine his arguments. Museums of Madness was revised and

reproduced as the Most _Soistary _of Afflictions. This text provides greater

acknowledgement of the role of different players in asylum history and also provides a

British rather than English perspective. However, Scull continued to refer to late



Victorian asylums as little more than warehouses that were devoid of cure® With
regard to the professionals, psychiatry had been reduced to 'quarantining the incurable
rather than restoring sanity' and the nineteenth century psychiatric profession ended on
a note of quiet desperation.** The E;lglish focus of the work is also problematic in the
application of 1ts arguments to Scottish asylum culture. Scull himself admits that there

are fundamental differences in the organisation of the English and Scottish asylum

system.”

Scull and Foucault's arguments have come under analysis since the publication of theit
texts. In the 1980s and early 1990s the pair were criticised for producing bold
assumptions about past asylums based upon little data.* Quantitative historians have
used extensive research with asylum registers of admission and casenotes to challenge
Scull’s argument that asylums were dumping grounds for long stay incurable patients.
Among such ctritics ate John Walton, Anne Digby and Lawrence Ray.*’ One drawback
of quantitative history 1s its focus upon individual institutions. However, Digby’s

account of the York Retreat 1s highly relevant in its discussion of moral therapy and

moral management.

More recent research moves its focus away from the medical profession’s dominant
role 1n organising and treating mental illness. Oonagh Walsh suggests that rather than
simple medical dominance, power in the asylum was negotiated between physicians,
patients and relatives as well as Poor Law commissioners, workhouse masters and the
police.” Andrews also questions the extent to which the physician’s power was
absolute in the locality. He suggests that too little attention is currently paid to the

views and strategies of local authorities in the mediation of Scottish pauper lunacy.?’



Other scholars place emphasis on the importance of Poor Law ideology in both the

admission and treatment of patients. By far the most extensive research undertaken on

this subject is by Bartlett in his Poor Law of Insansty (1999).* Bartlett acknowledges that

his research is not concerned with the professionalisation of medical superintendents,
but alternatively, a study of the administration of pauper lunacy. His research suggests
that the asylum should be understood in the context of the nineteenth century Poor
Law and forwards the idea of the asylum as a Poor Law institution. Bartlett argues that
the role of medical professionals is overplayed in the history of psychiatry in that the
administrative and legal structures of the asylum were heavily influenced by the Poor

Law.” Moreover, he suggests that asylum doctors had little say in deciding who was

admitted to the asylum and how asylums should be constructed.”

A 1996 article by Forsythe et al considers the new Poor Law and the county pauper
asylum system in Devon. Forsythe argues that the Guardians of the Poor Law played a
central role in the experiences of the pauper lunatic.”” In other words, the description
of the pauper lunatic aiong with provisions made for management and treatment of the

insane were heavily influenced by the ideology of the Poor Law and the practical

measures taken by local officials.

The importance of lay influence is the second theme defined as a reaction to the
dominance of the medical pro‘fession in the historiography of psychiatry. An earlier
initiator of this subject is Suzuki in his 1995 article on the non-restraint movement.”
Up until Suzuki’s publication, praise for the decline of restraint was placed with the
medical profession and individuals such as Conolly and Pinel™ Suzuki suggests that

outside influences had an impact on the promotion of the non-restraint movement.

He argues this by highlighting how lay magistrates responded to the new Poot Law and
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contemporary prison reform by promoting non-testraint long before the arrival of

Conolly as medical superintendent.’’

David Wnght stresses the importance of the family as another lay influence in asylum
culture. By separating the confinement of asylum patients from the history of

psychiatry, Wright challenges the idea that the professionalising medical profession was

8

central to admission of patients.® Alternatively, Wright believes that control over

confinement was determined by the wishes of the family to control and look after

- : 9
insane relatives.’

Much of the existing literature deals pnmanly with English institutions. (This is with
the exception of [nsanity and Institutions, which does present a UK and an international
focus especially through wrters such as Oonagh Walsh, Lorraine Walsh and Jonathan
Andrews). In Scotland, Jonathan Andrews and Allan Bevenidge have led the way in
documenting events. Much of Andrews’ Scotttsh work focuses on developments in
the West of the country. In his review of psychiatry in Glasgow, he provides
discussion of District Asylums as well as outlining the development of mental
pathology in the city.¥ His work on the Lunacy Commissioners is also useful in its

account of the General Board’s work and individual Commissioners involved in the

asylum system post 1857.*

In the main, Scottish literature has generally focused upon individual histories of
institutions. Although many accounts are only useful for background narrative,
Andrews and Jain Smith’s (ed) history of Gartnavel Royal Asylum in Glasgow is mote
analytical in scope.* Two other articles may be mentioned in connection with Scottish

asylum history. Bevendge’s study of patients at the Royal Edinburgh Asylum is a study
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of a chartered institution.* Harriet Sturdy comments that the contribution of District
Asylums has not received detailed assessment in the history of psychiatry.* To date,
there has only been one study made of a Scottish District Asylum.®” Although
Beveridge and Doody’s article provides interesting insights of an asylum population,

they do not focus upon hospitalisation or external influences upon asylum life.

