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CHAPTER 9 

THE CARE AND TREATMENT OF THE INSANE IN 

MID-NINETEENTH CENTURY SCOTLAND 

The Royal Commission as we have seen, was estab- 

lished primarily as a result of humanitarian pressure. 

Much of that interest was influenced by ideas which had 

emerged from the 'moral management of the insane' school of 

the early nineteenth century. The reformers were under- 

standably shocked by reports of life in the asylums, but it 

should be recalled-that many of the institutions, particu- 

larly the Royal Asylums, were built at the time of the 'age 

of improvement'. In considering then the state of 

lunacy care and treatment in 18; 0-57 before reform, the 

crucial question will be concerned with the extent to which 

moral management was practised in Scotland. In pursuing 

this objective, the artificial distinction between 'care' 

and 'treatment' will be utilised. Hence this Chapter 

will be concerned with the environment in which the patient 

was placed, while the last Chapter will deal with actual 

methods of treatment. 

I 

Despite the insight and clarity of Pinel's early 

nineteenth century thoughts on the constitution of insanity, 

it was not until the end of the century, that the 

first glimpses could be detected of the formal 
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nosologies of contemporary psychiatry. There was much 

that was problematic prior to that time. A central 

issue is the way in which Victorian medicine diagnosed 

insanity. In present day practice, a diagnosis is made 

by an observation of the symptoms presented. Treatment 

is then prescribed on that symptomatic basis. The cause, 

or aetiology of what has been observed is regarded as 

specialist endeavour. In contrast, early and mid- 

Victorian medical thinking made considerable use of an 

aetiologic base for diagnostic classifications. As Dr. 

. 
David Skae of Edinburgh put it: 

.... wherever we have a very distinct natural 
history of any form of Insanity, we at 
present refer always to its natural order, 
without reference to the character of 
the mental disorder., 

Ase-will be illustrated in Chapter Ten, the 

the physician usually cited one contingency, such as 

intemperance, pregnancy or grief as the 'exciting' cause 

of insanity, 2 but to this, he would add a variety of 

'predisposing' causes which, in his observation of the 

patient, had been detected. This practice was not un- 

sound, and-corresponds to the contemporary psychiatrists' 

usage of the terms distal (or long term) and proximal 

(or short term) in current aetological investigations. 

Unfortunately, as Chapter Ten also indicates, the 

interpretations made from this procedure led many 

physicians to propose, in some cases, unfounded and 

bizarre 'causes' of insanity. 3 

But it would be wrong to imply that Victorian 
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nosologies of insanity were monopolised by aetological 

explanations. Thinking on this topic was diverse. Many 

local physicians proposed their own classifications, 

flavoured by personal experience. Moreover symptomatic 

typologies . were certainly developed. Physical manifestations of 

what was thought to be insanity were noted and recorded. 

Moreover, in the medical records consulted, there 

appeared to be an element of confusion over whether 

certain characteristics were a cause or a type of insan- 

ity. General paralysis of the insane, for example, was 

noted in both categories. 

Hence attempts to characterise Victorian ideas 

on insanity would be difficult. There was no uniform 

set of criteria used. Aetiologic nosologies competed 

with, -but also in some cases, worked alongside, sympto- 

matic diagnoses. Moreover, localist traditions remained 

strong. With these problems in mind then, what can be 

said about definitions of insanity during the middle of 

the nineteenth century? 

During the eighteenth century, a number of 

advances in the medical knowledge of insanity had been 

made. Hermann Boerhaave, 'Erasmus Darwin, and Benjamin 

Rush, the 'father of American psychiatry', had been 

concerned with treatment, George Cheyne and Robert 

Whytt became fascinated by what we would today call 

neurotic behaviour. Another initiative, born of the 

work of Giovanni Morgagni, was the use of autopsies 

of the brain as a means of deciphering the 'cause' of 
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insanity. But, according to Alexander and Selesnick, 

the 'most comprehensive' classification of 'mental 

illness' attempted in the middle of the eighteenth 

century, came from the pen of an Edinburgh man, William 

Cullen. 4 Part of the second of his four volume First 

Lines of the Practice of Physick (1777) was devoted to 

mental disorders. Apart from the catholicity of his 

work, the importance of Cullen lies in the fact that he 

exercised a considerable impression on Pinel. Pinel 

simplified and reduced Cullen's classifications and 

introduced terms widely used in nineteenth century 

medicine. 

In his Traite medico-philosophique sur L'A1ien- 

ation Mentale, Pinel offered a theory of the aetiology 

of insanity. In Ackernecht's traditional interpreta- 

tion, Pinel's argument is significant for its psycho- 

logical bias. Among the factors which the French 

physician thought were important were the patient's 

hereditary constitution, his previous emotional life, 

a faulty education, 'irregular life', 'spasmodic' 

passions such as rage and fright, 'enervating' passions 

exemplified by grief and fear, and finally certain 

physical contingencies such as alcoholism, fever and 

head injury. 5 

Alexander and Selesnick adopt a different, 

and seemingly contradictory approach to Pinel. They 

write that he believed that: 

.... the basis of mental derangement might 
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be a lesion in the central-nervous 
system, since he maintained traditional 
notions about the physical cause of 
mental disease. 6 

Yet these scholars then go on to refer to 'Pinel's out- 

spokenly psychological orientation and his rejection of 

'meaningless physiological fictions'.? 

But whereas debate may exist over Pinel's 

0 

aetiological considerations, there is little doubt about 

his symptomatology. In the Traite, Pinel, having offered 

his explanation of the 'cause' of insanity, then went on 

to describe the symptoms. In this regard, he recognised 

'only four forms of mental illness, mania, melancholia, 

dementia and idiocy'. Mania was apparently the major 8 

defect, covering all types of agitation. According to 

Pinel, one saw 'bizarre, abnormally jolly-and also sad 

behaviour'. 9 Pinel restricted melancholia for cases in 

which the mind was concentrated on a single idea, which 

could be either sad or grandiose. It could degenerate 

into mania and was characterised by muteness, obsessions 

and'delusions., Dementia was the cessation of all thought 

processes, where thinking became totally incoherent as 

opposed to the false but coherent ideas of the manic. 

Finally, idiocy was characterised by an absence of all 

intellectual faculties, usually accompanied by altera- 

tions in the shape of the b rain. 
10 

These terms were to become widely used 

throughout the nineteenth century as reference to an 

asylum record will show, but unfortunately, we cannot 
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even use this terminology as much of a guide since local 

interpretations were widely made. Moreover, the aetio- 

logical-symptomatic dichotomy automatically coloured a 

physician's reading of Pinel's work. There were other 

problems involved. Perhaps the most difficult is that, 

certainly by the middle of the nineteenth century, Pinel's 

four-fold classification was being used alongside another 

more general typology, known as moral and physical in- 

sanity. 

Fish is correct when he says that 'a good deal 

of confusion"' surrounds the-term moral insanity. 

According to him, it was introduced in 1836 by Pritchard 

to distinguish a variety of insanity where 'the emotions 

and feelings are disordered in the absence of intellec- 

tual aberrationst. 
12 As such, it had nothing to do with 

the concept of moral management of the insane, nor was 

the term initially used in an ethical sense. Pritchard 

wrote that moral insanity consisted in a: 

.... morbid perversion of the natural feelings, 
affections, temper, habits, moral dispo- 
sitions, and natural impulses, without any 
remarkable disorder or defect of the intel- 
lect or knowing or reasoning faculties and 
particularly without any insane illusion or 
hallucination. 13 

Skae brought out clearly the distinction between a moral 

insanity, in which the'propensities, emotions and 

desires alone are morbidly excited, and an intellectual 

(or physical) insanity 'in which there are actual 

delusions or hallucinationst. 14 Reference to asylum 

reports indicate that the terms moral and physical 
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insanity developed a wide usage. In time, however, the 

term 'moral insanity' was to form the base out of which 

emerged the concept of psychopathy. 
15 

Some idea of the nature of the problem facing 

the historian when he looks at early and mid-nineteenth 

century ideas on insanity should now be manifest. Pinel 

had drawn up a nosology clear and precise in its meaning, 

but, while his classification was widely applied, its 

usefulness was limited by different interpretations and 

local perversion. Moreover, while his category was being 

used, another'-was introduced which was used alongside, 

rather than to replace Pinel's. 

It was, in fact, not until the mid and later 

decades of the nineteenth century that this 'chaos and 

lack of specificity' as Henderson sees it, subsided to 
l 

some extent. There are two important threads to be 

tied up in this context. Firstly, scientific research 

on the structure of brain and the nervous system, being 

carried out particularly in the German states, 

increasingly identified a somatic basis for insanity. 