Overall accounts of the Scottish asylum system are generally Whiggish in outlook. This
1s with the exception of Frank Rice who provides a lucid account of the Scottish
system after 1857. One example is D.K. Henderson’s Evolution of Psychiatry (1964). As
a retired psychiatrist (and as the title of the book suggests), his views promote the 1dea
of on-going progtess in Scottish psychiatry. Tom Walmsley argues that modernisation
did much to ensure the survival of Scottish asylums in the first decades of the
twentieth century.’ Also guilty of viewing Scottish psychiatry with rose tinted
nostalgia 1s Drummond Hunter (another retired psychiatrist). Hunter describes

hospitalisation as ‘de-asyluming the asylum’.® He regards the 'open doot' policy to be

9

‘tevolutionary’.” He views the appointment of trained hospital nurses and female

nurses on male wards as a significant development 1n hospitalisatton. He also believes
that important advances were made in the training and education of mental nurses

throughout the eatly twentieth century.*

There are no illusions in this thesis that hospitalisation was synonymous with
progression. Yet, it zs right to challenge the overtly negative attitudes of writers such as
Andrew Scull. Relevant then is Harriet Sturdy’s research of the boarding out policy of
the insane. The General Board of Lunacy officially implemented the policy of
boarding out harmless and chronic asylum patients in 1858, although boarding out was

practised in the community long before this date. The topic of cate in the community
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has enjoyed extensive attention in recent years and is also outlined in the following

3

chapter.” Of importance to this thesis is the impact that boarding out had upon

hospitalisation. Sturdy argues that:

One important incentive to boarding out arose from the move towards hospitalisation

of asylums, manifest in a determination to adopt, where possible, the methods employed
in hospitals for investigating and treating disease...The extent to which boarding out
created the opportunity for asylums to represent themselves as places of cure, rather than
confinement, should be assessed further, particularly in view of Scull’s insistence that the

asylum in the nineteenth century was merely a ‘dumping ground for a...mass of physical and

mental wrecks’.32

Since the 1960s and 1970s, scholars have engaged in a varied and widespread effort to
outline the varied story portrayed by psychiatry. Of particular interest is Foucault's
theoretical outline of the disciplinarian institution and 1its relevance to asylum culture.
Scull's continuing assertions of 'warehouses' should be tested in view of the variations
between the English and Scottish asylum systems. The image of the ‘total institution’
is also considered in relation to Scottish asylums. Recent publications follow a
common theme: the challenge of external influence to the domination of the medical
profession. Such historiography is therefore highly relevant for this study in their

attempt to look outside the asylum for influences upon treatment and care.

QOutline of Chapters

The thesis addresses the years between 1880 and 1914, Although 1914 is perhaps an
obvious cut off point with the upheaval created by World War, the start decade of the
1880s should be clanfied. It 1s throughout the 1880s and 1890s that the interest
surrounding hospiml%sadon begins to emerge in the contemporary journals and

newspapers. Doctors such as Thomas Clouston and George Robertson were
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contributors to this debate.’”® It was also in the early 1880s that Craig House, a

forerunner of the ‘Asylum-Hospital’ movement was constructed at the Royal Asylum

in Edinburgh under the direction of Thomas Clouston.

Chapter two provides an overview of developments in related fields to mental health
care, namely the Poor Law and public health, prison regimes and important medical
and surgical developments. An overview of the moral and medical regimes 1n asylum
culture prior to hospitalisation is provided and the meaning and context of
hospitalisation clarified. Common areas identified in the chapter include the
relationship of the asylum to the Poor Law, the increased role and responsibility of

central government, the acceleration towards an institutional solution and impact of

‘state’ medicine in Scottish society.

Chapter three, 'moral management' and chapter four, 'liberty’ document the
continuation of moral approaches towards mental health care in the period 1880 to
1914, Chapter three examines the use of occupation as an intrinsic feature of asylum
culture. The chapter questions whether patient employment was aligned more to
traditional moral approaches in mental health care or if work was simply a method of
institutional management that corresponded to the image of a ‘total institution’. The

chapter also suggests that the propagation of wotk for asylum patients could not be

devoid from the wider context of Victonan social principles such as the work ethic.

Chapter four examines liberty as part of the distinctly Scottish approach to mental

health care, which included the open door system and use of parole and probation.
The chapter deals with the barriers placed on patient liberty in the asylum through the

continuance of restraint and seclusion. The existence of voluntary patients within the
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asylum system is briefly explored. This group (albeit in the minority) initially sits

uncomfortably with Scull's perception of the Victorian asylum.

Moving away from traditional approaches to mental health care, chapters five and six
deal with external influences, which impacted upon asylum culture. Chapter five
'Charitable Endeavours and the Poor Law' provides a case study of the Brabazon

Employment Scheme that had some (albeit minimal) impact in the Glasgow asylums.
The presence of the scheme 1s important because it was introduced to the asylums as a
result of local enterprise rather than central policy. The ideology of the Poor Law
coupled with the rdaitionship of philanthropy to the Scottish asylum are both

influential 1n explaining why the scheme spread to Scotland in the first place, and why

the scheme's impact was subsequently minimal in Scottish asylum culture.

Chapter six "The Open Air Rest Cure' highlights how asylum life could never be cut off
from the outside wotld and thus shared social concerns such as the scourge of
tuberculosis. Sanatorium treatment through rest in bed on verandahs was primarily
implemented as 2 method of minimizing and treating the disease in the asylum. The
use of open-air bed rest 1n the asylum is interesting in its extension to non-tuberculosis
patients. In this context, the practice of outdoor bed rest is examined within the
emergent debate over rest and exercise that was fuelled by the construction of hospital
accommodation at asylums. The chapter documents how some doctots came to tack

on outdoor bed rest as an alternative method of control, 2 move that was criticised by

many other doctors and Commuissioners.

Following this, the thesis moves onto discuss the practical attempts taken to hospitalize

the asylum through scientific research, asylum nursing and architecture. Scientific
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research covered in chapter seven highlights how the psychiatric profession aimed to
emulate research developments that were present in the wider medical community.
Efforts are therefore made to examine the input made by asylums outside Edinburgh

and Glasgow. The financial constraints placed on research meant that few asylums

employed qualified pathologists. As such, initiative was left up to individual doctors.

Chapter eight reviews psychiatry's move to imitate general hospital nursing through the
employment of female nurses in male wards of asylums and the introduction of staff
training. The implications of standards and qualification after the 1858 Medical Act and
the move towards a hospitalised asylum environment, meant that asylum doctors
required a more able and ‘medicalised’ staff. 'Professionalisation' was attempted from
above in a bid to raise the status of psychiatry and asylum culture. As such,
'professionalisation’ was not within the autonomy of the staff. Working conditions and
pay for staff remained poor and the aims of the asylum doctors were out of tune with

the rank and file staff. The chapter documents alternative strategies adopted by staff to

improve their circumstances.

Finally, chapter nine 'architecture’ deals with moves to hospitalize the asylum through
the construction of hospital and admission wards and the increased classification of
patients. Although the Commissioners urged the modernization of asylum buildings,
local asylums were constrained by the willingness of district boards to fund change.
The process of classification 1s examined 1n relation to both the wider medical context
and the similarittes that can be made with the prison regime. It 1s highlighted that
despite the attempt to propagate a 'medicalised’ asylum, architectute reflected the

continued importance attached to moral approaches. Wider social problems and
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medical opinions such as degeneration should also be taken into account in the move

towards classification.

The thesis corresponds with recent histortans (and also Scull) that the power over
committal and treatment was shared between different factions in the asylum and
community. The interface between local affairs and central power needs to be
understood in terms of relations between the Commissioners in Lunacy, the District
Boards and the individual medical superintendents. Certainly, the thesis shows that the
Commissioners had an impact on local affairs before an asylum was built and were

happy to advise on architectural change. However, while Commissioners could make
recommendations about treatment and practice, they were unable to enforce their

opinions unless there was evidence of malpractice.

Although the Poor Law did not control the Scottish asylum system in the late
nineteenth century, it is important if only for the Poor Law's early link to mental health
care and continuing relationship with patient admission. Chapter two outlines
antagonisms between medical superintendents and the parochial board over asylum
patients and rates. Some similarities are present between poorhouse practices and

asylum life in the late nineteenth century. Parallels maybe drawn with poothouse

inmates and asylum patients in the prescription of work.

Although most doctors appeared to support hospitalisation, certain individuals pushed
various strands of the policy to different degrees.’* Within the asylum, the medical
superintendent strove to maintain his control over treatment types and did not
implement policies that they were opposed to. While the District Boards were usually

content to give their superintendents a free reign in running the institution, 1t was an
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uphill struggle to persuade Boards to finance architectural change and scientific

research laboratories.

A thin line remains between the interface of therapy, cate and control in the asylum. A
willingness to work coupled with responsible behaviour was strongly linked to the
perception of recovery. On the other hand, work therapy and the use of a reward-
punishment system was both a practical and psychological method of control in line
with Foucauldian thought. The classification of asylum accommodation created system
of rewards and punishments for patients. Certainly, the patient’s journey through the
asylum was closely related to staff decision making and it would be dangerous to over
emphasis the autonomy of asylum patients. However, there are examples where the
individual asserted his/her independence in defiance of treatment and

institutionalization.

The final theme 1s the implementation of the hospitalisation policy as a reaction to the
failings of the nineteenth century asylum. By the late nineteenth century, the rising
numbers of asylum admissions were frequently referred to in the annual reports of
both the Commissioners and medical superintendents. Some indication of whether
hospitalisation impacted on the ability of the asylum to cure is provided in the final
conclusion to the thesis. Comparisons are made in admission, discharge and recovery

rates to Scottish asylums between the periods 1857 and 1914.

Choice of Asylums

As anticipated, much research work was conducted with the recotds and registers of
Scottish asylum collections. The principal asylums researched were Argyll and Bute

District Asylum, Lochgilphead (ABDA); Ayr District Asylum, Ayr (ADA); Bangour
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Village Asylum Hospital, Edinburgh; Crichton Royal Institution, Dumfries (CRI);
Gartloch Mental Hospital and Asylum, Glasgow; Perth District Asylum, Perth (PDA);

and Woodilee District Asylum, Glasgow.

Over 20 District Asylums had opened in Scotland by 1914, which was in addition to
the seven existing Royal Asylums. In choosing the aforementioned asylums’ records for

this research, it was important to provide a geographical spread of Scotland, and

include a mixture of institutions in both urban and more rural locations (see Map 1).
Bangour Village Asylum in Edinburgh and Woodilee District Asylum in Glasgow were
chosen to represent Edinburgh and Glasgow’s provisions for the mentally 1l. Outside
the main urban centres, asylums selected from the smaller Scottish towns included
District Asylums in Ayr, Perth and Stitling. To contrast an institution catering primarily
for a rural population, records of the ABDA in Lochgilphead were chosen. Crichton

Royal Institution in Dumfries provided representation of a Royal Asylum population.