Among the more notable researchers here were Westphal, 

Maynert and Wernicke, but the man most closely 

associated with this pioneering work was Wilhelm Grie- 

singer. In 1845, he published his major work Pathologie 

und Therapie der Psychischen Krankheiten, In Alexander 

and Selesnick's eyes, Griesinger felt that his 'mission 

was to free German psychiatry from the speculation of 
17 the Romantics'. He felt that Romantic poetical 

I 
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implications about madness had produced confusion, and 

in its place, he wished to propose a positive aetiology. 

Demonstrations that some mental derangements had an 

organic base had already been made by earlier researchers 

such. as Bayle and Calmiel. Hence Griesinger went on to 

propose that: 

.... the first step towards the knowledge of 
the symptoms (of insanity) is their locality: 
to which organ do the indications belong: 
what organ must necessarily and invariably 
be diseased where there is madness? 
Physiological and pathological facts show 
us that this organ can only be the brain; 
we, therefore, primarily and in every case 
of mental disease, recognize a morbid action 
of that organ. 18 

Griesinger then, with his famous proposition Geisteskrank 

heiten sind Gerhirnkrankeiten (Diseases of the mind are 

diseases of the brain) clearly. stated that the brain 

was the seat of mental disorder, and this somatic basis 

for insanity was to become increasingly influential 

towards the end of the-century. It should, however, be 

noted that Griesinger's clearly medical approach was 

marked by 'opposition to any inhuman measure, including 

bleeding, purgatives, emetics and restraints', 
19 a view 

not shared by Griesinger's eighteenth century medical 

predecessors. 

The second trend to be detected here, was the 

general tightening up of, and improvement upon, the 

earlier classificatory system. Both the reformulations 

of Pinel''s early method, and the neurological stress 

on clinical observation, heavily developed by Grie- 



429 

singer, had resulted, by the end of the nineteenth 

century, in such-a mass of classificatory data that some 

systematizing was required. The man most credited with 

that achievement was Emil Kraepelin, known as the 

'Chancellor of Imperial German psychiatry'. 

In the development of a comprehensive clinical 

observation, published in his Kompendium der Psychiatrie 

(1899), Kraepelin took the results of some recent 

research and reformulated them into clinical states 

familiar with us' today. He concurred with aspects of 

earlier work. done by Morel on adolescent, or 'precocious' 

insanity (demence. precöce), the result of which was the 

establishment of the 'dementia praecox' syndrome. More- 

over, while that particular term has passed from use, 

the sub-classifications developed by Kraepelin are still 

used. Thus Kahlbaum's earlier work on 'catatonia' was 

used to-describe the alternatively mute and violent 

patient with catatonic dementia praecox. Another 

researcher, Hecher's, term 'hebephrenia' was utilised 

for these patients displaying silly and generally in- 

appropriate behaviour in the hebephrenic version of the 

disease, while those with delusions of grandeur were 

regarded as suffering from the 'paranoid' type. But 

the syndrome becomes more familiar to modern eyes when 

it is learnt that, while the prefixes were retained, 

the general term 'dementia praecox' was replaced by 

the word schizophrenia in 1911 as a result of Bleuler's 

observations. 20 
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Moreover, a distinction was drawn between the 

intellectual decay implicit in the use of the term 

'dementia', and disorders of mood. The result was 

Kraepelin's description of the manic depressive syndrome. 

Whereas Kraepelin felt that the prognosis for dementia 

praecox was not good, he thought a patient could recover 

from manic depressive illness. Kraepelin also made the 

important observation that extremes of depressed and 

elated behaviour were not all that mattered in this 

particular condition, but that such moods would easily 

alternate with apparently 'normal' activity. 
21 

As a result of the work of Kraepelin, and 

others such as Mayer, Wagner-Jauregg, and Bleuler, many 

of the confusions in nineteenth century psychiatry were 

clarified. Modern psychiatry began with the two major 

functional disorders, the manic depressive and the 

schizophrenic reactions, being described. The next 

step was to be the work done by Freud and his colleagues 

on the neuroses. 

In drawing this look at nineteenth century 

thinking on the nature, as distinct from the treatment, of 

insanity to a close, it has been shown that diagnoses 

were arrived at, more from causal rather than sympto- 

matic approaches. But no hard and fast distinctions 

can be made here. Local interpretations abounded? 

and the line between cause and type was often blurred. 

Pinel had given Victorian medicine a nosology of 
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insanity which was widely used, but upon this was super- 

imposed the moral-physical classification. In effect, 

it is no exaggeration to state, that while some examples 

of insight can be noted, the majority of early and mid- 

Victorian doctors were at a loss when confronted with 

insanity. It was not until the later decades of the 

nineteenth century, with the work of. Griesinger and 

Kraepelin, that modern concepts of what was coming to 

be known as mental illness were formulated. The next 

task, in developing this understanding of medical 

history, is to look in greater detail at ideas-on care 

and treatment. 

II 

The crucial importance of the developments in 

the treatment of the mad during the late eighteenth and 

early nineteenth centuries has already been explained in 

Chapter Two. It was pointed out that, during this time, 

a-tension developed between the protagonists of two 

distinct models of madness treatment. The non-medical 

'moral managers' of the insane developed their methods 

out of the practice of an earlier medical system. But 

the supporters of the latter 'counterattacked', and, 

as the nineteenth century drew on, the treatment of 

madness was to be increasingly seen as a. preserve of 

medicine. 

As has been shown, the method of treatment 
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used in most eighteenth century houses was, according to 

Scull22 and Jones, 23 distinctly 'medical'. The 'mad 

doctors' possessed a variety. of procedures by which mad- 

ness could be demonstrably 'cured'. 

In making the claims, the doctors were acting 

within the traditions of eighteenth century medicine. 

At this time, as we have seen, medicine did not proceed according 

to the diagnosis - specific treatment methodology of today. 

Instead, medicine 'possessed a number of things which 

were regarded as useful weapons against any and all 

types of bodily dysfunction' .4 In Scull's eyes, 
2 

? adherents of almost every one of the eighteenth-century 

medical systems', 
25 

used such things as purges, vomits, 

bleeding, and various mysterious coloured powders as 

cure ails. 

This practice of medicine, was particularly 

applicable to the 'disease' of insanity. As has been 

shown, madness was by no means peculiar to the-modern 

age. Nor was the idea of madness as a disease suscepti- 

ble of treatment without precedent before that time. 

But one can agree with Scull when he argues that, 

historically, the 'medical approach to lunacy had 

either been ignored or been forced to compete with 

theological and demonological perspectives'. 
26. But the 

deathknell of the dogmas had been sounded in the Age of 

Reason. Within that cultural context, man's ability 

to reason, it has already been suggested, was elevated 

into his highest attribute, and conversely, the failure 
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I 

of reason, madness, came to be seen ultimately, as a 

loss of humanity. 

Hence, it was out of this cultural atmosphere, 

that insanity ceased to be seen as the work of God or 

demons, and became, instead, a 'disease' of the mind or 

the brain. Being a disease, it followed that insanity 

would be as susceptible to medical treatment as any 

other disease. Thus, armed with this logic, the 

eighteenth century doctor was well placed to diversify 

into the 'mad business'. Respectable institutions, then, 

had to be set up under physicians to treat medically, 

and hopefully to restore, those suffering from the 

'disease' of insanity. 

Kathleen Jones has demonstrated this eighteenth 

century custom. From a basis that treatment should con- 

sist of removing humoural excesses by 'evacuation', 'a 

number of procedures were used. The 'most readily 

accessible means of evacuation, were 'simples'; 27 

purges, vomits, and emetics. These were given to the 

patient in order that he be rid of the offending excess. 

Burton, a pioneer in this area, suggested, 'laurel, 

white hellebore, antimony and tobacco'28 and wrote: 

.... divine, rare, super - excellent tobacco, 
... a sovereign remedy to all diseases. 
A good vomit, I confess, if it be well 
qualified, opportunely taken and medici- 
nally used; but as it is commonly abused 
by. most men ... hellish, devilish'and 
damned tobacco-29 

Senna, aloes, herb mercury and half boiled cabbage, 

according to Jones, were also employed. 
30 
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In addition to purging, other means of evacua- 

tion were available. Blood-letting was very common, as 

was the use of horse-leeches 'and the practice of raising 
blisters through the application of plasters and hot 

irons'. 31 According to Burton, 'cauteries and hot irons 

are to be used in the suture of the crown, and the seared 

or ulcerated place suffered to run a good while'. 
32 It 

would appear that Burton also referred to the efficacy of 

trephining which involved boring a hole in the skull to 

allow the humours affecting the brain to escape. Early 

18th century physicians such as Boerhaave, Erasmus Darwin 

and Rush had advocated the use of the gyrating chair, 

because diseases arose out of 'disordered motions' which 

the chair would correct. In further evidence of the 

durability of these practices, we could cite Dr. Thomas 

Munro of Bethlem's evidence to the Select Committee of 

1815 : 

Patients are ordered to be bled about the 
latter end of May or the beginning of June, 
according to the weather, and after they 
have been bled, they take vomits once a week 
for a certain number of weeks, after that, 
we purge the patients"33 

There was, finally, a last resort if the in- 

mate continued to be obstreperous and dangerous. He 

could be placed in seclusion, or mechanically restrained. 