The second criterion rested upon the need to reflect various treatments and
approaches discussed throughout the thesis. Gartloch Mental Asylum and Hospital 1n
Glasgow was the first purpose built asylum-hospital and Bangour in Edinburgh was an
apparent ‘model’ of the village asylum. Medical superintendents who supported
hospitalisation were evidently more likely to implement the official hospitalisation
policy than those medical superintendents who were disinterested or opposed to the
process. George M Robertson was medical supenintendent of both the Perth and

Stitling District Asylums and pursued the hospitalisation policy there. The ADA under

Easterbrook was of interest for the superintendent's extensive practice of open-air bed

rest.
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Research also considered traditional methods of treatment, namely moral management
and wotk. A renowned advocate of moral approaches was Dr James Rutherford.
Rutherford superintended the ABDA in Lochgilphead, Woodilee in Glasgow and the
CRI in Dumfries throughout his career. Commissioners classed both the ABDA and
Woodilee as models of early moral approaches in the apparent liberty given to patients

and the institutions’ use of work. These asylums were selected to highlight the practice

of moral approaches and their adaptation to hospitalisation.
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ap 1: Distnibution of Selected Asvlums
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Throughout the research, a number of other institutions emerged that were of
particular interest. These include Gartnavel Royal Asylum, Glasgow where the
principles of open-air bed rest were adopted under the superintendent Landel Oswald.
Along with Bangour, Kingseat Village Asylum, Aberdeen was the one of the few
asylums built from scratch as a wvillage asylum. Both Stitling and Midlothian and

Peebles District Asylums were of interest for their developments in female asylum

nursing and hospital accommodation.

To give some indication of the diverse areas selected, an outline of three asylums is
included that catered for a large urban population (Woodilee Disttict Asylum,
Glasgow); a semi rural/urban population (Perth District Asylum, Perth and a tural
location (Argyll and Bute District Asylum). Reference is made to the populations of
these institutions to demonstrate the contrasting sizes of Scottish asylums and the

occupational backgrounds of patients for the period 1889 to 1908.

The Argyll and Bute District Asylum (ABDA) opened in 1863 and was the first opened
under the 1857 Act. John Sibbald (later Commissioner) was appointed as

superintendent in 1863 and succeeded by James Ruthetford in 1870. In 1875,

Rutherford moved to Woodilee in Glasgow and was followed by John Cameron who
remained at the ABDA untl the 1900s. In the first decade of opening, the ABDA was
a model in its propagation of occupation and liberty. The ABDA was the smallest of
the asylums under study, admitting an average of 36 male and 37 female patients per

year between 1889 to 1908. The lowest number of admissions was 23 males (1906)

and 26 females (1907). Numbers of admissions remained consistent throughout the
period under study and there was an overall decline in admission figures. Cameron was

superintendent for the majonty of the penod under study. During his
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superintendence, Cameron and the District Board made few moves in the direction of

hospitalisation.

Perth District Asylum (PDA) opened in 1864 with accommodation for approximately
200 patients. On average, the PDA admitted 39 males and 43 females per year.
Although figures fluctuated, the asylum did not undergo an increase in admissions
(although it was subject to pettods of overcrowding). Dr W.C. McIntosh superintended
the institution from 1863 to 1882 and was succeeded by Dr Colin Maclver Campbell
(1882 to 1892). The PDA employed two main players in the hospitalisation movement.
Dr George Robertson worked there as superintendent between 1894 and 1899 and was
followed by Charles Lewis Bruce (1899 onwards). Both Robertson and Bruce made

changes to the asylum's accommodation and research facilities.

Woodilee District Asylum in Glasgow opened in 1875 with accommodation for 400
patients. Its superintendents included James Rutherford (1875 - 1883), Robert Blair

(1883 - 1902) and Hamilton C Marr from 1902 onwards. Marr was a supporter of
hospitalisation and pressed the District Board to fund further scientific research. The

asylum served the Barony parish that was plagued by high levels of urban and rural

poverty.

When the asylum opened, many patients were transferred from the local Barony
poothouse. Unlike the rurally located PDA and ABDA, Woodilee underwent a
dramatic upturn in population size. It admission rates increased from 86 female and 85
male admissions in 1889 to an average of 150 admissions of each gender in the 1900s.
In the wider social context, the industralizatton and spiralling population size of

Glasgow impacted on local asylums. A direct reason for the increased admission rate is
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explained by David Yellowlees' decision to remove all pauper patients from his

Glasgow Royal Asylum to the outlying district asylums from the 1870s.

The occupation of patients prior to admission was compiled from existing tables
included in the three annual reports for the 20-year period 1889-1908. The complied
tables are divided between institution and gender and are included in appendix two. In
the annual reports, the occupation titles were included in their onginal titles and had
not been collated into occupational fields by the medical superintendent. The
difficulties in coding occupational data ate notorious and are well documented by

historians.” In line with recommendations, no occupational titles were pre-coded prior

to data entry.®

An important aim of collecting occupational data was to make comparisons between

the asylum populations in patterns of occupational range. Schiirer highlights that if due

care is not taken in coding then data can be too easily compressed into too few fields.>’
An initial decision was taken to utilise Beveridge's table of occupational bands used in
his study of the Royal Edinburgh Asylum population.”® This would have allowed for
comparison with another contemporary Scottish asylum. However, the bands used by
Beveridge were too narrow for the rural PDA and ABDA populations. In order not to

compress the numerous occupational titles into too few fields, Beveridge's table was

abandoned and a wider table was devised.

Scull contends that the asylum became a holding place for society's unproductive,
dangerous and inconvenient members.”’ Studies of individual asylum populations have

consistently disputed this by arguing that the vast majonty of patients were registered

as employed on admission and that a proportion participated in skilled trades.” Such
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studies also found that a high proportion of patients was employed in unskilled work,

for example as labourers or in domestic service. Walton highlights that this simply

reflects the local economy and the psychological and economic strains of the poor.”

The findings from all three asylums reflect that the institutions did not house the
destitute and unemployed of local society. The largest single category of male
occupations at the PDA and Woodilee asylums was labouring (Woodilee 22.2%, PDA

26.3%). The ABDA admitted a high number of labourers (18.1%), and the highest

single category was agticulture and fishing (31.9%). This category included farmers,

crofters and fishermen in addition to multiple occupations such as ‘crofter and rabbit
catcher’ and ‘crofter and roadman’. High numbers of male patients from the PDA
worked in agriculture and fishing (16.8%). At the PDA, it was possible to see the
presence of local industry and manufacturing (8.3%) including mill workers and textile

weavers.  Approximately one tenth of Woodilee males were employed in

manufacturing and industry, including ironworking and the textile industry.

Male patients also came from skiled occupational backgrounds. Trade and craft
accounted for almost 20% of admissions to Woodilee, 15% at PDA and one tenth of
ABDA admissions. This band included tailors, joiners, printers, painters, shoemakers
and blacksmiths. In Beveridge's study, 5% of paupers came from a clerical
background.” This is similar to findings at Woodilee where the band accounted for
6.1% males. Clernical employment was less common in rural areas although the PDA
also admitted 3.2% clerks or bookkeepers. All three asylums admitted a minority of

patients from the professions including teachers, architects, solicitors, medical and

divinity students and trainee teachers.
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A pitfall of occupational analysis is the misleading nature of nineteenth century
occupational titles. This data weakness frequently applies to female occupations. In all
three asylum populations, domestic service and housewives wetre the most common
occupational title for female admissions. However, the occupation title of housewife
does not indicate if this group participated in part time, casual or home working.
Domestic and personal service employed 36.1% of Woodilee females, 37.4% of the

PDA and 44% of female admissions to the ABDA. Although housewives accounted
for 38.9% of Woodilee females, the figures were lower in the more rurally located

asylums. At the PDA this group accounted for 17.5% and 29.7% at the ABDA.

As such, there were higher numbers of female admissions in paid employment at the
PDA. Manufacturing (mainly textile industries) accounted for 13.6% of PDA females
compared to 8.6% at Woodilee. Similarly, 8.8% of PDA females were employed in
labouring. There was a higher though not significant percentage of Woodilee females
employed in retail and distnbution industnes, for example, dressmakers and shop girls.
Only 2 females were registered as prostitutes and this was at Woodilee. A higher

percentage of ABDA females participated in agniculture and fishing (5.5%).

In many ways, the pattern of occupation across the three asylums reflects occupation
patterns 1n Scottish soclety as a whole. Occupations in the asylum corresponded with
themes in regional employment as well as wider trends in society, such as the
expansion of manufacturing and industry. For females, the key areas of occupation in
society were agriculture, domestic service, textiles and clothing (although the
percentage of women employed in these industries declined as the twentieth century
approached).” These ateas also show up as key types of occupation for women in the

three asylums. It 1s also important to take into account the changing nature of
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occupations in soclety across the nineteenth and twentieth centuries. There was a tise

in clerical and retail positions in the late nineteenth century, which is also reflected in

the urban population of Woodilee.

In Scotland, agriculture and fishing employed 19.12% of Scotland’s male population in
1881.* This corresponded with the PDA where 16.8% of males were employed in this
manner. At Woodilee, agriculture employed only 1.6% whereas it accounted for 31.9%
of ADBA’s asylum population. Again, this reflects local variation in employment type.
Smout argues that Glasgow was dominated by the image of the skilled male craftsman
and suggests that over 70% of the male employed workforce in this area could be
described as skilled.” It is difficult to pinpoint the exact meaning of a skilled
occupation, for example manufacturing was a dominant industry in Glasgow but was
often characterised by unskilled monotonous tasks rather than skilled trade. The

percentage of labourers and manufacturers far outstripped the numbers of craftsmen

who were admitted to Woodilee.

Patterns in occupation at the three asylums cannot reflect the general distribution of
occupation 1n Scottish society as a whole, because all three were district asylums and
admitted predominately wotking class and lower middle class people. Royal asylums
attracted the middle classes who could afford the rates and the upper class clientele.
Both Glasgow and Perth had Royal asylums, and although Lochgilphead did not, the

middle and upper classes would often travel out of the local area for treatment at Royal

asylums.

In both male and female occupations, there were similarities between all three asylums

in terms of occupational range and the findings challenge Scull’s assumptions that
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patients were destitute. The smaller size of the PDA and ABDA are hardly reflective
of mammoth Victorian warehouses. However, the increased admissions to Woodilee

do demonstrate the difficulties faced by urban institutions in terms of increased

population and overcrowding.