This'involved chaining, handcuffs, muffs, strait-waist- 

coats and cages, and in less extreme cases, cold baths 

and rotating chairs. 

Care must be exercised over the interpretation 
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of these customs lest they be seen as gratuitously 

cruel. As Parry-Jones points out, the use of restraint 

and 'cruelty' in the treatment of lunatics 'had been in 

conformity with contemporary attitudes and theoretical 
34 

concepts-'. William Cullen, for example, advocated 

restraint on an essentially neuro-physiological basis. 

The logic of the method lay in the fact that 'evacuations' 

were designed to lower and hence make amenable the 

patient. The dilemma was best stated by Munro when he 

said that. these, had 'been the practice invariably 

for years -I do not know any better practice'. 
35 

Ironically, however, at the time when the 

medical orthodoxy was at its height, a new body of 

opinion arose which directly challenged this way of 

treating the insane. By the early nineteenth century, 

'Reason', if not exactly banished had certainly been 

dethroned and its cultural pre-eminence superseded by 

the Romantic stress on sensitivity and feeling. Within 

this environment, the eighteenth century 'animalistic' 

view of the mad yielded increasingly to a new concept 

emphasising the humanity of the insane. Chaining and 

physical treatment competed more and more with the idea 

that the insane be given maximum freedom. 

However, it would be wrong to correlate these 

innovations too closely to the "Romantic movement". 

For, with-respect to the new thinking, the important 

date appears to be 1758. In that year, Dr. William 

Battie published his ' Tre'ätise On Madness based on his 
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work at St. Luke's Hospital, London, which had opened 

seven years earlier. In this book, Battie, claiming 

that 'this distemper is as little understood as any 

that afflicted mankind', 
36 

advocated 'natural' forms 

of treatment, without violent vomits and purges. The 

practice of vomiting he described as 'a shocking 

operation 
3and 

he advocated purges only in small doses. 

He believed that his patients' state of mind would be 

'alleviated by diversions' and 'amusements'. 38 The 

second important stage in this process was the opening 

of the Manchester Lunatic Hospital in 1765, which, while 

practising many of the 'eighteenth century customs' 

described earlier, nevertheless, introduced innovations 

such as gardens, rewards for self control, separation 

of the sexes and convalescent wards. 

However, despite these earlier pioneering 

ventures, it is certainly to the late eighteenth and 

early nineteenth century that one looks for the major 

developments in the insanity reform movement. In 1792, 

the York Retreat was founded by the Society of Friends. 

As Jones suggests, 'it was unique in two ways'; 
39 

firstly in that 'it was neither a subscription hospital 

nor a private asylum, being financed - on a non-profit 

basis by a body of restricted membership', 
40 

and 

secondly 'because it evolved a'form of treatment based, 

not on the scanty medical knowledge of the time, but 

on Christianity and common sense'. 
41 The guiding light 

of the project was William Tuke (1732-1822), a tea 
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and coffee merchant and head of a York Quaker family. 

The principles on which the Retreat was run were later 

published by Tuke's grandson, Samuel, in his Descriptions 

of the Retreat (1813). 

While these changes were being gradually 

introduced in England, Philippe Pinel, at his hospitals, 

the Salpetriere and Bicetre in Paris, was, during the, 

French Revolution, in 1793 striking the chains from 

the insane. This was no mere dramatic gesture. Pinel 

consolidated his ideas in the Traite,. a translation of 

which was published in England in 1806. It was out of a 

mixing of these diverse sources, from Battie, Tuke, 

Pinel, and others such as Esquirol and Duncan that 

what came to be known as the 'moral management of the 

insane'-, and later '-the non-restraint movement' was 

born. 

Great prudence must be exercised in discussing 

this particular chapter in the history of the insane. 

Firstly, as has been suggested, moral management did not 

exactly sweep all competitors out of its way. The older, 

eighteenth century medical orthodoxies held their 

ground. Secondly, it would be simplistic indeed to 

view this process merely, 'as the replacement of wanton 

cruelty with new, enlightened and humane methods', 
42 

as 

Parry-Jones expressed it. Many practitioners of the 

old regime acted in good faith. Finally, in a movement 

as diverse as the-moral management, generalisations are 

hazardous. However, time and space dictate economy, 



438 

and hence the following observations will be made. 

Firstly, it would appear safe to assume that 

the moral management movement was, strictly-speaking, 

non medical in its thinking and approaches. Although 

earlier pioneers such as. Battie, and many firmly associ- 

ated with the movement such as Pinel and later Conolly 

and Gardiner Hill, were medical men, many others involved 

were not so trained. In particular, William Tuke had 

no such training and set up his Retreat precisely to get 

the insane away from the hands of the doctors. As 

Skultans has it, 'moral management offered the promise 
4 

of a cure by non medical means' .3 

Notwithstanding this anti-medical atmosphere, 

the moral managers did make their own distinct contri- 

bution to psychological thinking. According to Skultans, 

Pinel was particularly interested in the emotions rather 

than in mental activities. The emphasis should be on 

'balancing' the emotions, rather than 'opposing' them. 44 

This interest was termed 'moral' to distinguish it from 

a concern with the intellectual faculties, and was taken 

up by Samuel Tuke, William's grandson, in his Description 

of the Retreat. In contrast to the eighteenth century 

idea, which saw mental 'disease' as partly stemming from 

uncontrolled emotion, Tuke saw the emotions as being 

among the chief weapons in combating insanity. He 

writes t 

If we adopt the opinion that the disease 
originates in the mind, applications made 
immediately to it, are obviously the most 



439 

natural - If on the contrary, we conceive that mind 
is incapable of injury or destruction, and 
that in all cases of apparent mental de- 
rangement, some bodily disease - really 
exists, we shall still readily admit - 
that the greatest attention is necessary 
to whatever is calculated to affect the 
mind, 45 

and again: 

Insane persons generally possess a degree 
of control over their wayward propensities - 
it happens not infrequently that one faculty 
only is affected - On all others, the mind 
appears to retain its wanted correctness"46 

What appears to be being stated by Tuke then, is that, 

as a mental source of insanity cannot be found, a bodily 

or indeed environmental agent is responsible. Conse- 

quently, the older methods designed to purge and 

restrain the mind were not only useless, but very 

dangerous. 

Also, the methods of 'treatment' devised by 

the moral managers followed from this premise. As 

Skultans wrote, Pinel freed his lunatics 'precisely 

because (he) felt their. passions could be regulated and 
47 Emphasis was placed on the value and trusted' 

ability of self-control on the part of the patient. 

Restraint was reduced to a minimum. Fear and brute 

force were. explicitly rejected, and kindness substituted 

by the attendants. A pleasant, creative, environment 

was planned in which-the inmate's better self could be 

appealed. to. 

In order that this 'milieu therapy' be better 

appreciated, a brief look at the functioning of the 
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Retreat is called for. Jones writes that the patients 

there 'were never punished for failure to control their 

behaviour'. 48 Tea parties were given, and the patients 

'encouraged to wear their best clothes'. 
49 There were 

airing courts and I each court was supplied with a number 

of small animals - rabbits, poultry and others - so that the 

patients might learn self control by having dependent 

upon them creatures weaker than themselves!. 50 The 

patients were always occupied, caring for the animals, 

helping in the garden, knitting and sewing. 'Writing 

materials were provided and books were carefully chosen 

to form a patients' library'. 51 Religious meetings were 

held and parties sometimes taken to the Quaker meetings 

in the city. 'In short, the patient was given no excuse 

for feeling' that- his mental condition precluded partici- 

pation in normal human activity, or cut him off from 

the outside world'. 
52 

The windows were specially designed to look 

like ordinary windows, 'the iron sashes being painted to 

look like wooden ones'. 
53 'Restraint was seldom used' 

except to prevent injury to the patient"or his 

fellows', 'chains were never used', and 'the strait- 54 

waistcoat only'as a last resort'. 
55 Medical treatment 

was given a subordinate place at the Retreat and drugs 

'seldom used'. 
56 'The diet contained a generous amount 

of milk and meat, regular supplies of fruit and an extra 

small meal in the afternoon', 
57 

when the women got tea 

and coffee, ' The household expenditure included such 
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luxury items as wines, oranges and figs. 58 Finally, in 

the early days at least, the entire operation was con- 

ducted almost on an 'extended family' basis. 

Now what emerges from this brief look at the 

Retreat is a-picture of an idealised, religious, humani- 

tarian community. In its work, the Retreat represented 

a , revulsion against the earlier methods of treatment. 

As Skultans wrote, 'There is no medical content to this 

position, rather it is a rediscovery of the humaneness 

of the insane'. 59 Certainly, the Retreat did become 

a model for others to follow. Following the publication 

of Samuel Tuke's book, the ideas of moral management of 

the insane, which became-the basis of the 'non-restraint 

movement' were taken up elsewhere. 
60 In England, 

restraint was totally abolished for the first time by 

Mr. Gardiner Hill at Lincoln, between the years 1835-38, 

and by Dr. Conolly at Hanwell in 1839, an event attended 

by 'the fear and astonishment of medical men and the 

world at large'. 61 

Hence it would appear that the early decades 

of the nineteenth century were an age of improvement in 

the lunacy services. Based on a logic which claimed 

that insanity was caused not by mental dysfunctioning 

but probably by bodily ill-health or environmental 

pressure, the moral managers. were not only able to 

'prove' that evacuation and restraint were both wrong 

and dangerous, but to suggest that a cure was possible. 

It was clearly'an optimistic time in the history of 
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the insane, during which confidence in the patient, 

acknowledgement of his humanity and the creation of a 

pleasant and creative environment for him were the 

ideals. 

'Yet', as Jones writes 'things went wrong'. 
62 

For a variety of reasons, 'the clear vision of the early 

reformers faded in a welter of local politics and 

medical inertial, 63 Skultans suggests that the asylums 

could not keep pace with the numbers and writes: 

With the swelling numbers of incurables, 
pretensions to moral management of the 
patients were abandoned and institutions 

" became increasingly custodial. The deterio- 
ration in treatment was matched by the in- 
creasing size of the asylum. 64 

while Scull-agreed. that: 

The collapse of the asylum's pretensions 
to provide cure was matched by the decay 
and disappearance of all the crucial 
features of moral treatment. - these ele- 
ments which were supposed to distinguish 
the asylum from the prison. 65 

As one contemporary critic wrote 'individual interest 

in patients is all but dead'. 66 

Clearly then, the asylum was swamped by 

numbers and lost its restorative role, but it should 

not be forgotten that moral management had only a limited 

application anyway. As has been suggested, the older, 

medical, orthodoxy was by no means destroyed. Indeed, 

what probably happened in most asylums was a mixing, 

of the two traditions. As the nineteenth century wore 

on, the older medical school, while shedding much of 

its, by then antiquated humoural theory, had its claims 
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to be the orthodox method of treating 'mental disease' 

heavily reinforced by neurological research. Towards 

the end of the century, a somatic base was increasingly 

advocated in what was coming to be known as mental 

illness, and a pessimistic prognosis followed. In 

this context, moral management appeared not only 

practically, impossible but objectively wrong. Ironically, 

we have yet to decide whether 'nature' or 'nurture' 

'cause' madness. 

III 

The lineages of the treatment given to the 

insane during the nineteenth century have now been 

drawn and tie contrast between the medical orthodoxy 

and moral management brought out. We are ready now, to 

investigate conditions and methods in Scottish asylums, 

and, the original question posed in the introduction, can, 

in the light of what has been said, be reformulated in the 

following manner, - how far, if at all, was care and 

treatment in the Scottish asylums differentiated between 

medical and moral imperatives. In addition, however, the 

extent to which class demarcation effected methods will be 

considered. In prosecuting : this enquiry, the care of the 

insane will be considered firstly through an examination of 
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the milieu created for them. 

It need hardly be mentioned that the reformers 

placed great emphasis, not only on the pleasantness of 

the structures, but on their situation. Institutions 

for the insane should be kept at a distance from the 

nearest large community, and, if possible, acquire 

acreage, thus providing the ambience of a 'retreat', a 

'home' for the insane. 

According to Fish, Dr. Skae of Edinburgh 

believed that an asylum was 'a therapeutic organisation, 

not simply a custodial institution'. 67 In his eyes, 

the patient was to be 'surrounded by experienced 

attendants',. permitted 'the greatest liberty', and in 

so far as safety allowed 'treated with utmost kindness'68 

He also stressed the need 'for the healthy occupation of 

the mind'69 and the good organisation of the asylum. 

Indeed Skae's definition of a well-run asylum was one 

of idyllic harmony. He wrote: 

Such a house subserves a variety of ends: 
it is a place for the isolation and safety 
of the dangerous; it is a retreat and home 
for the hopeless and incurable, it is a 
great hygienic hospital for the restoration 
of the insane to physical and mental health; 
a home for moral and physical education; it 
is also a school for elementary, artistic, 
scientific and religious education, and an 
industrial establishment where the busy 
crafts of artisans and gardeners, and all 
the homely occupations which can employ 
the hands and hearts of men and women, are 
called into systematic and daily activity. 70 
This indeed was a sentiment well in accordance 

with the ideas of Tuke, Conolly and Gardiner Hill, and 
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they were certainly shared by the Glasgow executives. 

Thus Dr. William Hutcheson, the first Physician Super- 

intendent of Glasgow, writing in the Annual Reports, 

averred that: 

All the patients are addressed and treated 
as rational and accountable beings. Harsh 
words and gestures are avoided. 71 

The patients, 'under proper restrictionsI, were encouraged 

to 'congregate together' for work, exercise, entertainment 

and religion. There is much to suggest that these were 

no mere delusions on the managers, part, and, in looking 

at the application of these ideas, the environment in 

which the patients found themselves will first of all be 

considered. 

These criteria the Royal Asylums, with their 

greater resources, were mostly able to fulfil; the 

poorhouses and private madhouses, generally, were not. 

With the single exception of the Montrose' house, 

which, in 1857 was built on the Links, close to the 

harbour7,2all the Chartered Asylums, when visited by the 

Royal Commissioners in 1855, were situated at a distance 

from built-up areas. Thus Aberdeen's building was 

erected in the city suburbs, 
73 

while Edinburgh's was 

to be found two miles to the south-west of the city 

centre, at Morningside. 74 Both establishments at 

Glasgow were atý a distance from the city, the early one 

(1814-43) being constructed at the then northern bound- 

ary while the later house (1843- ) stood three miles 

away from the city at Gartnavel. 75 The Asylum at 
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Dundee was built on a piece of rising ground overlooking 

the Tay, about a mile to the east of the city, 
76 

while 

both the Perth and Dumfries regimes appear to have been 

truly rural ones. The Murray Royal was built a mile 

from Perth, in a situation described by the Commissioners 
77 

as 'beautiful' while the Crichton Royal was erected a 

similar distance from the town of Dumfries, overlooking 

the valley of the Nith. 7$ 

. The amount of land owned by the directors 

ranged from the very small, at Montrose, with five-and- 

a-half acres, 
79 to-the expanse of Glasgow's sixty-six 

acres on the new site. 
80 All lands were put to con- 

structive use. Thus even Montrose's small holding was 

used as an airing ground and garden, and, in addition 

to their own acreage, the Directors held a lease of 

about twelve acres81 of arable land in the neighbourhood 

for farming. Likewise, both Dundee and Perths' twelve 

acres were laid out as kitchen gardens, promenades, 

bowling green,. cricket ground and such like. 82'83 At 

Perth, however, the Directors diversified extensively 
into farming, purchasing the house and new grounds of 

Pitcullen Bank, immediately adjacent to the grounds of 

the Asylum, in the early 1850s, for £5,500 and shortly 

afterwards a thirty-six acre farm costing £6,950.84 

Six of Aberdeen's twenty-three acres were occupied by 

airing grounds and nine were cultivated as gardens or 

were let or leased. 85 Dumfries' forty acres were 

roughly divided between pleasure grounds and cultivated 
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land86 while Edinburgh's forty-three acres (in 1855) 

were apportioned to the. east house (private) four 

and to the west house (pauper) thirty-nine. Of the 87 

total, twenty-five acres were given over to arable 

farming, and the remainder divided between airing yards 

and gardens. At Glasgow's Gartnavel estate, a full-scale 

farming operation was in progress, with those parts of 

the sixty-six acres not used for pleasure grounds put 

to tillage. 88 

Their environment then permitted the Royal 

Asylums to develop their role as therapeutic communities. 

The physicians felt that the extensive lands, and their 

location, contributed to the cure rate. Moreover by 

diversifying into farming, running costs were not only 

reduced, but, by employing patients as agricultural 

labourers, a rudimentary type of occupational therapy 

was developed. 

This ideal, the poorhouses and private mad- 

houses could not meet. It should of course be realised 

that. lunacy care was very much a second option for the 

poorhouses; non-insane pauper provision was their main 

objective and the parochial authorities felt, with 

some justification, to be under no obligation to attend 

to the finer aspects of lunacy care. As it was, only 

two of. the poorhouses listed by the Royal Commissioners 

were in 'truly rural' settings, namely those at Easter 

Ross and Rhinns of Galloway, while certain of the 89 

newer houses, in the Royal Commissioners' view, 
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'generally occupy pleasant sites in the suburbs of towns9° 

but the lands attached to them were described by the 

Commissioners to be 'generally much too limited'. 91 The 

older houses, such as Edinburgh City and St. Cuthbert's, 

Paisley Abbey and Glasgow's City, Barony and Govan, were 

situated in the centre of developing urban-industrial 

complexes, as were almost all the private madhouses with 

the possible exception of Ayr, Bothwell and Tranent. 