Sources and Methods

The records of all asylums in the thesis were researched at the following medical and
hospital atchives: Greater Glasgow Health Board Archive, Mitchell Library, Glasgow
(GGHBA); Lothian Health Services Archive, Edinburgh University Library (LHSA);
and th; County Council Archives, Perth. Research was conducted at individual
hospitals, including Argyll and Bute District Hospital, Lochgilphead; Bangour Village
Hospital, Broxburn (West Lothian Health Care Trust); Cnchton Royal Hospital,

Dumfries (Dumfries and Galloway Health Board Archives); and Murray Royal

Hospital, Perth.

Records held in local and medical archives have been meticulously catalogued and
maintained. LHSA holds the annual teports of both Scottish asylums and the “Blue
Books” of the Scottish Lunacy Commissioners. The Archive also preserves the
extensive and diverse records of the REA. In addition to research of individual

records, the archive was useful in supplementing missing asylum annual repotts.

Likewise, the GGHBA retains a vast collection of hospital and asylum records,
including the comptehensive records of Gartloch, Woodilee and Gartnavel hospitals.
The survival rate of hospital records in both the Edinburgh and Glasgow archives 1s

impressive. However, there are some gaps in the records (for example, Woodilee's
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annual reports are missing for the 1870s and 1880s). Yet such gaps in printed matter

are filled for the most part by reference to the bound annual reports held at the LHSA.

It 1s important to point out the accessibility of larger collections. In contrast, the

survival and maintenance of records held at individual hospitals is more sporadic. At
Lochgilphead hospital for example, the majority of case notes had been destroyed.
The annual reports of the asylum are available at the local town archive (situated in the
council library). However, the remainder of records held at the asylum, such as the
admissions register and small number of case notes are pootly catalogued and kept in 2
hospital cupboard. Likewise, although the Bangour records are faitly extensive and

well maintained, with the imminent closure of the hospital, the future of the records is

uncertain.

The closure of former asylums 1s of concern to those interested in the investigation of
patient casenotes and asylum records. Already, many medical records have already
been thrown out or damaged through neglect beyond repair. Andrew Scull has also
recently made similar comments. -As Scull suggests, it would be ironic if current
research work on asylums was ‘undercut by the demise of the institutions themselves,
and with it, the destruction of the crucial records’.” (However, such issues must only
be of recent concern to Scull as the majornity of his past research has been based on

printed annual reports and not unpublished material held in institutions).

Despite the future uncertainty of asylum sources, many hospitals maintained extensive
collections. Perth District Asylum (PDA) records (held at Murray Royal Hospital,
Perth and Perth County Council Archives), Ayr District Asylum (ADA), records kept

at Ayrshire Archives and the Crichton Royal Institution (CRI) records held in the
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hospital were both extensive and fully catalogued. The CRI records have come under
scrutiny from researchers and are commonly assessed by both academics and family
historians. However, both the former Ayr (ADA) and Perth District Asylums (PDA)
have (like so many other smaller District Asylums) been pitifully under-researched.
Both PDA and ADA archives hold extensive sets of case notes. The PDA is one of
the only asylums to have maintained a daily casebook of patients in the nineteenth
century. Moreover, the ADA holds (as far as it 1s known) the only existing bound
volume of correspondence between the asylum and the General Board of Lunacy in

Scotland. Whereas the often used asylum records of Scotland’s two major cities are

often scant in detail as a result of overcrowding and understaffing, the ADA and PDA

record minute detail of patient treatment and care.

Early research in psychiatric history was primarily based upon asylum annual reports.’
The source can hardly be avoided. The annual reports provide chronological (if
somewhat basic) information of changes taking place at the institution. The reports
also give excerpts (although edited to provide optimum praise for the asylum) from the
Lunacy Commissioners “Blue Books”. The teports include a variety of statistics
relating to the asylum population and the accounts of the asylum farms. (The former
statistics were of use in gauging economic benefits of asylum farming). Annual reports

were a requirement set out by the 1857 Lunacy (Scotland) Act and every asylum head

was obliged to write his yearly report of the institution.

The published source 1s evidently subject to bias in its opportunity for self-promotion
of the institution and its staff. Of course, District Asylums did not use annual reports
as propaganda to encourage private admissions. However, annual reports did allow

medical superintendents the opportunity to ‘show off their asylum’ as so-called modemn
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centres of progressive treatment. This is particularly reflective in the promotion of the

asylum ‘nurse’ to the outside world (discussed in chapter eight) as a trained hospital

wotker for the sick.

The quality of the annual report as a source is reliant upon its authorship. The scant
detals of some annual reports provide little but repetitive information that was
regurgitated year after year. This is evident in reports written by superintendents Blair
(Woodilee supenintendent between 1883 and 1901) and Cameron (ABDA
superintendent between 1875 and 1905). Although the brevity of reports may be
demonstrative of the overworked medical staff, the lack of enthusiasm displayed was
criticised by outsiders reading the reports. In consideration of Scottish asylum reports
in the Medical Press (1886), it was reported that Cameron’s report of the ABDA

‘disappotnts us by his brief reports’. Blair’s report for the same year was dismissed as

‘brief, stiff and almost barren in incident and interest’.