In turning now to look briefly at the archi- 

tecture involved, considerable insight can be gained into 

the Victorian thinking on asylums. This can be best 

summed up by William Stark, architect of the original 

Glasgow Royal, and a great admirer of the York Retreat, 

who published a book Remarks on the Construction of 

Public Hospitals for the Care of Mental Derangement, in 

1810,92 in which he advocated two principal criteria - 

strict separation of the sexes, and effective class 

division. It would appear, judging by the way in which 

the Royals were built, that Stark's views were widely 

shared. 

If we look at all seven regimes, it can be 

seen that either separate buildings were constructed, 

within the overall plot, to house pauper and private 

patients separately, or within the single edifice, 

effective divisions were established. Although Glasgow, 

Edinburgh and Dumfries started out as single units, they 

eventually became dual ones,. while the remaining four 

remained as single entities. 
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When the Edinburgh management finally agreed to 

admit paupers, in 1842, they built a new structure, to be 

called the 'west houses which became the pauper deposi- 

tory for about 500 persons, while the original building, 

then known as the 'east house', was.. reserved for about 

60 private patients. 
93 In contrast, both the Glasgow 

and Dumfries 'Royals' started as single unit institutions 

admitting both the private and the fee-paying patient. 

However, when the Glasgow operation removed to Gartnavel 

in'1843, the Edinburgh model was applied with an 'east 

house', for about 290 paupers and a much smaller 'west 

94 house' for the 'private' patients. At Dumfries, the 

construction of the Crichton Royal reflected the wishes 

of Mrs. Crichton and hence, in the early years, an 

attempt was made to integrate both the private and the 

pauper patients. But this experiment in integration 

ended with the opening of the Southern Counties Asylum 

in 1849 and the transfer there of the entire pauper 

load. From then onwards, Dumfries had two distinct 

buildings and administrations for the private and 

pauper patients. Division between the sexes was main- 

tained in all"three cases, although more forcibly, it 

would appear, among. the paupers. 
95 

The remaining four institutions practised 

rigid sex and class demarcation under one roof. Thus 

the model for both Aberdeen and Montrose was of a 

central complex, with extension wings on both sides, 
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each leading in turn to lateral wings. Aberdeen was a 

two storey building, the first floor consisting solely 

of the bedrooms and sitting rooms of the private patients, 

while the second was reserved for the paupers. The 

extension wings in both houses served to maintain the 

sex division, 96 but the class division at Montrose was 

slightly different from that at Aberdeen. Here, the 

private patients' dayrooms and bedrooms were apparently 

to be found at the central complex, while the pauper 

apartments were in the wings. The Royal Asylum at 
97 

Dundee presented the idiosyncratic structure of a number 

of storeys alternating as private and pauper departments? 8 

but it was at the Murray Royal at Perth that the social 

stratification, inherent in the planning of the 'Royals', 

appeared quite clearly. The institution consisted of 

a main front building of three storeys in height divided 

into two equal parts (one for the males, the other for 

the females) by a central staircase. Those paying the 

highest rate of board were accorded service and 

accommodation in the third floor. Those paying the 

lower rates were to be found on the middle floors while 

the paupers were incarcerated on the ground floor. 99 

Further evidence of this state of affairs 

can be gained by looking at the actual accommodation 

for the patients in the houses. Aberdeen provided 

'bedrooms, for its 'better' class of paying patients, 

with eight three-bed 'dormitories' for the other paying 

patients and sixteen large 'dormitories' for the 
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paupers. 
100 At Dumfries,, the Commissioners wrote that 

suites of two rooms were allowed 'to patients of the 

upper classes, a bed room and the use of two public 

rooms' to patients of the middle classes', and a common 

dormitory and public room to patients of the lowest 

class. 
101 The Edinburgh private east house consisted of 

seven rooms in a wing and five rooms on the ground 

floor, while the pauper west house was composed of 

three galleries each including dormitories of sixteen, 

eighteen and nineteen beds. 102 

Any doubts about the management's thinking 

in this area is dispelled by reference to both the Perth 

and Glasgow Royal Asylums' accommodation design. At 

Perth, the first class, ironically the paupers, were 

housed. in gallery A, with one public room and patients 

sleeping in 'dormitories'. The second class were 

housed in gallery C, with one public room, and patients 

sleeping in 'comfortably furnished' dormitories. The 

third and fourth classes in gallery B had only 

one public room, but enjoyed 'separate sleeping rooms, 

handsomely furnished' while the fifth class had separate 

apartments, with parlours and bedrooms en suite, again 

'handsomely furnished'. 103 At Glasgow, many of the 

pauper wards were described by the Commissioners as 

'dark, damp, and smell offensively'. They noted that, 

in some places, the bedding was made up on the floor, 

without actual bedsteads, while in others, beds made 

of iron and mattresses of straw were the norm. The 
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coverings were ample, but each bed had only one sheet 

changed once a week. The-procedure for coping with 

refractory patients (noted elsewhere) included canvas 

bottom beds stood over troughs sunk in the floor. 

This state of affairs can be contrasted with 

the 'service' offered the highest fee paying patients at 

Glasgow. One notes first of all that the sleeping rooms 

were all 'fully and comfortably furnished', the walls 

'variously papered' and the corridors 'carpeted through- 

out'. Most of the latter contained pianos and time- 

pieces. Most windows had curtains, and the general 

effect was 'one of elegance and comfort'. In one such 

corridor were to be found three gasfires, two rosewood 

tables, a piano, ottomans, small tables for occasional 

use, Elizabethan and other chairs. 
104 

Now there was much in this state of affairs 

which appealed to Victorian-tastes. While the sex 

division, was to them manifestly hygienic, the class division 

ensured that the refined natures of the genteel were 

not exposed to the 'lower orders'. It is doubtful if 

the Royals could have attracted as many private 

patients into their environs without such a guarantee. 

However, to what extent class division appealed to 

the moral managers as such is problematic. But, in 

the long run, the division made medical sense in that, 

as the century progressed, and numerical pressure made 

life more problematic in asylums, a division for the 
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functions therein into 'curative' and 'depository' roles 

became essential. As has been shown, the latter were 

increasingly associated with pauper wards and later 

pauper asylums. For these reasons then, the Royal 

Commissioners expressed themselves satisfied as to the 

planning and execution of the Royal buildings. 

In contrast, the Commissioners were almost 

entirely critical of the private madhouses in this 

respect.. They pointed out that, with one exception, 

Saughtonhal-l, none of the private madhouses in existence 
105 

then had been originally built for the purpose. 

Certainly there had been some examples of proprietors 

incurring expenses to ensure suitable accommodation for 

their charges, but generally a private house had been 

rented or bought, and afterwards altered or enlarged, 

to fit its new role. The sole aim, suggested by the 

Commissioners had evidently been to 'accommodate the 

greatest possible number at the smallest outlay'. 
106 

In some cases, outhouses had been fitted up with beds 

and used as accommodation for patients. In other 

asylums, such as Langdale, large dormitories had been 

built, sufficiently spacious for the number of occu- 

pants, but in the Commissioners' words, 'bare, com- 

fortless and insufficiently furnished'. 107 Other 

criticisms which the Commissioners made was that there 

was insufficient means of avoiding overcrowding, and 

that there was no proper division for male and female 

patients. 
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The Royal Commission was no less critical of 

the accommodation offered the pauper insane in those 

poor houses which provided for them after 1845. In the 

poorhouses where no special provision was made for the 

insane, those admitted mixed with sane paupers in 'large 

dormitories, barely furnished' and 'day rooms, equally 

bare'. 108 Conditions appeared little better in the 

poorhouses with separate lunatic wards;. the Commis- 

sioners concluded that 'the lunatic wards are small 

and ill-contrived and do not permit a proper classifi- 

cation of-the patient'. 
109 In some houses, for example 

the Barony in Glasgow, the patients were placed in a 

large-dormitory, making classification impossible110In 

others, they were to be found in rooms of smaller size 

and packed so closely together that the noise of the 

refractory patient disturbed the peace of the rest. 
ill. 

Little attempt was made to afford the inmates a 'cheer- 

ful prospect', the rooms were usually badly furnished, 

often containing only benches and a table, and, in 
112 

general, there was no separate sick room or infirmary. 

However, in detailing these criticisms, it should be 

borne in mind that poorhouses were not built with 

lunatics principally in mind, and that the less 

eligibility principle extended as much to the insane 

pauper as the non-insane. 
113 

Turning, finally, to such basic essential 

services as the ventilation and warming of the asylums, 

the Royal Commissioners felt that this- problem 'does 
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not appear to have as yet received a satisfactory 

solution' in the Chartered Asylums. At Dundee for 

example, warming was dependent upon fire-places and 

the only means of ventilation were the windows. As a 

result, during the winter nights, it became so cold 

that restless patients had to be clothed in bed. 114 

At Glasgow, the proper working of the heating apparatus, 

by piped hot water, necessitated keeping the windows 

shut, 
115 

whereby the atmosphere became close and 

oppressive, while at Edinburgh, the Commissioners felt 

'116 that the ventilation of several rooms was 'defective 

Generally, however, the Chartered Asylums were 'well 

lighted with gas' and the supply of water, 'with few 

11 
exceptions', was 'abundant'. 7 

In the. poorhouses, ventilation varied. 

Occasionally, it was dependent simply upon windows and 

open fire-places. In some houses, however, there was 

direct communication with the open air, with apertures 

above doors, while in others, an opening between the 

dormitory and the corridor sufficed. The heating 

systems were operated, either by introducing air 'by 

the suction of a flue' or 'pumped in by steam engine'118 

The Commissioners were tolerably satisfied-with this 

matter, but drew attention to some drawbacks, At 

Barony, for example, the medical officer reported that 

the ventilation system did not operate, stating that: 

.... when the windows are closed, the 
patients complain of the closeness 
and oppression of the air, and 
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when they are open the action of 
the apparatus is apt to be damaged 
and the current to flow backwards. i19 

The Commissioners were generally critical of the private 

houses. In these crowded buildings, absence of any 

adequate warming and ventilation system, 'engendered a 

highly contaminated atmosphere'. 
120 In many, the 

windows, even in summer, were almost always closed 

during the night and the fireplaces were generally 

boarded up 'so that ventilation was*impossible'. 
121 At 

Hillend as in other houses, the sleeping rooms had no 

fireplaces, while at Lilybank there were such essentials 

but they were boarded up. 
122 

' Thus far, having considered the-external 

aspect of the asylums, it would appear that the Royal 

Asylums can be regarded as progressive institutions. 

They were, in most cases; set in semi-rural settings, 

extensive lands were used for cultivation and. recreation, 

and the buildings were adequately constructed. In 

particular, the insistence on rigid sex divisions was 

considered highly laudable, and indeed, as regards 

architecture, a direct connection can be seen between 

York and Glasgow as the latter's architect derived many 

of his ideas from the Retreat. The Royals' reputation 

in this sphere can only be enhanced, when compared with 

the private madhouses and poorhouses, urban, small, 

and inadequately constructed. What is problematic, 

however, was the policy of the Royals towards the 

pauper insane, which appears to have been as cavalier 
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as the parochial authorities. Whether or not the 

demarcation referred to was in the best traditions of 

the moral managers, it should be recalled that Victorian 

society was rigidly class-conscious. The Royal Asylum 

managers merely reflected their values in this respect. 

In their eyes, the division was both morally correct 

and economically sound. 

The extent to which the Royal Asylums can be 

regarded as progressive, enlightened institutions, and 

the comparison with their 'competitors' will now be 

'investigated further by reference to internal aspects 

of care. Five topics will be considered, patient 

hygiene, exercise, occupation and amusements, and diet. 

IV 

The patients in the Royal Asylums were 

essentially well clothed although it would appear that 

Montrose was an exception. 'Several dirty and 

refractory patients had no bedding' except loose straw 

and a, blanket'123 and the Commissioners ascertained that: 

. '... it is the custom in this Asylum 
when patients are violent and dis- 
tructive, to remove all their 
clothing and to supply them with 
no clothes, coverings or beddings,, 
except blankets and straw. 124 

In several of the asylums, locks and straps were used 

to fasten the dresses of patients who stripped them- 

selves. 
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Beds were found to. be generally clean and 

comfortable, with mattresses or. sea grass, but, in 

frequent cases, provided with only one sheet, Straw 

was in some cases used as bedding, but was regarded as 

both objectionable and expensive as it required frequent 

change. It was noted, on the other hand, that some of 

the asylums allowed private patients to provide their 

own bedding, which was usually 'of a good description'P5 

The problem of the refractory patients was 

'solved' in most Chartered Asylums by the use of straw 

mattresses and canvas bed bottoms. Thus, in Glasgow, 

beds for the wet patients were stood over leaden troughs, 

sunk in the floor, into which passed the urine from 

the beds and they were cleared by being flushed with 

water. 
)26 'All. the Chartered Asylums were provided with 

fixed lavatories and personal cleanliness was generally 

well attended to', wrote the Commissioners, although 

in some houses, the supply of warm baths was 

deficient. 7 12 

This reasonable state of affairs contrasted 

with those pertaining in the poorhouses. Although 

clothing generally appeared to the Commissioners as 

being 'sufficient' and clean, the beds 'tolerably com- 

fortable' and personal cleanliness 'tolerably well. 

attended to'128 there was much that was negative in 

the poorhouses. Thus, for example, most beds had 

only one sheet and the blankets were far from clean. 

The practice of placing two patients in one bed, 
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both in male and female dormitories prevailed in many 

poorhouses, and the bedding of wet patients, usually 

straw, was frequently not changed for considerable 

periods. 
129 

At Dunfermline, the bedding was found to be 

'in a very foul condition, drying in the yard', 
130 while 

at Jedburgh patients of dirty habits were placed to 

sleep in common dormitories with healthy paupers. 
131 

Many of the poorhouses in the Western districts appear 

to have adopted the Glasgow Royal's model of coping 

with refractory patients, a practice the medical officers 

at Barony-regarded as conducive of rheumatism132At 

Falkirk,. it was stated that 'the bedsteads are of iron, 

the bedding consists of a straw mattress, chaff pillow, 

blankets and one sheet"33 while at Aberdeen, it was 

noted that 'the bedsteads are of wood or iron, the 

mattresses of straw and the pillow of chaff. Each bed 

had only one sheet' 134 

Conditions in the private madhouses were no 

better, if not worse. Bedding consisted of straw mattresses 

and usually only one sheet to a bed. The provision 

made for refractory patients was generally very bad 

indeed, with the mattresses, although soaked in urine, 

being left, in some cases, for several days unchanged. 

In certain houses, the inmates were put to sleep on 

loose straw alone. 

, 
At Hillend, there was no provision for pre- 

venting the urine dripping on the floor, which, as a 
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consequence was constantly wet. Patients : who were 

incontinent had night shirts which reached to the 

waist only, or were made to sleep naked, often two or 

three in a bed. These beds rarely had sheets, while 

the blankets and coverings were often found to be 

scanty. 
135 

. At Eastport House, Musselburgh, the bedding 

of the dirty patients was found by the Commissioners 

drying. in the yard outside. The mattresses, used by 

such patients, were 'not changed', although the straw 

was said to be renewed 'once a week'. 
136 At Halicross 

House, again in Musselburgh, where a patient was dis- 

covered sleeping in a press under a wooden stair, 

'through which apertures are bored to give him air', it 

was stated that there 'was no change of mattresses for 

wet patients; they are simply dried and replaced' and 

the straw renewed once a week. 
137 

With a few exceptions, the. licensed houses 

did have the means of giving their patients a warm 

bath which was generally a shower'b ath, although used 

partly to calm excitement and occasionally as a punish- 

ment. But washing accommodation was extremely defec- 

tive, with frequently no basins and patients having 

to bath in tubs, or at the pumps. 

In proceeding now to the second issue to be 

discussed here - exercise, the Royal Commission 

questioned the pretensions of the Royal Asylums in 

this respect. It will be recalled that,. the Royals, 

with their extensive lands, were well placed to 
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provide exercise for their patients. Much was made of 

this facility by the management. However, on investi- 

gation, the Royal Commission noticed that the necessity 

to separate the classes placed great strain on this 

'service'. Double sets of airing courts were required, 

and hence, at Perth, Dundee and Aberdeen, numerous 

small courts were found, divided from each other which, 

to a great extent, shut out views of the surrounding 

countryside. In some circumstances, mounds had been 

erected, so as to enable the patients to look over the 

enclosure walls. But what was regarded as a specific 

injustice by the Commissioners was the fact that, in 

most cases, the - numerically, smaller number of private 

patients had larger courts than their more numerous 

pauper patients. 

Thus for example at Dundee, there were, when 

the Royal Commission visited, 38 private and 175 pauper 

patients to 10 airing courts, but while one private 

patient had the sole use of one court, about 60 to 70 

paupers were: crowded into another of the same size. 
138 

At Glasgow, it was found. that there were two airing 

courts for 87 private patients and 3 courts, one of 

them very small, for 329 paupers. 
139 

The poorhouses did have airing courts but 

they were very small, and usually shut in by very high 

walls. At Falkirk, for example, the courts were 20 

yards long by 10 yards broad, surrounded'by 18 feet 

walls, while at Paisley the airing court for men 
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measured about 25 yards by 14, for women 16 by 12, and 

both were'surrounded by walls 15 feet high. 140 At 

Greenock, both courts were 30 yards long by 20 broad 

with high walls, while at Stranraer the measurement 

was 12 by 8-. 141 

In private houses, the Commissioners found a 

few of the airing courts of fair size and 'tolerably 

cheerful', 
142 but, in general, they were found to be 

very small, gloomy, surrounded by high walls and without 

any views. At Hallcross, the same court served for 

143 both sexes. 