Casenotes are a richer source for medical historians than annual reports. Andrews

comments in his article on Gartnavel hospital casenotes that the new emphasis on

researching history from the patient’s viewpoint has placed even greater importance on

9

6 " . " .
casenotes as a source. Casenotes outline the patient experience in the asylum and

allow their journey to be traced through institutional life. Casenotes highlight medical

attitudes towards trcatments. The percetved link held by doctors between work

therapy and recovety is evident in many notes.

Physicians had long kept their own journals as memoirs or as a method of highlighting
an unusual case. From the nineteenth century casenotes came to be seen as method of

extending the medical knowledge of insanity. Roy Porter documents the Manchester
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Infirmary physician Thomas Percival's plea for the importance of keeping a regular
journal in 1803. Percival recommended that the full patticulars of each person be

recorded, including 'age, occupation, sex, mode of life and if possible hereditary

. . 7
consttution.’”

Casenotes were maintained in order to illustrate the progress of a case with theit
symptoms and response to treatment. Risse and Warner highlight that although no
hospital case record 1s identical in form or in length, they possess 2 number of features
that have been relatively consistent across time and institution.” A hospital history
typically begins with demographic information about the patient, for example name,
age, religion, occupation and age. The date of admission and discharge would be
included as well as information about the patient's past complaints, and the progtess of
the case. Although not wrtten with the historian in mind, case records can illustrate the

transitton between traditional treatments and 'scientific' approaches towards hospital

medicine in the eighteenth century.”

.
Andrews suggests that changes in asylum casenotes can be seen alongside attempts to

'hospitalise’ the asylum.” Appendix three includes a selection of casenotes taken from
the Crichton Royal Asylum, Gartloch and Woodilee District Asylums. The notes were
selected to highlight variants in casenote keeping in different institutions as well as the
combination of different treatment types. A case taken from Browne's CRI

administration in the 1850s illustrates the mid nineteenth century format of the note

(see Case A: Appendix three). Efforts were made to include adjuncts to the notes,

such as letters written by relatives.
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In England, asylums began to keep casebooks in the 1820s. An initiative for case note
recording stemmed from the acquisition of medical knowledge of mental illness.
Systematic note keeping was also a response to the increasing surveillance of asylums

by commissions (for example the House of Commons Committee on Madhouses
1815-16)." In England, case note recording was made compulsory after the 1845

Lunacy Act. From this time onwards, commissioners insisted that case notes provide

basic personal information, physical condition of the patient, nature and details of

mental disorder, and the patient’s history and additional hereditary details.

Similar to England’s institutions, case note recording appeared on a more systematic
basis from the 1820s at the 'Royals' in Scotland. Case A in Appendix three highlights
the progress of patient W.Y. through the CRI in the 1850s. His notes denote a series of
statements, which were taken from query sheets or written correspondence from the
patient’s relative or guardian. The questions refet to ‘persomal details’, 'cause, type and
duration of illness', ‘pulmonary symptoms', 'physical condition', 'whether suicidal or dangerous’,
presence of delusions', 'epilepsy', ‘previous treatment’ and 'hereditary tendency to mental illness'
Andrews’ research has shown that this series of 'questioning' was common to most

Scottish and English asylums of this period. ”

Unlike England, there was no legal requirement to keep casenotes under the Lunacy
(Scotland) Act of 1857. During the last decades of the nineteenth century however,
emphasis on a mote sclentific approach to mental illness as well as access to printed
forms led to recommended changes in case note keeping at asylums. Uniform printed
case note recording originated from a Medico Psychological Association (MPA) committee
(1869). The commuittee included David Skae and Thomas Clouston and suggested that

a casenote keeping system be adopted throughout the asylums. Doctors were
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encouraged to use the ‘International Centre of Alienists’ and Skae classification in
order to record mental illness in their notes.”” Clouston implemented the uniform,

printed case note-recording schedule after taking up his post as REA medical

superintendent 1n 1873.

Parallels may be drawn between this increased systematic clinical note keeping and

Foucault's work on disciplinary institutions. In Disapline and Punish, he suggests that

specific techniques were used to subjugate the body through which the individual was
under constant and minute surveillance.

...the penitentiary Panopticon was also a system of individualizing and
permanent documentation...the system of moral accounting was made
compulsory: an individual report of a uniform kind in every prison, on
which the governor or head-warder, the chaplain and the instructor had

to fill in their observations on each inmate.”’

In the context of the asylum, Wright argues that Foucault is correct in thinking that
these new samitised and professional procedures saw the individual as a 'case' and

aimed to subject him/her to a rigorous examination and scrutiny.”

However, there was medical opposition to uniform case note keeping as some doctors
felt that the individuality of data would be lost through standardised forms. Bartlett
also suggests that case note keeping was not consistent and did not adhere to this

'clinical and professional gaze' espoused by Foucault.” This is also true of Scottish

asylums. The maintenance of notes varied between asylums and medical

superintendents into the twentieth century.

The CRI introduced uniform printed forms in the 1880s under Dr Rutherford (see

Cases B and C in Appendix three). The schedule for the CRI formed the first two
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pages of the notes and closely followed Clouston's form at the REA. It first asked for
the patient's name, date of admission, age, sex, level of education, religion, private or
pauper status, mantal status, ongin of referral and occupation. The next section was
called 'history’ and included questions about the patient's habits and disposition,
previous attacks, hereditary history, duration of attack, description of symptoms and if
the patient was suicidal or dangerous. A section was then provided for the patient's
medical certificates to be transcribed. The following section asked for details of the
state on admisston under a variety of headings: exaltation, excitement, depression,

enfeeblement, memotry, coherence, delusions, abnormalities and whether the patient

could answer questions.