Thus far, in this discussion on aspects of 

care, three-ingredients - patient hygiene and exercise, 

along with essential services, have been discussed. 

However, the extent to which one can cite these cases 

as being examples of moral treatment,. or otherwise, is 

limited, as all three were necessary in regimes for 

the insane. What is disturbing, however, is the degree 

to which the poorhouses and private madhouses failed 

in even their very basic aspects, while the Royal 

Asylums were not blameless. The other insight to 

emerge is of course the continuing flavour of the 

class division, with, for example, private patients 

being permitted their own bedding, and private airing 

courts being larger than pauper ones, in the Royal 

Asylums. The generally higher quality of service in 

the Royals, compared with their competitors, is of 

course also indicative of this state of affairs. But 
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the debate over moral management can be more effectively 

prosecuted over occupation and diversion. 

V 

Writing in the Annual Reports, Dr. Balmanno of 

Glasgow expressed the view that occupation was one of the 

, most beneficial-means in the treatment of the insane'. 

It prevented the mind from dwelling on-its delusions, 

and also put an end, frequently, to the restlessness 

which Dr. Balmanno felt attended forms of the disease. 144 

Dr. Skae agreed with this view. Indeed in appending his 

first report to, the Edinburgh Annual Reports he wrote 

that occupation of the patients was 'among the first 

subjects' which. engaged his attention. This doctor 

felt that, as a result of these innovations, many of 

the inmates were 'induced to exchange a listless and 

inactive mode of life for one of greater freedom and 
145 variety'. In this context the gap between the 

Royals and their competitors was very wide, with the 

former approximating, to a reasonable degree, to the 

moral management ideal. 

All seven Chartered Asylums put their varying 

acres of land to productive use. For example, Aberdeen 

had 'nine acres cultivated by the labour of the 
146 patients', while at Dumfries, part of the lands 

'were cultivated by the patients of the (pauper) 

Southern Counties Asylum?. 147 At Montrose, the 
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Directors had on lease twelve neighbouring acres which 

'weriý'cultivated by the poorer class of patient'148 while 

at Glasgow those lands not already taken up by building 

and airing courts 'were under tillage'. 149 However, the 

Royal Commissioners expressed some dissatisfaction on 

this score. They felt that whereas the land in occupa- 

tion was good soil and very productive, 'full benefit 

in this respect, and also as means of exercise is not 

derived'. 150 Instead, too much attention was paid to 

the laying out of roads and gardens which tended to 

reduce the amount of land under crop. 

The Commissioners were equally dissatisfied 

with indoor occupation. It was noted that, in most 

of the asylums 'a few were employed at tailoring, 

shoemaking and carpentry_1,151. 'The females find some 

occupation in the washing house and laundry, and also 
in sewing, knitting. and making underclothing'. 

152 But 

the Report stressed that 'sufficient means of suitable 

employment', was not provided and that workshops were 

required. 
153 

The Commissioners' comments do appear some- 

what harsh, - Reference to the Appendix to the Report 

shows that, for example, at Aberdeen there were two 

In workshops, and at Dundee weavers' workshops, 
l55 

the latter 'a considerable number of the pauper 

patients were employed in weaving coarse packing- 

cloth'. 
l56 At Glasgow, the Annual Reports refer to 

the opening of extensive workrooms in which carpentry, 
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joinery, basket-making and various other trades were 

followed. Indeed, in contrast to the Commissioners' 

scepticism, these Reports paint a lyrical picture of 

patients relaxing in the evening, after their long day's 

labour. In fact, as far back as 1817, the Glasgow 

Asylum was busy putting these ideals into practice. 

At that time-. 

.. %. 2 looms and 5 spinning wheels are generally 
left at'-. work. Clothes are made or mended. 
Stockings or worsted gloves are knit and 
occasionally a little muslin is flowered. 157 

By 1821, male patients were working at 

tailoring, shoemaking, joinery or bookbinding, while 

spinning, sewing and washing were the main female occu- 

pations. At first the work done was for the use of the 

Asylum alone, but after 1839, some of this produce was 

marketed. There is no need to doubt that some of the 

work was of good quality. Hence, for example, in 1840, 

the weaving department produced 200 yards of handker- 

chiefs, the tailors made 15 frock coats and 17 dress 

coats while the wrights made 21 beds and articles such 

as rosewood work-boxes, bookstands, a mahogany work box, 

writing desks and 10 chests of drawers. 158 At Edin- 

burgh, Dr. Skae averred that: 

.... gardening, carpentry, shoemaking, 
tailoring, bookbinding and basket making 
have in particular, been prosecuted with 
a degree of success beyond any sanguine 
expectations. l59 
The extent to which one can trust these 

somewhat idyllic, and also self-congratulatory state- 
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ments is problematic. Certainly, as '. Chapter eight re- 

veals produce marketed by the Glasgow and Edinburgh Asylums made a 

small but not insignificant contribution to the institu- 

tions' finances. Moreover, one learns that, in Glasgow, 

'in order to extend this most important means of moral 
160 treatment' the Directors instructed the Weekly 

Committee, on the 14 September 1837 to build full work- 

shops, which were opened in the following year. But 

Glasgow, in particular, had very extensive lands, and, 

the Royal Commission is perhaps correct in saying that 

not enough was done by the Royal Asylums to maximise 

this resource. 

Hence, while obviously much more could be done 

in this respect, it would appear that, with variations, 

of course, the Royals could be classed as progressive 

institutions as they did practise a rudimentary form 

of occupational therapy. It will have been noted, in 

passing, that paupers appeared to be the class most 

attended to in this respect; 

conclude; 

as the Royal Commissioners 

In none of the asylums, with the 
exception of that of Dumfries, have 
the efforts to prevail on the private 
patients to engage'dn manual labour 
been attended with any great success"161 

The contrast, however, between the Royals, and the 

other two regimes with respect to 'occupational therapy' 

was, not surprisingly great. 

As far as the Commissioners could discern, 

only two poorhouses had sufficient land to allow 
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occupation for the patients - the Barony with thirty 

acres and the Abbey, Paisley with eighteen. 
162 In some 

of the other houses, such as at Paisley Burgh, several 

of the patients were employed in weaving, but in general, 

there was an 'almost total lack of the means of 

occupation'. 
163 

In some of the private houses, a certain 

amount of garden ground was attached, which furnished a 

small amount of occupation to the patients-, but only in 

one, at Langdale, was the quantity of land sufficient 

to afford proper employment. Nor, it would appear, was 

there much effort expended to provide indoor employment. 

The females did have an advantage as they assisted in 

the house and laundry, but otherwise, there was little 

in the way of occupation. 
164 

In turning to the penultimate topic 

in this area - recreation, the Commissioners, in con- 

trast to their opinion on occupation, were most 

enthusiastic about the Royal Asylums. 'Very much', 
165 

had been done to provide recreation and amusements. 

Various sports and games had been introduced, and in 

most of the houses, there were 'frequent excursions 

and occasional pic-nics, concerts, lectures, evening 

parties and dances. 166 

The Commissioners felt that the asylum which 

had done least in this respect was Aberdeen. There 

were occasional concerts and a few excursions, and a 

Christmas Ball, but little seems to have been done to 
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'break the routine and monotony of the asylum'. 167 At 

Dundee, there was a billiard room for the males, and 

in summer, there were frequent dancing parties in the 

grounds. 
168 

At Glasgow, games such as draughts, back- 

gammon, billiards and bowls were provided. A library 

was eventually opened, use having been made provisionally 

of a travelling one, in which books on religion, history 

and travel, along with magazines, were particularly 

popular. A significant aspect of the patients' life 

in the Asylum was their letter writing and works of 

prose and poetry, described, in one case, as having a 
169 'wonderful degree of consistency and acuteness', 

Entertainments were also provided for the patients 

during holidays and national. events. At Edinburgh, 

similar games, a library, stocked with newspapers and 

periodicals, music, dances, excursions and lectures 

were laid on. It would appear that these provisions, 

at least, 'were not'reserved for the 'higher' patients 

solely. Perhaps the best (although idealised) evocation 

of this aspect of asylum life, in the literature, comes 

from the Directors of the Glasgow Royal who wrote in 

1839 that: 

In the evening, after-the labour and 
exercises of the day, the patients may 
be seen in the well-lighted parlours, billiard-room and galleries, cheerfully 
employed in reading, playing backgammon, 
cards and billiards, or solacing them- 
selves and their companions with the 
flute, the violin and the pianoforte-170 
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Certainly, the institution which did most in 

this respect was the Crichton Royal. According to the 

Commissioners, patients of both houses (i. e. those 

belonging also to the pauper Southern Counties Asylum) 

had 'abundant means of recreation and amusement'. 
171 An 

'omnibus' and other carriages were provided, which 

enabled the patients to make frequent excursions, and 

there was a small theatre, with seating for 110, in 

which concerts and plays were performed. Writing and 

drawing materials, and books were supplied and courses' 

of lectures delivered, on such topics as botany, 

chemistry and natural history. There was a library of 

5,000 volumes, and an extensive museum of Natural 

History. During the summer, a house was taken 'at the 

seaside' for the benefit of patients. 
172 

There can be little doubt then, that in the 

enterprise of providing. a 'quasi-normal' recreational 

milieu, most of the Royals-were successful. Indeed, 

if the accounts given to the Commissioners of recreation 

at Dumfries were representative, this institution must 

rival the York Retreat, but, once again, the contrast 

with the rest of lunacy organisations in Scotland was 

stark. 

-In the poorhouses, in general, no means of 

amusement was within reach of the patients. Occasio- 

nally draught boards and a few books were provided, 
but otherwise, 'nothing whatever is done to afford 

the patients either amusement or occupation'. 
173 In 
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some of the licensed houses, patients were supplied 

with books and newspapers, -and had the use of billiard 

tables and bowling greeens, but, like the poorhouses, 

very little of consequence was done in this respect. 
174 

Leave cannot be taken of this area of discussion 

without briefly probing the extent of religious succour 

offered in the houses, again, a hallmark of moral treat- 

ment. The Commissioners noted that-chaplains were 

appointed to all. Royal Asylums. Dundee and Aberdeen had 

gone so far as" to build chapels, while at Dumfries, 

Episcopalian and Roman Catholic clergymen attended, in 

addition to the established minister. 
175 In the poor- 

houses, there appeared to be little uniform provision, 

and variations were-made according to the views of the 

parochial board and house governor. In some circum- 

stances, the governor-read prayers while in others, 

non-licentiated officials attended. The Commissioners 

drew attention to the fact that, in some cases, the 

insane paupers were actually excluded from this poor- 

house service. 
176 The'religious function appeared 

almost entirely absent in the licensed houses. It was 

thought that a missionary attended the Musselburgh 

houses occasionally, but it did appear to the Commis- 

sioners, that no clergyman of the established church 

ever visited the house. 77 l 

At this point in the analysis, it should come 

as no surprise to the reader, in discussing the final 

topic - diet, that the difference between the classes 
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was profound. In looking, first of all, at the private 

patients' fare, the Commissioners wrote that it was 

'varied and abundant'. 
178 An analysis of the various 

diet tables submitted to the Commissioners showed that 

their insights were broadly accurate. For breakfast, 

paying patients, depending on their fee, could enjoy 

tea, egg, fish, bread, oatcakes and butter. At Dumfries, 

cold meat was also served. For dinner, there was much 

variety but it would include, in most cases, soup, fish 

or meat, vegetables, potatoes, puddings, bread and 

cheese and coffee, while for tea, there was tea and 

bread. The day was rounded off with a supper of eggs or 

pudding, tea and'bread. 
179 

The regimen varied, of course, in variety ' 

and amount, according to the rate paid, but some under- 
standing of just how luxurious, in Victorian terms, the 

diet could be, 'particularly for those paying the highest 

rates can be gained from the following data. Dumfries 

had wine on the menu and game in season. 
180 Aberdeen 

provided beer for its better classes, 
181 

while Dundee 

ordered wines, malt liquors and spirits for this class 
182 

Both Dundee and Edinburgh refrained from drawing up a 

diet sheet for its better patients, as they were accus- 

tomed to giving their 'own directions regarding the 

furnishing of their table', 183 
while the latter's inmates 

got five meals a day. -184 In this respect the Commis- 

signers were perhaps correct when they inferred that 
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the bill of fare for the highest class at Dundee was 

similar to that of an hotel, 185 

And indeed we can appreciate precisely why 

the Commissioners took this view when we look at one 

particular private diet sheet, namely that of Glasgow's 

in. 1855. For breakfast, the private patient received 

coffee, 14 ounces of bread, 1 pint of tea, 1 egg or 3 

(female. 2) ounces of ham, 1 ounce of fresh or salt 

butter, 1 gill sweet milk, and, if taking porridge 1-11 

pints with skimmed milk. For dinner there were 11 pints 

of soup, 8 ounces (female 6) of cooked meat, in the 

form of roasts, stews, fowls and pies, with either 21 

ounces (female 2) of rice or one pound of potatoes, and 

one pound of split peas, with extra vegetables, mustard 

and pepper. There were puddings-twice a week, usually 

tarts, jellies or-fruits in season. For supper, there 

was beer and cheese. 186 

In addition, although the pauper diet in the 

Royal Asylums was both less varied and less in quantity 

than that of the private patients, it was, however, 

above the dietary standard of the Scottish working 

class and peasantry at the time, 187 Beyond individual 

variations, the routine of the pauper diet was as 
follows. Breakfast consisted of porridge and milk or 
tea and bread. For dinner, the staple food was broth 

with vegetables, potatoes and bread and 'a small 
quantity of boiled beef every day, or a larger quantity 

18 on alternate days'. 8 For supper there was again 
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porridge and milk. Working patients usually had their 

diets increased with extra bread and cheese, and beer. 189 

Again, we can gain a more full appreciation of 

pauper diets by looking at Glasgow's provision. For 

breakfast, 2 pints'of porridge, I pint of butter milk, 

and 4 ounces of'bread (2 if female) were given. At 

dinner, 2 pints of peas soup was provided on Sundays, 

followed by 2 pints of broth for the rest of the week. 

4 ounces of cooked meat and 3 ounces of rice formed the 

basis, with sweetmilk and bread occasionally offered. 

At supper, the males received 2 pints of porridge and 

pint of butter milk, and females 1 pint of tea and 6 

ounces of bread. 190 

This, in some respects, luxurious private diet, 

and adequate pauper regime has to be contrasted with the 

bill of fare offered in the poorhouses and private mad- 

houses. In order to obtain some uniformity with regard 

to poorhouses, the Commissioners referred to the dietary 

rules and regulations drawn. up by the Board of Super- 

vision on 3rd July 1850, which was obligatory on all 

poorhouses in which insane or fatuous paupers were 

maintained. Examination of that list, which related 

to'seven*different categories of pauper age and con- 

ditions, indicated 'that,. with two exceptions, the 

staple for all three meals was meat, bread, milk and 

broth. The exceptions were working adults, category C, 

who received boiled beef, while category D, the infirm, 

191 received their milk skimmed. 
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Unfortunately, we are frustrated in attempts 

to build up a picture of diets in the private mad- 

houses, as no tables were kept. But reference to the 

Appendix to the Report did throw some light on the 

problem, in situations where the Commissioners had 

observed mealtimes. Thus, at Hallcross House, the fare 

for the paupers was '. porridge and coffee for breakfast, 

ox head broth for dinner, and porridge again at night', 

while the private patients were said to have both 

'coffee and toast for breakfast and broth and beef for 
19 dinner'. 2 At Millhcilme. House, again at Musselburgh, 

porridge and milk were served at breakfast and supper, 

and broth and bread for dinner. 193 The same applied 

to both Tranent194 and Langdale asylums, 
195 

although, 

in the former, coffee was given and in the latter some 

meat. Once again, diet clearly throws light on the 

distinctions both within the Royal Asylums, and between 

them and their rivals. 

VI 

When these factors are taken into account, 
it can be seen that the Royals' pedigree as a progressive 

institution is, on balance, advanced. While the 

Commissioners were correct, when they criticised the 

Royals for under-utilising their resources with respect 

to recreation and occupation, nevertheless, the fact 

that the institutions were engaged in such practices 
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was indicative of good intention. Moreover, while 

aspects of the essential services and patient hygiene 

clearly needed improving, the Chartered Asylums, by 

Victorian standards, were by no means backward in this 

area. Furthermore, the extent to which the Royals 

offered both recreation and religious succour is clear 

evidence that the houses were, in these areas, practising 

moral management. Their limitations notwithstanding, 

the Royals, as. least as far as 'caring' for the insane, 

was concerned, can be seen as more or less part of the 

moral management movement. In contrast, the evidence 

from the Royal Commission indicates that very little was 

done in the poorhouses and private madhouses to humanise 

the insane. Basic. essential services and patient 

hygiene were, in many cases, appalling even by Victorian 

standards, while little was done to occupy, amuse and 

entertain the inmates. Finally, the class division 

which existed within the organisation of insanity in 

nineteenth century=Scotland is by now patently obvious. 
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