The schedule asked for physical condition of the patient including a physical

examination, nervous system and bodily health. In line with the MPA

recommendations, the schedule requested the nature of 'disease' and Skae's
classification. A table was also provided for the 'predominant features' of the case (l.e.
delirtum and incoherence, hallucinations or enfeeblement) followed by the progression
of the patient. Little to no change was made to the form of the case notes at the CRI
between the 1880s and 1910. The only additional information required from the 1890s

was the patient's weight and temperature throughout their duration of stay. As Case H

in Appendix three shows, this was not consistently recorded.

Gartloch (a model 'asylum-hospital’) did not introduce printed forms until 1913. The

Gartloch case notes form did record similar information to the CRI although not 1n as
minute detail. The notes become more detailed under Dr Parker and developed sub-
sections such as 'information from relative', 'physical examination', 'circulatory,

respiratory and digestive system, 'urine' and 'nervous system' (see Case F: Appendix



35

three). The notes for J.K. (Case D: Appendix three) admitted to Woodilee are not a
standardised printed pro-forma under Blair. Hamilton C. Marr did introduce printed
casenotes when he became medical superintendent of Woodilee in the 1902 (see Case

G, Appendix three). It is likely that Marr was influenced by Rutherford’s practice

when he worked under him at the CRI.

The quality of case notes begs the obvious question: who wrote them? For the most

part, assistant doctors and clerks compiled the case notes.” In this context, case notes
do not provide a true version of history from the patient's voice but put across
attitudes of medical staff. Casenotes vaned in length and quality. A family member
might not provide a full case history of the patient or the medical clerk may not have
the time to fill out the details on a regular basis. Whereas some casenotes were
completed consistently, larger institutions like Woodilee and Gartloch often lapsed 1n
months between some patient’s entries. The entries of notes for Case G in Appendix

three run for years without comment and give no indication as to where the patient

was transferred after release.

Scottish asylum law allowed staff to read patient correspondence and consequently,
many letters were not posted and retained.  Recent historians have wused

correspondence from relatives and friends as a source. In 1991, Roy Porter published

Storses of the Insane: A Social History of Madness. In this, Porter examined the history of
insanity through memoirs wrntten by patients. More recently, Allan Beveridge
researched the letters of more than 400 patients at the Royal Edinburgh Asylum

between 1873 and 1908.* Beveridge has collaborated with Morag Williams to provide a
detailed history of the CRI patient John Gilmore.*”” The case of J.K. included in Case

D in appendix three, contains a letter written by the patient's father that highlights the
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son's breakdown after the death of his brother. A letter written by the CRI patient
H.A.’s doctor and presumably passed on to the CRI doctors is enclosed in Case H of
Appendix thtee. However, the retention of letters depended upon the interest of the

individual doctor involved. Keeping correspondence was not always the first priority

of overworked staff.

An interesting adjunct to the Woodilee casenotes is the inclusion of patient
photographs from 1906. These were taken to show the patient’s front and side profile
and 1s reminiscent of a prison ‘mugshot’. It is likely that these were included as a
means to identify patients and the images highlight the decline of these larger district
asylums into primarily custodial institutions. The inclusion of photographs varied
between institutions. The Ayr District Asylum case notes contains patient photographs

after 1902 (under Chatles Easterbrook) and serves as an interesting illustration of the

asylum’s use of verandah treatment.

- The method of compiling casenotes varied between the institutions. In the main, case
notes were divided into gender and bound in chronological admission order. One
exception 1s Bangour Village, Broxburn. Although the notes are divided into male and
female volumes, the notes are arranged into bound volumes of “patient discharge” or
“death”. There 1s also no obvious chronological order to the volumes. This means that
no volume 1s given a year or time span (L.e. 1906 or 1906-1908). Alternatively, patient
entries in the volumes can range between years and decades. It is therefore not possible

to provide a date or catalogue number when referring to Bangour records.

Quantification is a further methodology that broadens the basis of research in the

history of psychiatry. In the past, writers such as Scull and Foucault constructed large
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hypotheses about asylums on the basis of little solid data. As previously noted in the
literature review, Scull asserted that asylums were filled to the brim with long stay
incurable patients. The literature review also pointed to the attempt by ‘quantitative
histortans’ (for example, Anne Digby) to deconstruct these hypotheses. Historians like
Digby used case notes and asylum registers to construct large databases of patient

populations. These were used to disprove the assertions made by Scull and Foucault.

Admission registers were also researched in order to discuss topics of gender, age,

marital status, geographical origin and the disease of asylum patients.

While the thesis does not aim to provide overviews of asylum populations, quantitative
methods are adopted with certain asylum registers. 1) Registers of restraint and
seclusion; 2) pass and probation; 3) accidents and escape. These registets have been
examined as part of the discussion of patient liberty. Registers of restraint and
seclusion have sutvived at the ADA and CRI. Again, registers of pass and probation

are available at the ADA and CRI. The registers of accidents and escape ate useful in

gauging consequences of patient liberty, which was allegedly extended by the open

door system.

There are drawbacks in using these registers as a historical source. Digby points out
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